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Don't  overlook  the  least  expensive 
way  to  finance  a car. 


Autoflex  Medical  Leasing  is  Texas'  largest 
auto  leasing  company  and  has  been  the  choice 
of  physicians  all  over  Texas  since  1982.  Our 
20,000  foot  auto  leasing  supercenter  is 
designed  to  save  you  time  as  well  as  money. 

Just  one  phone  call  to  1-800-634-0304  and 
you  are  in  touch  with  our  exclusive 
"FLEXLEASE,"  an  auto  lease  which  offers  no 
down  payment,  no  security  deposit,  lower 
monthly  payments,  free  rent  cars  and  much, 
much  more.  You  pick  out  the  car  of  your 
choice  and  we  will  deliver  it  to  your  home  or 
office  the  next  day!  Sound  simple?  It  is! 

hjxoflex 
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Since  tax  reform,  there  are  no  advantages 
to  owning  a car.  The  interest  write  offs  on 
automobile  loans  have  been  eliminated.  The 
investment  tax  credit  may  no  longer  be 
taken.  Sales  tax  is  no  longer  deductible.  These 
are  just  a few  of  the  reasons  to  contact  the 
professionals  at  Autoflex  Leasing. 

Autoflex  Leasing  offers  closed  end  leases 
on  any  new  car,  truck  or  van  so  don't 
overlook  the  least  expensive  way  to  finance  a 
car!  For  your  next  vehicle,  whether  you  buy 
or  lease,  choose  the  company  who  set  the 
standard  for  automobile  leasing,  choose 
Autoflex  Leasing. 

CONTACT:  LOUIS  MURAD 
OR  LARRY  FREE 

1-800-634-0304 


212  W.  Spring  Valley  • Richardson,  TX  75081  • 214-234-1234 


1-800-252-9318 
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We  know  that  insurance  can  be  com- 
plicated and  confusing.  You  and  your 
staff  have  more  important  things  to  do 
than  worry  about  your  personal  and 
staff  insurance.  That’s  why  TMAIT 
has  an  INSURANCE  HOTLINE  to 
simplify  things. 

Just  call  1-800-252-9318  any  weekday 
between  8:15  a.m.  and  5:15  p.m. 

You’ll  get  a friendly  TMAIT  insurance 
specialist  who  can  usually  answer  your 
questions  immediately.  If  they  can’t, 
they’ll  get  the  answer  and  promptly 
call  you  back. 

Your  INSURANCE  HOTLINE  is  just 
one  more  valuable  member  service. 

TMAIT  offers  you  Safety,  Financial 
Stability,  Excellent  Service  and 
Reliability. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 
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■ Exploring  Medicine's  Dimensions* 
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• Hear  why  strong  leadership  is  crucial  in  these  changing 
times  for  medicine  from  Houston's  Joseph  T.  Painter,  MD, 
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Successful 
rehabilitation 
after  a brain  injury 
requires  a delicate 
balance  of  the  body, 
the  mind  and 
the  human  spirit. 


Leamiiifj;  U)  lead  a hill  and  productive  life 
after  a hrain  injury  represents  an  extraordi- 
nary  challenge.  At  Wann  Springs,  our  hrain 
injury  program  not  only  addresses  the  tradi- 
tional  functional  recovery  of  the  patient,  hut 
also  includes  a unique  focus  on  the  recovery 
of  the  mind  and  spirit  - a critical  aspect  of 
recovery  which  is  all  too  often  overlooked  in 
many  programs.  Because  for  any  human 
being,  the  ability  to  function  must  he  nur- 
tured in  tandem  with  the  ability  to  feel,  to 
strive,  to  dream,  to  hope,  to  dare  to  experi- 
ence pleasure,  meaning  and  purpose  in  life. 
Wann  Springs  brings  this  balance  to  the 
rehabilitation  process  in  every  way.  Our  brain 
injury  program  utilizes  a transdisciplinaty 
approach  that  offers  each  patient  a fully 
integrated  spectnim  of  resources  for  spiritual 
as  well  as  physical  healing.  In  this  way,  he  or 
she  builds  the  foundation  for  as  richly  reward- 
ing and  meaningful  lifetime  as  it  is  possible  to 
achieve.  Warm  Springs  provides  a complete 
continuum  of  care  from  conra  to  community 
re-entry.  To  learn  more  about  our  uniciue 
approach,  call  tis. 


Warm  Springs 

REflABlLlTATlON  HOSPITALS 


Gonzales,  TX  800/792-WARM,  512/672-6592 
San  Antonio,  TX  800/451-1550,  512/691-0100 


Now  theti^  away 
to  tate  bdtercaie 
of  j^ur  practice  #iile 
you  tate  better  caie 

ofyourpatiente. 


When  you  accept  the  Visa  card  as  payment,  you  do  more  than  just  give  your  patients  a simple, 
convenient  way  to  manage  their  health  care  bills.  You  improve  the  health  of  your  practice  at  the  same  time. 

With  Visa  you  can  always  expect  to  be  paid  promptly. 

Within  days,  actually.  And  not  only  will  that  save  you  the  cost  and  time  of  collecting  receivables,  it 
will  improve  your  cash  flow  as  well. 

Visa  gives  your  patients  more  payment  options. 

Surprisingly,  some  people  actually  put  off  seeing  the  doctor  because  of  a lack  of  available  funds.  But 
when  you  offer  your  patients  Visa,  you  give  them  the  freedom  to  see  you  when  they  need  to  see  you. 

To  find  out  more  about  how  you  can  offer  Visa  as  a payment  option,  just  call  First  City,  Texas,  at 
1-800-252-5473,  ext.  4396,  and  ask  for  Bankcard  Services. 

And  start  treating  yourself  as  well  as  you  treat  your  patients.  | 


Its  everywhere  you  want  to  be 


©Visa  U.S.A.  Inc.  1991 


Editor’s  note:  Beginning  with  this 
issue,  the  Letters  column  moves 
from  the  back  to  the  front  of  the 
magazine. 

Hib  vaccine  is  avaiiabie  and 
soon  to  be  required 

In  his  article,  “Immunization  Status 
of  Chronically  111  Children,”  [Texas 
Medicine,  October  1990,  pp  76-79] 
Dr  Fraser  documents  incomplete 
immunizations  in  children,  even 
among  those  who  have  had  multiple 
clinic  visits.  These  visits  represent 
lost  opportunities  for  protecting  our 
children  against  vaccine  preventable 
disease.  Assessment  of  a child’s  need 
for  immunization  should  be  a rou- 
tine part  of  any  medical  encounter. 

Dr  Fraser  points  out  the  particu- 
larly poor  compliance  with  recom- 
mendations for  the  use  of  Haemo- 
philus influenzae  type  B (Hib) 
vaccine.  He  attributes  this  in  part  to 
lack  of  a school  entry  requirement 
for  the  vaccine  and  lack  of  availabil- 
ity of  inexpensive  vaccine.  The  first 
condition  is  soon  to  be  changed. 
Effective  September  1,  1991,  chil- 
dren 18  months  through  4 years  of 
age  will  be  required  to  have  one 
dose  of  Hib  vaccine  for  day-care, 
preschool,  and  other  school  settings. 
Recent  changes  in  the  recommended 
schedule  for  Hib  vaccine  will  require 
further  amendments  to  the  immu- 
nization regulations,  which  we  plan 
to  do  in  the  near  future. 

The  second  barrier  was  addressed 
more  than  2 years  ago.  Since  1987, 
the  Texas  Department  of  Health  has 
provided  Hib  vaccine  through  local 
and  state  health  department  clinics. 
Throughout  Texas,  local  and  state 
health  departments  have  immunized 
224,330  children  with  Hib  vaccine. 
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Regulations  and  inexpensive  vac- 
cine will  not  insure  all  children  are 
immunized.  Rather,  physicians  and 
other  medical  personnel  must  moni- 
tor, advocate,  and  provide  immu- 
nization at  appropriate  ages,  so  that 
we  have  a fully  protected  preschool 
population. 

Michael  F.  Kelley,  MD,  MPH 

Chief,  Bureau  of  Disease  Control  and 
Epidemiology,  Texas  Department  of  Health, 

1 1 00  West  49th  St,  Austin,  TX  78756-3 1 99. 


But  are  they  listening? 

The  comments  about  the  importance 
of  communication  in  reducing  the 
risk  of  litigation  [“Stay  out  of  court 
with  improved  communication 
skills,”  Texas  Medicine,  August 
1990,  p 39]  are  excellent  and  well- 
taken.  Fortunately,  this  kind  of  good 
advice  has  become  widespread. 

I wonder,  though,  how  much  of 
litigating  patients’  complaints  in  this 
regard  are  self-serving.  1 have  on  oc- 
casion spent  considerable  time  dis- 
cussing a patient’s  medical  situation 
and  dealing  with  the  patient’s  ques- 
tions and  concerns  only  to  have  the 
patient  later  complain  that  “nobody 
told  me  anything.”  Often,  it  seems, 
these  patients  complain  only  after 
they  have  gone  to  other  physicians 
or  become  unable  or  unwilling  to 
pay  a balance  due.  In  cases  where 
another  physician  has  been  seen,  it 
also  seems  that  patients  are  apt  to 
feel  that  a difference  of  opinion 
means  that  the  earlier  care  was 
wrong  and  the  physician  who  rendered 
it  a charlatan.  Sadly,  some  physi- 
cians who  pick  up  where  another 
has  left  off  encourage  this  feeling. 

It  also  happens  that  I see  new 
patients  who  complain  about  a pre- 
vious physician  who  “wouldn’t  tell 


me  anything.”  And  yet,  when 
reviewing  the  records  from  the  pre- 
vious physician  (or  talking  with  him 
or  her),  it  becomes  clear  that  there 
was,  in  fact,  timely  and  extensive 
physician-patient  communication. 

Good  communication  is  a must 
in  the  practice  of  good  medicine.  And 
if  good  communication  is  lacking  it 
is  reasonable  to  suppose  that  patients 
may  be  more  willing  to  become  liti- 
gants. But  I would  like  to  know 
what  the  evidence  is  that  patients 
who  sue  over  an  unhappy  outcome 
really  are  the  disproportionate  vic- 
tims of  poor  communications. 

Tim  Gorski,  MD 

2705  Hospital  Blvd,  Suite  107,  Grand  Prairie, 
TX  75051. 

Medical  advertisement  — 
let  the  buyer  beware 

The  day  the  Federal  Communication 
Commission  struck  down  anti- 
advertisement regulations  for  profes- 
sional groups  was  the  blackest  day 
in  the  history  of  medicine. 

Over  the  centuries,  medicine  had 
evolved  into  a highly  respected  pro- 
fession, which  held  itself  above  com- 
mercialism and  developed  a stan- 
dard of  ethics  that  was  the  envy  of 
other  professions.  Advertisement 
was  frowned  upon  by  the  profession 
and  rightly  so:  “A  good  product 
does  not  need  advertising.”  With 
some  modification  this  axiom  still 
holds  true,  especially  in  professional 
matters. 

There  are  two  forms  of  advertise- 
ments: those  that  are  informative  and 
those  that  are  hard  sell.  Obviously, 
if  one  is  in  business,  one  has  to  in- 
form the  public  about  what  (s)he 
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has  to  offer,  where  (s)he  is  located, 
how  (s)he  can  he  contacted,  etc.  ‘"Joe 
Doe,  MD,  is  in  the  practice  of  inter- 
nal medicine,  specializing  in  dia- 
betes at  100  South  1st 
St,  Anywhere,  USA,  Zip 
10000,”  is  an  ex- 
ample of  an  informa 
tive  advertisement. 

But  too  many 
hard-sell  advertise- 
ments are  based  on  par- 
tial truths,  deliberate  or 
unintentional  misinforma- 
tion, or  incomplete  informa 
tion.  “Van  pick-up  through  the 
region,”  “one-day  no-pain-no-pay 
surgery,”  “most  modern  equip- 
ment,” “most  modern  surgical  tech- 
niques used,”  “experience  in  lens 
implant  surgery,”  “throw  away  your 
glasses,”  are  examples  of  hard-sell 
marketing  tools  that  drag  the  medi- 
cal profession  down. 

How  is  the  public  misled  by  this 
kind  of  advertising?  For  example, 
“van  or  limousine  pick-up  of  the 
patient”  — does  that  apply  to  all 
patients  on  every  visit  or  only  to 
cataract  patients  on  the  day  of 
surgery?  “Buy  one  spectacle,  get  the 
other  one  free,”  “pick  up  your 
lenses  in  one  hour”  — do  these  ads 
say  anything  about  the  quality  of  the 
spectacle,  or  the  limitation  of  pow- 
ers one  can  produce  in  an  hour? 

“Dr  Such  and  Such  announces 
the  association  of  So  and  So, 

MBBB”  — the  ad  doesn’t  tell 
patients  that  the  abbreviation  stands 
for  “member  of  the  Better  Business 
Bureau”  and  not  a learned  society  or 
a hard-earned  degree. 


The  list  can  go  on  and  on. 

But  what  can  we  expect  when  a 
doctor  becomes  a “health  provider,” 
a surgeon  a “member  of  the  health 
care  industry,” 
and  the  patient  a 
“consumer,” 
and  not  a suffer- 
ing human  per- 
son, whom  we 
must  treat  with 
compassion  and 
knowledge.  In  a 
commercial  situation, 
cut-throat  competi- 
tion, price  wars,  litiga- 
tion, and  the  race  for  the  almighty 
dollar  is  natural.  When  medical  care 
becomes  the  toy  of  politicians  and  of 
people  whose  philosophy  is  to  get 
maximum  profit  for  minimum 
expenditure,  even  if  this  means  cut- 
ting corners  of  quality  and  safety, 
medical  advertisement  becomes 
acceptable,  yes,  even  mandated  by 
the  government. 

John  J.  Alpar,  MD 

531 1 W 9th  Ave,  Amarillo,  TX  79106-4161. 


Letters  may  be  published  at  the  dis- 
cretion of  the  managing  editor  and 
editorial  advisors.  Letters  submitted 
for  publication  must  be  typed  and 
must  not  exceed  400  ivords  in 
length.  A few  references,  preferably 
less  than  five,  may  be  included.  All 
letters  are  subject  to  editing  and 
abridgment.  Letters  represent  the 
opinions  of  the  authors  and  do  not 
necessarily  reflect  the  policies  of  the 
Texas  Medical  Association. 


Timberlawn 
Psycliiatric  Hospital 

232  Bed  Psychiatric  Facility 
JCAl  lO  Approved 

Departments  of  Psychiatr\'  • Psychology 
St)cial  Work  • 24  Hour  Nursing  Care 
Therapeutic  Recreation 
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Treatment  of 
Children 
Adolescents 
Adults 
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Inpatient  Treatment 
Outpatient  Treatment  and 
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Health  Professionals  Program 
After  Care  Monitoring 

PROFESSIONAL 
EDUCATION  PROGRAMS 

Residency  Training  Programs 
Child  Training  Residency 
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Comprehensive 
Diagnostic  Evaluation 
Indix'idtial  and  Group 
Psychotherapy 
Family  Assessment 
and  Therapy 

ALTERNATIVE  CARE 
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Adults 

Medication  Supervision 

RESIDENTIAL  SERVICES 

After  Care  Programs 
Residential  Programs 
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Executive  Professionals  Program 
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iiiiu/  be  i1o)ic  at  am/  of  our  five  loealion^^: 
the  uiaiu  hospital  cauipiis  in  Dallas,  the 
Tiaiherhnvu  North  Dallas  Center, 
the  Timberlawn  Las  Colinas  Center, 
Timberlawn  at  The  Aerobics  Center, 
or  the  Timberlawn  DeSoto/Diincanville 
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Admissions; 

P.O.  Box  15l4(S9  • 4600  Samuell  BK  d. 
Dallas,  TX  75315-1489 
(214)381-7181  • 1-800-42(1-4944 
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Upfront 


All  TMA  members  invited  to 
winter  ieadership  conference 

Three  panels  of  experts  will  be  among 
those  sharing  their  knowledge  with 
participants  at  TMA’s  1991  Winter 
Leadership  Conference.  The  panels 
will  focus  on  state  medical  legisla- 
tion, the  impact  of  the  new  budget 
bill  (OBRA  ’90)  on  practicing  physi- 
cians, and  access  to  health  care  for 
uninsured  and  underinsured  Texans. 

The  conference  will  be  held  Sat- 
urday, March  2,  1991,  at  the  Stouf- 
fer  Austin  Hotel.  “Exploring  Medi- 
cine’s Dimensions”  is  the  theme  of 
the  meeting. 


Among  confirmed  speakers  for 
the  conference  are  Joseph  T.  Painter, 
MD,  Houston,  chairman  of  the  AMA 
Board  of  Trust- 
ees; Nancy 
Gibbs,  associate 
editor  of  TIME 
magazine;  and 
attorney  Gary  W.  Eiland.  George 
Conomikes,  a practice  management 
consultant,  will  present  a pre-confer- 
ence “Dawn  Duster”  session  on  how 
to  run  a more  efficient  medical 
practice. 

The  conference  program  will  be 
held  from  9:30  am  to  12:30  pm,  fol- 
lowed by  a luncheon  sponsored  by 
the  Texas  Medical  Association 


Insurance  Trust.  Afternoon  sessions 
are  planned  from  2 to  5 pm. 

Most  of  TMA’s  40  boards,  coun- 
cils, and  com- 
mittees will 
meet  during  the 
conference 
weekend. 

There  is  no  registration  fee  for 
TMA  members  and  association 
guests.  Pre-registration  is  suggested 
but  not  required  for  those  who  plan 
to  attend  the  leadership  conference 
program.  Eor  further  information, 
contact  Jon  R.  Hornaday,  Director, 
Special  Services,  TMA,  1801  N 
Lamar  Blvd,  Austin,  TX  78701, 
phone  (512)  477-6704,  ext  104. 


Texas  medicine  shines  during  Drug-Free  America  Week 


Red  ribbons,  T-shirts,  brochures, 
and  hotline  cards  joined  balloons, 
bike  races,  banners,  and  billboards 
during  Drug-Free  America  Week, 
October  21-28,  1990,  to  deliver  the 
message  to  Texas  teens  that  Texas 
medicine  supports  drug-free  living. 

Doubling  last  year’s  total,  the 
Texas  Medical  Association  and 
Texas  Medical  Association  Auxil- 
iary distributed  more  than  2 million 
red  ribbons  proclaiming  “Join  me 
— Fm  Drug-Free!”  In  addition,  they 
distributed  about  600,000 
brochures  and  hotline  cards  listing 
toll-free  crisis  phone  lines  most 
often  needed  by  young  people.  Aux- 
iliary officials  estimate  the  campaign 
reached  at  least  1 million  Texas  teens. 


Infant  T-shirts  (featured  in  the 
photo  ) were  presented  to  many 
Texas  hospitals  for  newborns  born 
during  Drug-Free  Week.  The 
shirts  proclaimed,  “Keep  me  drug 
free.  Texas  medicine  cares  about 
a drug  free  Texas.”  The  infant  T- 
shirts  are  available  for  $4  each 
from  the  TMA  Auxiliary.  To 
order,  contact  Kitty  McMinn, 
TMA  Auxiliary,  1801  N Lamar 
Blvd,  Austin,  TX  78701,  phone 
(512)  477-6704,  ext  162. 


Newborn  Hendrichs  sports 
a “Keep  me  drug  free”  T> 
shirt.  Shown  presenting 
the  T-shirts  to  Cindy  Garza 
(ieft),  of  Edinburg  Hospi- 
tai,  are  Mrs  Jesus 
(Imeida)  Garza  (center) 
and  Mrs  Ernesto  (iris) 
Ttevino,  both  of  the 
Hidaigo-Starr  Counties 
Medical  Auxiliary. 
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House  of  Delegates  responds 
to  TMA  members’  calls  for 
action 

In  action  taken  during  its  November 
16-17  meeting  in  Austin,  the  TMA 
House  of  Delegates  demanded  the 
termination  of  Richard  Kusserow  as 
Inspector  General  of  the  US  Depart- 
ment of  Health  and  Human  Services. 
The  house  also  resoundingly  supported 
anti-tobacco  policies,  including 
smoke-free  environments  in  tax-sup- 
ported buildings.  It  also  encouraged 
pharmacies  to  consider  discontinu- 
ing sales  of  tobacco  products. 

Many  house  actions  are  reported 
in  other  sections  of  this  issue  of 
Texas  Medicine.  Additional  items 
will  be  reported  next  month. 

Organizational  and  financial 
decisions  of  the  house  included: 

— Approval  of  a recommenda- 
tion that  a summary  of  Handbook 
items  from  the  House  of  Delegates’ 
meetings  be  prepared  and  sent  to 
each  county  society,  with  a copy  of 
the  full  Transactions  available  upon 
request.  This  action  was  taken  to 
save  the  cost  of  printing  and  mailing 
copies  of  Transactions  to  each  dele- 
gate and  alternate  delegate.  A recom- 
mendation that  the  association  use 
recycled  paper  was  approved  and 
referred  to  the  Board  of  Trustees. 

— Approval  of  a recommenda- 
tion to  eliminate  dual  service  by 
members  on  TMA  boards,  councils, 
and  committees,  with  the  exception 
of  service  on  the  Interspecialty  Soci- 
ety Committee. 

— Referral  to  the  Board  of 
Trustees  of  a proposal  for  the  associ- 
ation to  provide  a toll-free  800  num- 
ber telephone  line  for  members. 


McGee  stresses  need  for  medicine  to  be  ‘at  the  table’ 

“I  believe  the  government  and  its  regulation  of  the  medical  profession  has 
weakened  one  of  the  strongest,  most  quality-oriented  health  care  delivery  sys- 
tems in  the  world,”  said  Wm.  Gordon  McGee,  MD,  president  of  Texas  Medi- 
cal Association,  in  his  address  to  the  House  of  Delegates,  November  17, 

1990. 

Discussing  TMA’s  intervention  on  behalf  of  physicians  plagued  by  govern- 
ment harassment,  Dr  McGee  said  TMA  committees  and  staff  are  keenly 
aware  of  Texas  physicians’  concerns. 

He  told  delegates  that  TMA  is  keeping  the  heat  on  everywhere.  “Your 
association  has  an  unbelievable  network  of  proactive  liaison  activities  and 
communication  efforts  that  are  beginning  to  yield  tremendous  respect  and 
rewards  for  the  patients  and  physicians  of  Texas,”  he  said.  “Work  is  being 
undertaken  on  your  behalf  with  fourth  party  reviewers,  on  insurance  call  has- 
sles, and  on  retrospective  denials.  Very,  very  strong  legislation  is  being  pro- 
posed to  monitor  and  regulate  utilization  review  and  private  review.” 

Dr  McGee  called  on  all  TMA  members  to  become  “involved  in  the  health 
care  agenda  every  day  in  our  local  communities.”  He  stressed  that  although  it 
is  sometimes  difficult  for  physicians  to  attend  community  meetings,  “The  bot- 
tom line  is  we  need  to  be  at  the  table  wherever  there  is  a medical  issue  to  be 
discussed.” 

Dr  McGee  also  reviewed  for  the  delegates  some  of  TMA’s  accomplish- 
ments during  1990  (See  related  story,  “Texas  doctors  — making  a difference 
in  1990,  p 16.) 

In  closing.  Dr  McGee  emphasized  the  need  for  all  physicians  to  remain 
vigilant  in  protecting  the  quality  of  health  care.  “We  have  to  surround  the 
enemy  — and  that  includes  anyone  and  everything  that  gets  in  the  way  of 
access  and  high  quality  health  care  for  our  patients,”  he  said. 


— Disapproval  of  a resolution 
calling  for  direct  election  of  TMA 
officers  by  TMA  members  instead  of 
by  the  House  of  Delegates. 

— Approval  of  a resolution  call- 
ing for  TMA  to  work  with  the  Texas 
congressional  delegation  “to  correct 
the  inequality  of  pay  for  reserve 
physicians  who  are  called  to  active 
duty  in  future  operations.”  At  press 
time,  Texas  was  scheduled  to  submit 
a similar  resolution  to  the  AMA 
House  of  Delegates. 


Nixon  previews 
‘hills  yet  unseen’ 

Sam  A.  Nixon,  MD,  president-elect 
of  Te.xas  Medical  Association, 
sketched  for  members  of  the  House 
of  Delegates  his  vision  of  “hills  yet 
unseen,”  the  challenges  facing 
medicine  in  the  near  future. 

Dr  Nixon  said  access  to  quality 
health  care  services  by  all  Texans 
was  a prominent  challenge  and  the 
major  goal  of  the  association.  “Many 
say  access  is  restricted  because  of 
cost,”  Dr  Nixon  said,  “but  we  need 
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to  look  beyond  the  matter  of  cost 
and  ask  why.”  He  named  the  ex- 
pense of  new  technology,  the  cost  of 
professional  liability  premiums,  and 
maldistribution  of  physicians  by 
geography  and  specialty  as  some  of 
the  factors  behind  health  care  costs. 

But,  a major  reason  for  the 
absence  of  general  access  to  health 
care  is  misguided  legislation  and 
implementing  regulations,  said  Dr 
Nixon.  “Just  take  a look  at  the  out- 
landish number  of  regulations  the 
profession  is  burdened  with,  regula- 
tions which  attempt  to  mechanisti- 
cally micro-manage  the  human  mind 
and  body.” 

One  result  of  this  is  physicians 
very  reluctantly  closing  their  prac- 
tices to  Medicare  patients,  he  said, 
“because  of  the  time-consuming, 
poorly  thought  out,  unrealistic 
expectations  of  regulations  with 
harsh  penalties  for  errors  of  omis- 
sion and  commission,  whether  or 
not  intended  or  justifiable.” 

Dr  Nixon  urged  the  delegates 
(and  all  TMA  members)  to  keep  in 
close  touch  with  the  association,  and 
not  to  wait  until  TMA  meetings  to 
present  ideas.  “Write  letters  to  us, 
write  editorials  for  Texas  Medicine, 
telephone  us  or  use  the  FAX,  but  let 
us  know,  keep  us  informed,”  he 
said.  “We  are  your  officers,  elected 
by  you  to  do  your  bidding.  Give  us 
guidance  as  often  as  you  want  to. 

We  welcome  it.” 


Upfront 


Durwood  E.  Neal,  MD, 
to  receive  Distinguished 
Service  Award 

Durwood  E.  Neal,  MD,  Fort  Worth, 
has  been  selected  by  Texas  Medical 
Association’s  House  of  Delegates  to 
receive  the  Distinguished  Service 
Award,  TMA’s  highest  honor.  He 
will  receive  the  award  at  Annual 
Session  in  May. 

The  delegates  confirmed  the  nom- 
ination from  the  Board  of  Councilors 
in  Austin,  during  interim  session. 

Dr  Neal,  a former  president  of 
TMA,  is  a family  practitioner. 

He  received  his  bachelor’s  degree 
from  Hendrix  College  and  graduated 
from  the  University  of  Arkansas 
School  of  Medicine  in  1945.  He 
served  an  internship  and  residency 
at  John  Peter  Smith  Hospital  in  Fort 
Worth. 

In  addition  to  his  service  as  TMA 
president  in  1980-1981,  he  also  has 
served  as  chairman  of  the  TMA 
Council  on  Public  Service  and  Com- 
munication. He  served  as  vice  presi- 
dent, secretary,  and  alternate  dele- 
gate of  the  Tarrant  County  Medical 
Society.  He  is  a recipient  of  the  Gold 
Headed  Cane  Award  from  the  Tar- 
rant County  Medical  Society. 

Dr  Neal’s  hospital  and  teaching 
appointments  have  included  presi- 
dent of  the  medical  staff  at  John 
Peter  Smith  Hospital,  Cook  Chil- 
dren’s Hospital,  and  All  Saints  Hos- 
pital; member  of  St  Joseph  Hospital, 
Harris  Hospital,  and  Fort  Worth 
Children’s  Hospital.  He  was  an 
anatomy  instructor  at  Texas  Chris- 
tian University  Evening  College  and 
an  anatomy  and  physiology  instruc- 
tor at  Texas  Wesleyan  College. 

Dr  Neal  is  married  to  the  former 
Ruth  Reece.  His  children  include 


Durwood  E.  Neal,  Jr,  MD;  William 
Oswalt,  MD;  Berry  Oswalt,  MD; 
John  Oswalt,  MD;  and  Charles 
Oswalt,  MD. 

Honorary  membership 
bestowed  on  three  physicians 

At  its  November  meeting,  TMA’s 
House  of  Delegates  elected  three 
Texas  physicians  to  honorary 
membership.  They  are  Joseph  T. 
Ainsworth,  MD,  Houston;  James  C. 
Moore,  MD,  Temple;  and  Conrad 
Kinard,  MD,  Denton. 

Honorary  membership  recognizes 
physicians  “of  honorable  standing 
who,  because  of  age  or  laudable  rea- 
sons, have  reached  a point  of  com- 
parative inactivity  in  the  practice  of 
medicine  [as  determined  by  the 
county  medical  society]  and  who 
have  rendered  outstanding  service  to 
organized  medicine  or  made  note- 
worthy contributions  to  scientific 
medicine.” 

Physicians  may  be  elected  by  the 
House  of  Delegates  to  honorary 
membership  upon  nomination  by 
component  medical  societies  and 
review  and  approval  by  the  Board  of 
Councilors.  The  next  time  the 
House  of  Delegates  will  consider 
physicians  for  honorary  membership 
will  be  at  its  meeting  during  the 
annual  session  in  May.  For  a mem- 
ber to  be  considered,  his  or  her 
county  medical  society  must  submit 
a nommation,  and  it  must  be 
received  by  the  association  before 
April  1 . 
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The  1990  Interim  Session 
of  the  Texas  Medicai 
Association  House  of 
Deiegates 


Delegates  and  alter- 
nate delegates  discuss 
strategy  at  the  Bexar 
County  Medical  Society 
caucus  meeting. 


From  early  morning  caucuses  to  late 
night  hallway  discussions  and  hurried 
impromptu  conferences,  delegates  and 
alternate  delegates  to  the  TMA  poli- 
cymaking body  studied,  debated,  tes- 
tified about,  and  decided  on  more  than 
95  recommendations  and  resolutions. 
Here  are  photos  of  only  a few  of  the 
more  than  400  physicians  who  helped 
shape  policy  for  the  association. 


Former  TMA  President 
George  C.  Alexander, 
MO,  Houston,  and 
John  W.  Nichols,  MD, 
Galena  Park,  look  over 
recommendations  dur- 
ing the  Harris  County 
Medical  Society  cau- 
cus meeting. 


Paul  F.  Gilliland,  MD, 
Temple,  reviews  recom- 
mendations with  physi- 
cians at  the  Small 
District  Association 
caucus  meeting. 


Medical  student  dele- 
gate Jane  Samaan,  Texas 
A&M  University  College 
of  Medicine,  discusses 
the  issue  of  drug  testing 
in  residency  programs 
during  an  open  hearing 
of  the  TMA  Board  of 
Councilors. 


Medical  student  delegate 
Robert  H.  Emmick,  Texas 
Tech  University  Health 
Science  Center  School  of 
Medicine  discusses  rec- 
ommendations to  he  con- 
sidered at  the  House  of 
Delegates  meeting  with 
Dawn  Lewis,  TMA  staff 
of  the  Medical  Students 
Section. 
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Ruth  Ni.  Bain,  MD. 
Austin,  former 
TMA  president, 
talks  over  busi- 
ness prior  to  the 
house  meeting. 


Four  notable  Texas 
physicians  share  a laugh 
before  the  interim  ses- 
sion. Pictured,  from  left, 
are  Joseph  T.  Painter, 
MO,  Houston,  chairman 
of  the  AMA  Board  of 
Trustees;  George  C. 
Alexander,  MD,  Houston; 
Jim  Bob  Brame,  MD, 
Eldorado;  and  Mario  E. 
Ramirez,  MD,  Rio  Grande 
City.  Drs  Alexander, 
Brame,  and  Ramirez  are 
former  TMA  presidents. 


Julius  J.  Burianek,  MD, 
Baytown  (left),  and 
Clarence  P.  Alfrey,  Jr, 
MD,  Houston,  take  a 
break  before  the  House 
of  Delegates  meeting. 


Mark  J.  Kubala,  MD, 
Beaumont,  speaker  of 
the  House  of  Delegates 
(left),  and  Bernard  W. 
Palmer,  MD,  San  Anto- 
nio, vice  speaker,  guide 
the  house  through  con- 
sideration of  its  business. 


Mary  E.  Castagno,  MD, 

El  Paso,  chairman  of  the 
Reference  Committee  on 
Medical  Education,  pre- 
sents the  committee’s 
report  to  the  house. 


Wm.  Gordon  McGee,  MD, 
El  Paso,  TMA  president 
(left),  and  Sam  A.  Nixon, 
MD,  Houston,  TMA  presi- 
dent-elect, serve  as  vot- 
ing members  of  the 
House  of  Delegates. 
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W.  Curtis  McGinley,  MD, 
Bedford,  and  LaDon  W. 
Homer,  MD,  Fort  Worth, 
are  seated  as  delegates 
from  the  13th  District. 


Betty  P.  Stephenson, 

MD,  Houston,  secretary/ 
treasurer  of  TMA,  stud- 
ies business  before  the 
House  of  Delegates. 


jHarold  R.  High,  MD, 
Icuero,  vice  chairman  of 
the  TMA  Board  of 
i Trustees,  discusses  a 
recommendation  under 
consideration  by  the 
House  of  Delegates. 


John  M.  Smith,  Jr,  MD, 
San  Antonio,  speaks  out 
about  an  item  before  the 
House  of  Delegates. 


Drue  O.D.  Ware,  MD, 
Fort  Worth,  chairman 
of  the  TMA  Board  of 
Trustees,  makes  a point 
during  the  board’s  Nov- 
ember meeting. 


Charles  Max  Cole, 
MD,  Dallas,  pre- 
pares for  interim 
session. 


Albert  F.  Hendler,  MD, 
Dallas,  follows  the 
progress  of  business 
before  the  house. 
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Take  advantage 
of  early  registration 
for  Annual  Session 

Register  for  the  1991  TMA  Annual 
Session  by  April  17  and  your  name 
will  be  entered  in  drawings  for  four 
prizes.  This  year’s  Annual  Session  is 
at  the  Loews  Anatole  hotel  in  Dal- 
las, May  9-12. 

The  prizes  to  be  given  away  are; 

1.  a weekend  for  two  at  the 
Loews  Anatole  Hotel, 

2.  a ticket  to  the  Annual  Mem- 
bership Luncheon  on  Friday, 

3.  dinner  for  two  at  Nana’s  Grill 
at  the  Loews  Anatole,  and 

4.  two  tickets  to  the  TMA/ 

TMA  Auxiliary  dinner  dance 
on  Friday. 

This  and  the  next  three  issues  of 
Texas  Medicine  will  feature  articles 
about  some  of  the  more  than  45  sci- 
entific programs  planned  for  Annual 
Session.  Turn  to  page  52  for  a pre- 
view of  the  Symposium  on  Advances 
m the  Diagnosis  and  Management 
of  HIV  Disease,  scheduled  for  Satur- 
day, May  11. 

A registration  form  and  more  in- 
formation about  Annual  Session  is 
on  pp  27-30  of  this  issue.  Or  you 
may  contact  the  Annual  Session  and 
Scientific  Programming  Department, 
1801  N Lamar  Blvd,  Austin,  TX 
78701,  phone  (512)  477-6704. 


U4tfi  Annual  Session 

Mail  0-12,1001 

Tots  Medical  Asmation 


Upfront 


Texas  doctors  — making  a 
difference  in  1990 

The  Texas  Medical  Association’s 
successful  work  to  prevent  govern- 
ment recoupment  of  $13.5  million 
from  Texas  physicians  quickly 
comes  to  mind  when  one  thinks  of 
TMA’s  accomplishments  for  1990. 

So  does  TMA’s  initiative  to  advance 
the  passage  of  a hospital  transfer  bill 
to  assure  proper  emergency  care  in 
rural  areas  (see  related  story  in  Leg- 
islative Affairs,  p 45).  And  the 
growth  of  the  association  member- 
ship to  almost  30,000,  or  83%  of 
the  state’s  eligible  physicians. 

But  those  events,  visible  and 
important  as  they  are,  tell  only  a 
fraction  of  progress  made  in  the 
400,000  physician-  and  staff-hours 
devoted  to  the  association’s  goals  in 
1990.  The  results  of  some  programs 
initiated  in  1990  may  not  be  seen 
fully  for  years  (eg,  the  association’s 
recently  initiated  efforts  to  become 
more  involved  in  science  education 
and  the  intensified  activities  to 
increase  the  numbers  of  allied  health 
care  personnel).  Others,  like  the 
Medicare  Maze  manual,  will  bear 
fruit  sooner. 

In  1990  the  association’s  scope 
broadened  to  meet  the  changing 
demands  of  today’s  medical  climate. 
Groundbreaking  for  the  TMA  head- 
quarters building  in  Austin  and 
expansion  of  staff  marked  what  was 
perhaps  the  most  symbolic  aspect  of 
this  change.  The  following  list  is  just 
a sample  of  what  TMA  pursued  on 
behalf  of  Texas  physicians  and  their 
patients  in  1990. 


★ Supported  the  Peer  Review  for 
Patient  Transfer  Violations  Act, 
legislation  that  provides  medical 
peer  review  of  patient  dumping 
allegations  before  punitive  action 
is  taken. 

★ Successfully  supported,  along 
with  the  AMA,  four  provisions  of 
the  “anti-hassle”  bill  as  part  of 
the  budget  reconciliation  package, 

★ Enlisted  congressional  help  when 
the  Health  Care  Financing 
Administration  eliminated  Medi- 
care post-procedure  certification 
by  telephone  in  PRO  program. 

★ Successfully  supported  the  elec- 
tion of  three  candidates  to  the 
Texas  Supreme  Court  to  help 
assure  that  the  court  functions  as 
a judiciary  body. 

★ Initiated  expanded  efforts 

to  address  public  health  issues 
through  the  adolescent  health 
task  force  and  tobacco  use  pre- 
vention task  force. 

★ Published  Medicare  Maze,  a man- 
ual to  help  physicians  with  Medi- 
care payment  and  review  prob- 
lems. 

★ Prepared  legislation  to  monitor 
and  regulate  utilization  review 
and  private  review. 

★ Worked  to  improve  the  relative 
value  scale  to  ensure  that  Texas 
physicians  are  reimbursed  fairly. 

★ Coordinated  efforts  with  the 
Texas  Department  of  Human  Ser- 
vices to  obtain  a better  ratio  of 
federal-to-state  matching  funds 
for  Medicaid. 
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A Legacy  of  Caring  Campaign  garners  support 


Standing,  from  left,  Phil  H.  Berry, 

Jr,  MD,  president  of  the  Dallas 
County  Medical  Society,  and 
Byron  L.  Howard,  MD,  chairman 
of  the  Dallas/North  Texas  cam- 
paign committee,  present  a 
$25,000  check  for  the  A Legacy 
of  Caring  Campaign  to  Drue 
O.D.  Ware,  MD,  Fort  Worth, 
chairman  of  the  TMA  Board 

of  Trustees,  and  Max  C.  Butler,  MD,  Houston,  general 
campaign  chairman.  The  check,  a contribution  from  the  Dallas  County  Med- 
ical Society  and  the  Dallas  Academy  of  Medicine,  was  presented  during  the 
House  of  Delegates  meeting  in  November.  Seated,  from  left,  are  TMA  Presi- 
dent Wm.  Gordon  McGee,  MD,  and  President-Elect  Sam  A.  Nixon,  MD, 

The  campaign  is  designed  to  establish  an  endowment  within  the  Texas 
Medical  Association  Education  and  Research  Foundation.  Once  established, 
the  endowment  will  fund  programs  in  the  key  areas  of  public  health  and 
medical  education  and  information,  which  have  the  greatest  opportunity  to 
enhance  the  health  of  Texans.  The  initial  goal  of  the  statewide  campaign  is  to 
raise  $2  million  from  physicians.  After  support  from  the  medical  profession 
is  established,  the  campaign  will  seek  contributions  and  grants  from  corpora- 
tions and  foundations. 


★ Worked  with  the  Texas  Depart- 
ment of  Health  and  others  to 
reduce  health-care  manpower 
shortages  and  to  provide  care  for 
medically  underserved  areas. 

★ Developed  a coalition  to  address 
the  financing  and  availability  of 
health  insurance  for  Texans. 

★ Responded  to  regulations  imple- 
menting Clinical  Laboratory 
Improvement  Amendments 
(GLIA). 

★ Worked  with  Texas  Education 
Agency  to  revise  science  curricu- 
lum, reduce  dropout  rate, 
improve  science  and  math  pro- 
grams, and  develop  comprehen- 
sive school  health  programs. 

★ Developed  AIDS  education  book- 
let with  The  University  of  Texas 
School  of  Public  Health. 


★ Refocused  Texas  Medicine  and 
TMA  Action  in  accordance  with 
member  needs. 

★ Expanded  efforts  to  improve 
rural  health  care. 


★ Provided  nearly  1,000  hours  of 
AMA  Physician’s  Recognition 
Award  Category  1 programming, 
plus  almost  600  hours  through 
joint  sponsorship. 

★ Implemented  21  cancer  education 
programs  and  provided  4,338 
hours  of  physician  training. 

★ Initiated  A Legacy  of  Caring 
Campaign  to  raise  funds  for  per- 
manent endowment  for  public 
health  and  access  co  care  pro- 
grams 

For  a more  complete  list  of  TMA 
accomplishments,  write  to  the  Office 
of  Planning  and  Program  Monitor- 
ing, Texas  Medical  Association, 

1801  N Lamar  Blvd,  Austin,  TX 
78701. 


★ Emphasized  the  association’s 
stand  on  the  importance  of 
humane  use  of  animals  in 
biomedical 
research,  work- 
ing with  the 
Texas  Society 
of  Biomedical 
Research. 


★ Presented  first 
Award  for 
Excellence  in 

Science  Teaching  to  public  school 
teacher  Michael  Hoke  and  gave 
merit  awards  to  six  other  Texas 
teachers. 


★ Expanded  media  relations,  creat- 
ing Health  Beat  newsletter  for 
media. 

★ Lead  successful 
campaign  for 
re-election  of 
Joseph  T. 
Painter,  MD, 
to  the  AMA 
Board  of 
Trustees  and 
Jack  T. 

Chisolm,  MD,  to  the  AMA 
Council  on  Constitution  and 
Bylaws.  Dr  Painter  was  subse- 
quently named  chairman  of  the 
AMA  board. 
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McGee  travels  across  state 
to  stay  in  touch 

TMA’s  president  has  been  busy  criss- 
crossing the  great  state  of  Texas  — 
taking  the  pulse  of  its  physicians.  “I 
think  it’s  terribly  important  that  the 
president  touch  the  membership  and 
make  himself  available.  The  folks 
out  there  in  the  trenches  do  want  to 
see  and  hear  from  their  leadership 
and  1 want  their  feedback.” 

Dr  McGee’s  many  visits  to 
county  medical  societies  and  hospi- 
tal medical  staffs  have  taken  him 
deep  into  the  heart  of  Texas  and  into 
the  lives  of  the  physicians  he  repre- 
sents as  president  of  the  Texas  Medi- 
cal Association. 

From  Plainview  to  Galveston  and 
Lubbock  to  Tyler,  Dr  McGee  hears 
about  members’  frustrations.  Fie 
assures  them  that  whether  they’re 
issues  of  public  health,  rural  health 
care,  or  payment  reform,  when 
TMA  hears  of  these  concerns,  it  acts 
upon  them. 

“TMA  acts  upon  member  con- 
cerns through  policy  development, 
such  as  our  policies  on  smoking  and 
safety  issues,  through  meetings  with 
Medicaid  and  Medicare  carriers, 
and  by  testifying  before  Congress  on 
behalf  of  physicians,”  says  Dr 
McGee. 

Wherever  Dr  McGee  travels,  he  is 
lauded  for  staff  efforts  in  fighting 
government  interference  and  offer- 
ing advice  to  frustrated  physicians. 
“Staff  is  here  to  answer  your  ques- 
tions and  try  to  get  positive  results 
through  their  work  on  committees 
and  councils,”  says  Dr  McGee. 

“Our  members  also  should  be  proud 
that  we  have  around  1000  active 
physicians  flying  to  Washington,  DC 


A note  of  history 

The  biography  of  Texas  Medical  Association’s  first  female  president  is  off  the 
press.  Copies  of  May  Owen,  M.D.:  The  Authorized  Biography,  may  be 
ordered  from  Eakin  Press,  PO  Drawer  90159,  Austin,  TX  78709-0159. 
Orders  also  may  be  placed  via  a toll-free  phone  call  to  (1-800)  926-9016.  The 
book  costs  $17.95  per  copy. 

The  book  was  written  by  Ted  Stafford,  in  cooperation  with  the  May  Owen 
Irrevocable  Trust  and  the  Texas  Medical  Association. 


and  Austin,  meeting  with  Medicare 
and  Medicaid,  and  just  being  as 
active  as  they  can  be  on  a local, 
state,  and  national  level.” 

Animal  rights  story  scores 
top  honors 

“A  vital  choice:  animals  in  re- 
search,” Donna  Jones’  cover  story 
for  the  July  issue  of  Texas  Medicine, 
was  awarded  top  honors  recently  in 
a national  feature  writing  competi- 
tion. The  annual  Gold  Circle 
Awards  competition  is  sponsored  by 
the  American  Society  of  Association 
Executives. 

The  story  focuses  on  the  Texas 
research  community’s  response  to 
the  animal  rights  movement,  which 
threatens  medical  advances  and 
drives  up  the  cost  of  research.  It  also 
documents  the  life-saving  results  of 
animal  research  addressing  questions 
related  to  aging,  AIDS,  atherosclero- 
sis, cancer,  and  other  conditions. 

ASAE  was  founded  in  the  1920s 
to  advance  the  interests  and  profes- 
sionalism of  association  manage- 
ment. The  Gold  Circle  Awards  were 
presented  during  the  association’s 
management  conference  in  Washing- 
ton, DC,  December  9-12.  Winning 
entries  also  will  be  displayed  in 
Atlantic  City  during  the  spring  con- 
vention and  exposition. 

Ms  Jones  is  Texas  Medicine’s 
senior  associate  editor. 


Just  gotta  get  away?  Try  the 
TMA  travel  program 

For  more  than  16,000  participants 
in  the  last  21  years,  TMA’s  travel 
program  went  to  the  right  places  at 
the  right  times.  Trips  early  on  this 
year’s  program  are  to  the  Panama 
Canal,  Kenya/Tanzania,  South 
America,  and  Thailand/Nepal/India. 

Trips  planned  during  the  rest  of 
1991  include: 

• Pousadas  and  Paradors  of  Portu- 
gal and  Spain:  May  19-June  1 

• Danube  River:  May  19-June  2 

• Great  Waterways  of  Russia:  July 
6-20 

• Elbe  River  Cruise  — Germany, 
Czechoslovakia,  Poland:  July 
5-18 

• Waterways  of  Holland  and  Bel- 
gium, and  French  Chateaux:  July 
13-26 

• European  Masters  and  the  Super- 
sonic Concorde  — London  and 
Paris:  July  12-21 

• Midnight  Sun  Express  and 
Alaska  Passage:  August  10-22 

• New  England/Canada  Air/Sea 
Cruise:  September  29-October  9 

• China  — Yangtze  River  Adven- 
ture: October  22-November  8 

Continuing  medical  education 
seminars  are  scheduled  on  most  of 
the  trips. 

For  further  information  on  the 
travel  program,  contact  Jeanette 
Prentice,  TMA  Travel  Program, 

1801  N Lamar  Blvd,  Austin,  TX 
78701,  phone  (512)  477-6704, 
ext  260. 
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TMA  adds  three  new  member 
services 

Three  new  member  services  were 
approved  by  the  TMA  Board  of 
Trustees  in  November.  The  services 
are: 

• MBNA  GoldSavers,  a money 
market  savings  program; 

• MBNA  GoldCertificates,  a 
certificates  of  deposit  program; 
and 

• A medical  waste  management 
program,  through  SCI  Complete 
Compliance  Corporation. 

TMA  members  will  receive  infor- 
mation about  these  services  by  mail 
within  about  a month.  Additional 
information,  including  toll-free 
phone  numbers  for  the  services,  is 
available  from  TMA’s  member  ser- 
vices office,  (512)  477-6704, 
ext  350. 


Bringing  Hearts 
and  Minds  Together 

Be  there  on  April  3, 1991 
Capitol  Health  Day 

State  Capitol  Rotunda  and  Radisson  Plaza  Hotel 

♦ Ribbon-cutting  to  open  Capitol  Health  Fair 

♦ Free  medical  testing  all  day  in  rotunda 

♦ Legislative  briefing  by  TMA  legislative  staff 

♦ Luncheon  honoring  72nd  Texas  Legislature 

♦ Visits  to  legislator's  offices  and  committee  hearings 

All  physicians  and  spouses  are  needed  to  make 
Capitol  Health  Day  1991  a day  to  remember. 

Bring  hearts  and  minds  together  on  April  3. 
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Specify  Adjunctive 


\()u  don’t  ha\'c  to  move  monn- 
tiiins  to  make  a ditVerenee  on  this 
earth. 

By  leaving  even  the  smallest 
legacy  to  the  .Xmerican  (lancer 
Soeiery  in  your  will,  you  can 
leave  a loving  and  lasting  im- 
pression on  life. 

And  giving  life  is  the  great- 
est way  of  leav- 
ing your  mark 
on  it. 

For  more  information,  call  vour  local 
Unit  ot  write  to  the  /\metican 
(lancer  Society,  4 VVe.st  ,USth  Street, 
New  'lork.  NY  lOOOl 
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AMERICAN 
CANCER 
? SOCIETY’ 


Elach  capsule  contains  5 mg  cblordiazepoxide  HCiand  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications;  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly"  effective;  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  cblordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy  : Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  antichobnergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debibtated,  Umit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion, suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Ructions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  cblordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debibtated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  bbido— all  infrequent,  generally  controlled  vrith  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis) , jaundice,  hepatic  dysfunction  reported  occasionally 
with  cblordiazepoxide  HCl,  making  periodic  blood  counts  and  bver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  vrith  Librax  typical 
of  antichobnergic  agents,  i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide;  more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuousfy  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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Roche  Products 


Roche  Products  Inc. 
Manati.  Puerto  Rico  00701 


In  IBS,*  when  it's  brain  versus  bowel, 


Tb  insist  on 
the  brand, 
be  sure  to 
sign  on  the 
"Dispense 
as  Written" 
line  of  your 
pf^cription. 


ITS  TIME 
HMITHE 
PEACEMAKER 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

* Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 


Each  capsule  contains  5 mg  chlordiazepoxide 
HCl  and  2.5  mg  clidinium  bromide. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 
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Newsmakers 

Frederick  J.  Bonte,  MO,  professor  of  radi- 
ology and  director  of  the  Nuclear 
Medicine  Center  at  The  University 
of  Texas  Southwestern  Medical  Cen- 
ter in  Dallas,  has  been  named  the 
first  recipient  of  the  Effie  and  Wof- 
ford Cain  Distinguished  Chair  in 
Diagnostic  Imaging.  Dr  Bonte  also 
serves  as  chairman  of  the  TMA 
Radiation  Advisory  Committee. 

Mary  0.  Bublis,  MD,  Plainview  psychia- 
trist, has  received  the  Health  Care 
Professional  of  the  Year  Award  from 
the  Governor’s  Committee  for  the 
Disabled.  Dr  Bublis  is  medical  direc- 
tor of  Central  Plains  Mental  Health 
and  Mental  Retardation  Center  and 
chief  of  psychiatry  at  Central  Plains 
Regional  Hospital. 

Charles  Max  Cole,  MD,  Dallas  general 
surgeon,  has  been  selected  as  a Dis- 
tinguished Alumnus  of  Southern 
Methodist  University  by  the  Alumni 
Board  of  Directors. 

Michael  E.  DeBakey,  MD,  Houston 
cardiovascular  surgeon,  has  received 
the  American  Legion  Distinguished 
Service  Award.  The  award  honors 
those  whose  achievements  have 
enhanced  the  welfare  of  the  United 
States.  In  addition,  the  University  of 
Strasbourg,  in  France,  where  Dr 
DeBakey  trained  for  part  of  his  sur- 
gery residency,  has  rebuilt  its  medi- 
cal school  and  christened  “The 
Michael  E.  DeBakey  Auditorium” 
in  one  of  its  buildings. 


Gerald  D.  Dodd,  MD,  head  of  the  division 
of  diagnostic  imaging  at  The  Univer- 
sity of  Texas  M.D.  Anderson  Cancer 
Center,  has  taken  office  as  the 
national  president  of  the  American 
Cancer  Society.  Dr  Dodd  is  the 
fourth  member  of  the  M.D.  Ander- 
son faculty  to  be  elected  president  of 
the  American  Cancer  Society. 

J.  Howard  Frederick,  MD,  family  practi- 
tioner in  San  Antonio  and  chairman 
of  the  TMA  Committee  on  Aging 
and  Long-Term  Care,  has  been 
appointed  to  the  Texas  Council  on 
Alzheimer’s  Disease  and  Related 
Disorders. 

Pijillip  Frost,  MD,  Houston  internist  and 
deputy  chairman  of  the  department 
of  cell  biology,  has  been  appointed 
to  the  Hubert  L.  and  Olive  Stringer 
Professorship  in  Cancer  Research  at 
The  University  of  Texas  M.D. 
Anderson  Cancer  Center. 

Russell  W.H.  Kridel,  MD,  Houston  facial 
plastic  surgeon  and  fellow  of  the 
American  Academy  of  Facial  Plastic 
and  Reconstructive  Surgery,  has 
been  elected  to  serve  as  vice-president 
for  public  affairs  for  the  academy 
during  the  next  3 years. 

Isadore  J.  Lamothe,  Jr,  Mi,  Marshall  gen- 
eral practitioner,  has  received  the 
highest  award  from  the  Boy  Scouts, 
the  Silver  Buffalo  Award. 


A.  Earl  Mgebroff,  MD,  of  Yoakum,  has 
been  named  the  1990  Texas  Family 
Physician  of  the  Year  by  his  col- 
leagues of  the  Texas  Academy  of 
Family  Physicians.  With  this  recog- 
nition, he  will  become  a nominee  for 
the  National  Family  Doctor  of  the 
Year  award  for  1991.  Dr  Mgebroff 
is  clinical  associate  professor  of  fam- 
ily practice  at  both  The  University  of 
Texas  Health  Science  Center  at  San 
Antonio  and  The  University  of 
Texas  Health  Science  Center  at 
Houston. 

Donald  P.  Pinkel,  MD,  professor  of  pedi- 
atrics and  director  of  the  Pediatric 
Leukemia  Research  Program,  has 
been  appointed  to  the  Kelcie  Mar- 
garet Kana  Research  Chair  at  The 
University  of  Texas  M.D.  Anderson 
Cancer  Center. 

Keith  S.  Schauder,  MD,  is  the  first  recipi- 
ent of  the  Bronze  Hammer  Award, 
for  the  1989-1990  school  year.  The 
award  is  given  to  the  student  with 
the  year’s  most  admirable  perfor- 
mance at  Baylor  College  of 
Medicine.  Dr  Schauder  is  an  ortho- 
pedic surgeon  at  the  Angleton-Dan- 
bury  General  Hospital  in  Angleton. 


Please  let  Texas  Medicine  knew  about  your  honors  and  achfevements.  Criteria  for  Inclusion  in  the 
Newsmakers  section  are;  TMA  member;  election  or  appointment  to  an  offlee  of,  or  honors  from,  a 
national  or  state  organization;  or,  space  permitting,  recognition  at  the  local  ieeei.  Items  tor  the 
Newmakeis  section  are  published  at  the  discretton  of  the  managing  editor.  Submit  items  for  con- 
sideration to  People,  Texas  Medicine,  1S01 N Lamar  SM,  Austin,  TX  78701. 


22 


Texas  Medicine  Volume  87  No.  1 January  1991 


People 


Charles  M.  Stiernberg,  MD,  has  received 
the  Honor  Award  of  the  American 
Academy  of  Otolaryngology-Head 
and  Neck  Surgery.  Dr  Stiernberg 
holds  the  J.F.  Jr,  and  Jessie  Lee  Sein- 
sheimer  Professorship  in  Otolaryn- 
gology at  The  University  of  Texas 
Medical  Branch  at  Galveston. 

Jack  S.  Weinblatt,  MD,  Temple  family 
practitioner  and  consultant  to  the 
TMA  Committee  on  Aging  and 
Long-Term  Care,  has  been 
appointed  to  the  Texas  Board  for 
Licensure  for  Nursing  Home 
Administrators. 

Ben  White,  executive  director  of  the 
Bexar  County  Medical  Society,  has 
resigned  his  position,  effective  Jan- 
uary 1,  to  become  the  executive 
director  of  the  Texas  Dental  Associ- 
ation m Austin. 

Sue  Ellen  Young,  MD,  Austin  ophthal- 
mologist, has  received  the  1990 
Honor  Award  from  the  American 
Academy  of  Ophthalmology.  The 
award  is  presented  annually  to 
about  100  ophthalmologists  nation- 
wide. Dr  Young,  chief  of  ophthal- 
mology at  Brackenridge  Hospital 
and  its  Children’s  Hospital,  was 
cited  for  her  leadership  in  providing 
continuing  education  for  her  fellow 
physicians. 


Obituaries 

Hanes  Hanby  Brindley,  MD,  72;  Temple; 
Washington  University  School  of 
Medicine,  1942;  died  October  28, 
1990. 

Marlon  Wilson  Brous,  MD,  64;  Fort  Worth; 
Baylor  University  College  of  Medi- 
cine, 1949;  died  October  8,  1990. 

Robert  Gordon  Dawson,  MD,  68;  San 

Antonio;  St  Louis  University  School 
of  Medicine,  1947;  died  September 
17,  1990. 

Stuart  Vincent  Harrison,  MD,  41;  Luhhock; 
The  University  of  Texas  Health  Sci- 
ence Center  at  San  Antonio,  1988; 
died  October  19,  1990. 

Milton  Henry  Leman,  Jr,  MD,  58;  San 

Antonio;  Tulane  University  School 
of  Medicine,  1966;  died  October  3, 
1990. 

Paul  Carlton  Richmond,  MD,  83;  San 

Antonio;  University  of  Iowa  College 
of  Medicine,  1935;  died  July  24, 
1990. 

Elizabeth  May  Sharp,  medical  student, 
31;  Fort  Worth;  Texas  College  of 
Osteopathic  Medicine,  anticipated 
graduation  1991;  died  September 
1 1,  1990. 
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HOMECOMING 

March  17-23,  1991 

Return  home  in  celebration  of 
“A  Century  of  Service" 


UTMB  School  of  Medicine 

Homecoming  Festivities 

Sunday,  March  17,  1991 

3 r,M, 

Registration 

6 P-M 

Centennial  Golf 

Invitational  Reception 

Monday,  March  18,  1991 

8;30  A M 

Centennial  Golf 
Invititational 

1:30-4:30  PM, 

CME  Program  featuring 
UTMB  Faculty 

Evening 

Dinner  Party 

Tuesday,  March  19,1991 

8:30  A M 

Centennial  Golf 

Invitational 

1:30-4:50  P M 

CME  Program  featuring 
UTMB  Faculty 

7 PM 

Centennial  Invitational 
Awards  Banquet 

Evening 

Reception  for  Ciba-Geigy 
Exhibit 

Wednesday,  March  20,  1991 

8 A M -Noon 

CME  Program  featuring 
UTMBFacult>- 

4 P M, 

Keynote:  Dr.  C.  John 

Tupper,  AMA  President 

Evening 

“Sawbones  on  the  Sandbar" 

Thursday,  March  21,  1991 

8 A M -Noon 

CME  Program  featuring 
UTMB  Faculty 

4 P M- 

Keynote:  Dr.  Lauro  Cavazos, 
Secretary  of  Education 

5:30  P.M. 

Health  Adventures 

Reception 

7 P,M. 

ASDA  Reunion/Gold 
Headed  Cane  Reunion 

Friday,  March  23,  1991 

8 A M.-Noon 

CME  Program:  Health  Care 
Policy 

Noon 

Faculty  Women’s  Luncheon 
and  Style  Show 

5:30  PM. 

Reception 

7 PM 

Class  Reunions 

Saturday,  March  23,  1991 

9 AM 

Tours  ot  UTMB,  Galveston 
and  Old  Red 

10  A M, 

Anatomy  Program 

1 1 A.M.-2  P M 

Fraternity  (Dpen  House/ 
Brunch 

Noon 

Class  Agent/Alumni  Board 
Lunch 

5:50  PM, 

Grand  Reunion 

Information  (409)  761-2772 
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The  AIDS  virus  by  any  other 
name  is  still  deadly 

If  you  refer  to  “HIV”  infection 
when  counseling  patients  about  the 
risks  of  exposure  to  the  AIDS  virus, 
you  may  not  be  getting  your  mes- 
sage across.  Provisional  data  from  a 
National  Center  for  Health  Statistics 
survey  of  “AIDS  knowledge  and 
attitudes”  show  that  only  two  thirds 
of  the  9,000  adults  questioned  last 
year  knew  that  HIV  refers  to  the 
virus  that  causes  AIDS. 

While  the  survey  showed  that 
persons  surveyed  from  January 
through  March  of  1990  generally 
knew  more  about  AIDS  than  did 
respondents  to  a similar  survey 
administered  in  the  last  quarter  of 
1989,  there  were  some  notable  gaps 
and  even  declines  in  knowledge. 

For  example,  75%  of  the  respon- 
dents to  the  survey  in  the  last  3 
months  of  1989  agreed  there  was 
“definitely”  no  vaccine  to  prevent 
HIV  infection.  But  in  the  first-quar- 
ter of  1990  survey,  only  68%  agreed 
that  no  vaccine  exists. 

In  addition,  the  most  recent  sur- 
vey reflects  lingering  fear  of  HIV 
infection  among  respondents,  even 
though  only  2%  admitted  being  in  a 
high-risk  category  and  81%  said 
there  was  “no  chance”  that  they 
were  already  infected.  However, 
when  asked  “What  are  your  chances 
of  getting  the  AIDS  virus?”  3%  said 
their  chances  were  “medium”  and 
only  73%  claimed  there  was  no 
chance  they  would  become  infected. 

Nonetheless,  there  are  signs  that 
education  is  working:  68%  of  the 
adult  respondents  reported  talking 
to  their  children  about  AIDS,  and 
73%  (up  from  63%  in  the  last  quar- 
ter of  1989)  said  their  children  had 
received  AIDS  information  in 
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school.  Ninety-one  percent  of  the 
adults  said  they  had  received  HIV  or 
AIDS  information  in  the  month 
before  they  were  surveyed. 

These  statistics  and  others,  pub- 
lished in  the  NCHS  publication 
Advance  Data  (number  193,  Sep- 
tember 26,  1990),  were  taken  from 
the  National  Health  Interview  Sur- 
vey. Author  of  the  report  {AIDS 
Knowledge  and  Attitudes  for  Jan- 
uary-March  1990)  is  Deborah  A. 
j Dawson,  PhD,  from  the  NCHS  Divi- 
sion of  Health  Interview  Statistics. 

TEXGENE  issues  new  directory 
of  genetic  support  groups 

Who  can  you  contact  for  patient 
education  materials  when  you  learn 
that  your  patient  has  narcolepsy, 
Wilson’s  disease,  neurofibromatosis, 
or  any  number  of  other  heritable 
diseases  or  syndromes?  You  may 
want  to  start  with  the  Directory  of 
Genetic  Support  Groups,  recently 
published  by  TEXGENE  (Texas 
Genetics  Network). 


The  1 1 1-page  directory  lists  sup- 
port groups  and  other  sources  of 
information  for  patients  and  families 
and  includes  a form  requesting  addi- 
tional sources  for  the  next  edition  of 
the  directory. 

TEXGENE  is  a federally  funded 
program  described  in  the  directory 
as  a “statewide  organization  of  indi- 
viduals and  organizations  involved 
in  providing  genetic  services  or  who 
represent  people  with  genetic  disor- 
ders or  birth  defects.” 

Eor  additional  information  about 
the  program  and  the  new  directory, 
write  to  TEXGENE  at  the  Texas 
Department  of  Health,  Bureau  of 
Maternal  and  Child  Health,  1 100 
West  49th  St,  Austin,  TX  78756- 
3199,  or  call  (512)  458-7700. 


TMA  Library  offers  immunization  bibliography 


From  pediatrics  to  geriatrics,  immunizations  are  part  of  your  practice.  But  I 
just  when  you’ve  established  a routine  immunization  schedule,  the  recom-  • 
mendations  or  laws  change..  Or  a new  vaccine  is  released.  j 

Now,  TMA  librarians  have  organized  the  flood  of  information  into  a — I 
selected  bibliography  of  immunization-related  topics.  The  bibliography 
5 ihcludes  titles  from  the  Centers  for  Disease  Control,  the  American  Academy 
of  Pediatrics,  the  Texas  Register,  and  a number  of  journals.  One  videotape 
F (Vaccine  Administratipn  Techniq-pes)  is  also  included  in  the  bibliography.  ,■! 
Once  you’ve  received  the  bibliography,  you  may  request  photocopies  of 
materials  for  minimal  charge  ($5  plus  10  cents  per  photocopy).  TMA  mem- 
bers are  not  charged  for  use  of  videotapes  ,5 

To  order  the  bibliography,  call  the  Texas  Medical  Association  Library  at 
(5X2)  477-b'i^04,  or  make  your  request  by  EAX  at  (512)  479-6 134(^  , iiljE 
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Texas  Research  Oncology 
Network  releases  free  service 
to  doctors 

Physicians  throughout  Texas  can 
now  use  their  personal  computers  to 
obtain  information  about  can- 
cer treatment  research 
protocols  under 
way  in  the  state  or 
to  pose  questions  to 
a panel  of  oncologists. 

The  new  online 
system,  called 
TRON  (Texas 
Research 
Oncology  Net 
work),  is  funded 
by  the  Texas  Cancer  Council  and  is 
available  at  no  charge  to  any  health- 
care professional  who  wants  to  use 
it.  TRON  developers  say  they  intend 
to  add  information  and  services  — 
but  no  charges  — to  the  system  in 
the  near  future. 

To  retrieve  research  protocol 
information  or  to  post  messages  and 
questions  on  the  system’s  electronic 
bulletin  board,  health-care  profes- 
sionals may  use  a personal  computer 
(with  modem  and  communications 
software)  to  call  a local  or  toll-free 
telephone  number,  follow  cookbook- 
like instructions  to  log  on  to  the  host 
computer  in  Houston,  and  then 
select  from  subsequent  menus  of  ser- 
vices. To  those  with  little  experience 
with  computers,  modems,  or  com- 
munications software,  the  TRON 
staff  offers  coaching  via  telephone. 

TRON  program  coordinator  Jo 
Ann  Bitsura  calls  TRON  a “state-of- 
the-art  cancer  communications  net- 
work for  physicians.” 


“To  our  knowledge,  we  are  the 
only  group  nationwide  that  is  doing 
this  on  a statewide  basis,”  she  says. 
“PDQ  (the  National  Cancer  Institute 
Physician  Data  Query)  lists  proto- 
cols for  the  entire  nation.  TRON 
lists  statewide  protocols  so  a doctor 
in  Midland  could  find  out  what’s 
going  on  in  Tyler,  for 
instance.” 

“I  like  to  think  of  it 
as  a library,”  she  adds. 
“You’re  not  going  to 
use  it  all  the  time,  but 
it’s  there  when  you 
need  it.” 

Ms  Bitsura  says 
400  to  500  Texas 
research  protocols 
should  be  available  through  TRON 
by  the  time  this  issue  of  Texas 
Medicine  is  published.  “They  are 
updated  regularly,  both  new  proto- 
cols being  added  and  closed  proto- 
cols deleted  as  soon  as  we  receive 
notification,”  she  says. 

Treatment  protocol  information 
is  listed  in  TRON  according  to  dis- 
ease site  and  includes  the  protocol’s 
objectives,  the  date  the  protocol  was 
activated,  the  principal  investigator 
and  his  or  her  address  and  phone 
number,  and  patient  eligibility  crite- 
ria. Each  protocol  also  includes  a 
summary  of  the  treatment  plan.  The 
protocol  section  of  TRON  also  lists 
phase  I trials  in  progress  in  Texas. 

To  obtain  information  about 
research  protocols  for  melanoma, 
for  example,  the  computer  user 
selects  “skin”  as  the  disease  site, 
then  selects  melanoma  from  the 
resulting  TRON  list.  At  that  point, 
TRON  provides  a list  of  protocols 
and  their  sponsoring  institutions.  By 
selecting  one  of  the  listed  protocols. 


the  health  professional  receives  more 
detailed  information  about  the  pro- 
tocol. This  screen-by-screen  ap- 
proach is  typical  of  all  services  on 
the  TRON  system  and  allows  the 
user  to  narrow  the  search  for  infor- 
mation without  much  need  for  the 
instruction  manual  provided  by 
TRON  staff. 

In  addition  to  describing  research 
protocols  available  in  Texas,  TRON 
allows  physicians  to  ask  any  of  17 
TRON  oncologists  for  answers  to 
specific  cancer-related  questions. 
Signed  or  unsigned  questions  may  be 
posted  for  all  TRON  users  to  see 
along  with  the  TRON  specialist’s 
reply,  or  the  questioner  and  special- 
ist may  communicate  confidentially. 
That  choice  is  up  to  the  person  ask- 
ing the  question.  The  specialists  are 
at  The  University  of  Texas  M.D. 
Anderson  Cancer  Center  in  Houston, 
Ms  Bitsura  says,  because  they  are 
near  the  TRON  computer  and  be- 
cause they  are  “recognized  in  their 
fields  as  making  major  contributions.” 


TRON  (Texas  Research  Oncology 
Network)  is  a menu  option  on  the 
Texas  Cancer  Data  System  (TCDC), 
an  online  service  supported  by  the 
Texas  Cancer  Council.  There  is  no 
charge  for  using  TRON  or  TCDC. 

To  reach  TRON  with  your  personal 
computer,  first  “log  on”  to  TCDC  fh 
(sec  Texas  Medicine,  April  1988,  p| 
58-62,  for  instructions).  Or  if  you're 
new  to  online  systems  and  want 
guidance,  contact  TRON  at  (713) 
792-8515  (voice)  or  (713)  796-9155 
(FAX).  TRON  staff  will  provide-)  , 

P information  about  modems,  conaijnu-;' 
ft  nication  software,  and  procedure!> 
for  retrieving  TRON  information. 
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Child  abuse  or  neglect  cases  in  Texas 


For  users  who  want  to  communicate 
with  all  other  TRON  users,  the  sys- 
tem’s electronic  bulletin  board 
allows  them  to  do  so.  In  this  way, 
physicians  can  retrieve  others’  ques- 
tions and  replies  and  send  their  own. 

These  options  are  only  the  begin- 
ning for  TRON,  says  Ms  Bitsura, 
who  says  the  online  system  will 
include  PDQ,  a CME  calendar,  drug 
information,  patient  education 
materials,  and  TCC  patient  manage- 
ment guidelines. 

“The  TCC  has  developed  a set  of 
guidelines  for  each  disease  site,  and 
we  want  to  take  those  and  put  them 
on  the  computer  so  the  user  can  say 
something  like,  ‘Colon  cancer.  . . . 
What  do  I do  first?  Fiow  do  I stage 
the  patient?  How  do  I treat  the 
patient?”’ 

The  service  is  free  — no  charges 
for  long-distance  modem  calls, 
“online  connect  fees,”  printing 
screens,  or  TRON  staff  coaching. 

CDC,  TDH  issue  warnings  to 
vaccinate  ‘chiidren  in  need’ 

Call  it  fine  epidemiological  work  or 
good  guesswork.  Either  way  it’s  very 
bad  news.  A “Dear  Health-Care 
Provider”  letter  mailed  this  summer 
from  the  Centers  for  Disease  Con- 
trol (CDC)  to  thousands  of  physi- 
cians nationwide  warned  them  that 
measles  would  claim  more  lives  in 
1990  than  at  any  time  since  1971. 

The  letter,  cosigned  by  represen- 
tatives of  the  CDC  and  the  Ameri- 
can Academy  of  Pediatrics,  pre- 
dicted with  tragic  accuracy  that 
80-100  measles-related  deaths 
would  occur  in  the  US  in  1990.  By 
mid-November  CDC’s  provisional 


The  Texas  Department  of  Human  Services  (TDHS)  received  351,307  reports 
of  child  abuse  or  neglect  from  January  1986  through  October  1990.  Of 
those,  199,003  were  “confirmed,”  meaning  that  either  the  courts  or  TDHS 
staff  concurred  that  abuse  or  neglect  had  indeed  occurred.  A TDHS 
spokesperson  says  unconfirmed  cases  included  reports  that  “were  either 
unfounded,  or  the  family  moved  and  could  not  be  located  before  the  investi- 
gation was  complete.”  Data  provided  by  Texas  Department  of  Human 
Resources. 


Number  of 

Confirmed 

Year 

Investigations 

Cases 

1986 

72,251 

38,398 

1987 

63,205 

33,170 

1988 

67,556 

29,036 

1989 

76,344 

31,743 

1990* 

71,961 

29,447 

*January-Octoiier 


number  of  deaths  had  risen  to  64,  or 
23  more  than  reported  in  the  August 
29  letter. 

To  further  alert  Texas  physicians 
to  the  CDC  letter.  Commissioner  of 
Health  Robert  Bernstein,  MD, 
notified  TMA  that  3,665  measles 
cases  had  been  reported  in  Texas 
through  July  1990.  Only  California 
had  reported  more  cases  at  that 
time,  he  said. 

The  August  letter  from  CDC 
stated  that  “measles  cases  have 
increased  by  71%  during  the  first  29 
weeks  of  1990.  If  current  trends 
continue,  approximately 
25,000-30,000  cases  may  be 
reported  this  year  with  80-100 
deaths.”  A CDC  spokesperson  in 
November  said  24,081  measles  cases 
had  been  reported. 

The  letter  was  written  to  “rein- 
force the  need  to  take  every  oppor- 
tunity to  vaccinate  children  in  need.” 


“The  most  significant  morbidity 
and  mortality  are  occurring  among 
inner  city  unvaccinated  preschool 
children,”  the  letter  stated.  “Studies 
of  several  outbreaks  have  shown 
that  many  of  these  children  could 
have  been  vaccinated  during  con- 
tacts with  health-care  providers  but 
were  not.”  The  letter  also  mentioned 
additional  guidelines  for  administra- 
tion of  measles,  mumps,  and  rubella 
vaccine  (MMR);  appropriate  con- 
current vaccinations;  and  con- 
traindications to  vaccination. 

“The  majority  of  the  Texas  cases 
have  been  in  preschool  children,  and 
many  eligible  for  vaccine  were  unim- 
munized,” Dr  Bernstein  told  TMA. 
He  also  noted  that  the  number  of 
pertussis  cases  increased  from  158  in 
1988  to  366  in  1989,  a 132% 
increase. 
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Four  days 
of  educational 
opportunity 


in  Dallas’  elegant  Loews  Anatole  Hotel 

■ World-Class  Medical  Speakers 

■ State-of-the-Art  Exhibits 

■ House  of  Delegates 

■ Social,  Sports  and  Alumni  Events 

The  following  pages  contain  complete  registration 
information  for  the  1991  Annual  Session 

Commit  now  to  an  outstanding  educational  experience 
amid  magnificent  surroundings! 

(No  registration  fee  for  TMA  members) 


i24tfi  Annual  Session 

May  0-12.1001 


PHYSICIANS  CARING  FOR  TEXANS 


TURN 

PAGE 


TexasMedical 

Association 


1991  Annual  Session  Advance  Registration  Form 


name  (please  print) 

specialty 

address 

city 

state 

zip 

MEMBER 

No  Fee 

NONMEMBER 

Fee 

please  check  all  applicable  spaces 

□ Physician 

□ Intern/Resident/Fellow 

□ Medical  Student 

□ TMA  Officer 

□ TMA  Delegate 

□ TMA  Alternate  Delegate 

□ TMA  Councilor 

□ TMA  Vice  Councilor 

□ TMA  Board  Member  □ Chairman 

□ TMA  Council  Member  □ Chairman 

□ TMA  Committee  Member  □ Chairman 

□ TMA  Trustee 

□ AMA  Member 

□ AMA  Delegate 

□ AMA  Alternate  Delegate 


below: 

□ Speaker 

□ Scientific  Exhibitor 

□ 50  Year  Club 

□ HMSS  Representative 

□ TEXPAC 

□ TEXPAC  300  Club 

□ MSS  Executive  Council 

□ MSS  Chapter  Officer 

□ MSS  Chairman 

□ RPS  Executive  Council 

□ RPS  Chairman 

□ RPS  Councilor 

□ YPS  Chairman 

□ YPS  Governing  Board 

□ CMS  Officer 


□ Speaker 

□ TMA  Member's  Family  (attach  names) 

□ County  Medical  Society  Staff  and  Family 
(attach  names) 

□ Physician 

□ Intern,  Resident,  Fellow 

□ Medical  Student 

□ Allied  Health  Personnel 

□ Approved  Visitor 

□ Nonmember’s  Family  (over  age  21) 


waived 

waived 


waived 

$100 

$10 

$10 

$10 

$50 

$10 


Mode  of  transportation  □ car  □ plane 


Please  complete,  include  registration  fee  if  appropriate  and  return  to  Texas  Medical  Association,  Annual  Session  and  Scientific 
Programming  Department,  1801  N.  Lamar  Blvd.,  Austin,  Texas  78701.  , , , 


i24tfi  Annual  Scssioi 


•12. 1001 


Toms  Medical  Association 


Register  by  April  17  and  I 
your  name  entered  in  the 
following  drawings: 

Weekend  for  Two 
Loews  Anatole  Hotel 

TMA  Luncheon  Ticket  (Frid 
Annual  Membership  Lunch( 

Dinner  for  Two-Nana’s  Gril 
27th  Floor-Loews  Anatole 

Two  Tickets 

TMA/TMAA  Dinner  Dance 
(Friday) 


Advance  Ticket  Reservation  Form 


Return  completed  form  with  check  or  credit  card  information.  Pick  up  tickets  at  the  registration  area  by  2 pm,  Thursday,  May  9. 

Ail  events  held  at  the  Loews  Anatole  Hotel. 

Number  of  Amount 

Tickets  Enclosed 


Annual  Membership  Luncheon 

Speaker:  Prominent  Speaker  Pending 

Installation  of  TMA  President 

Friday,  May  10,  12:15-2  pm 

$25  per  person  

Cocktails/Dinner/Dance  (cash  bar) 

Friday,  May  10,  6:45  pm-midnight 

$50  per  person  

Dance  Only  (cash  bar) 

Friday,  May  10 

$20  per  person  

Dance  ticket  entitles  person  to  either  dance 

Playback— Big  Band  and  More 
Mai  Fitch  Orchestra 
9 pm-midnight 

Fast  Forward— 50's  and  Beyond 
Vince  Vance  and  the  Valiants 
8:30  pm-12:30  am 

TOTAL  $ _ 


name 

phone  # 

address 

city  state  zip 


Charge  to  my Visa MasterCard  Amount  $ 

Acct.  No. Exp.  Date 

Name  on  Card 

Signature 

Ticket  reservation  form  and  payment  must  be  received  b 
April  17.  No  refunds  after  April  24. 

Return  to:  Texas  Medical  Association,  Annual  Session  and 
Scientific  Programming  Department,  1801  N.  Lamar  Blvd., 
Austin,  Texas  78701. 


Final  Program  Order  Form 


The  Program  and  Abstracts  of  the  124th  Texas  Medical  Association  name 

Annual  Session  will  be  available  in  mid-April.  To  order  your  copy  in 

advance,  return  form  with  payment  of  $6.00  to  Texas  Medical 

Association,  Annual  Session  and  Scientific  Programming 

Department,  1801  N.  Lamar  Blvd.,  Austin,  Texas  78701.  


city 


state 


zip 


ike  Your  Reservations  Now! 

pests  will  be  processed  first-come,  first-served 
the  Housing  Bureau,  Dallas  Convention  and 
itors  Bureau  through  the  mail,  by  fax,  or  by 
j)ne. 

Iaiplete  the  Official  Housing  Request  Form  and 
urn  immediately  to: 

A Housing  Bureau 
lllas  Convention  and  Visitors  Bureau 
!)1  Elm  Street,  Suite  2000 
lias,  TX  75270 

|pax:  (214)  746-6799 

Call:  Monday-Friday  between  8 am-5  pm  CST: 
Metropolitan  Dallas  Area  (214)  746-6681 
U.S.  (800)  972-1029 

1 

['  not  send  housing  form  to  Texas  Medical 

jsociation.  This  will  only  delay  your  request. 

1 

st  four  hotels  in  order  of  preference, 
liadline  for  reservations  is  April  1. 


[)nnnnations 

iknowledgement  will  be  sent  within  48  hours  to 
'u  directly  from  the  Housing  Bureau.  Actual 
nfirmation  will  follow  from  hotel  (within  three 
beks). 


uom  Deposits 

md  deposit  amount  indicated  on  the  confirma- 
)n  form  directly  to  the  hotel  within  15  days  of 
ceipt  of  confirmation.  If  a credit  card  number 
IS  been  given,  a deposit  is  not  required. 

I 

hanges  and  Cancellations 

U changes/cancellations  prior  to  April  1 should 
^ made  directly  with  the  Housing  Bureau.  After 
pril  1,  please  contact  the  assigned  hotel  directly 
ith  any  changes  or  cancellations.  Notice  of 
incellation  must  be  received  by  hotel  within  72 
Durs  of  your  scheduled  arrival  to  receive  deposit 
■fund.  Don’t  be  a no  show! 


Participating  Hotels  and  Codes 

Deadlines  for  Reservations— April  1 


LOEWS  ANATOLE  HOTEL  (01) 

2201  Stemmons  Freeway 
Atrium:  $89  Single  $ 99  Double 
Tbwer:  99  Single  109  Double 

Session  Headquarters 


COURTYARD  BY  MARRIOTT  MARKET 
CENTER  (03) 

2101  Stemmons  Freeway 

1 person  2-4  persons 
Fri-Sat  $58  $58 

Sun-Thu  72  82 


STOUFFER  DALLAS  HOTEL  (02) 

2222  Stemmons  Freeway 

$94  Single/Double 

Butler  Service-additional  $20 

Auxiliary  Headquarters 


QUALITY  HOTEL  MARKET  CENTER  (04) 

2015  Market  Center  Blvd 
$60  Single  $65  Double 

The  above  room  rates  do  not  include  13% 
occupancy  tax. 


Pmni 

i24tfi  Annual  Session 

Mfl}/  0-12,1001 

Toms  MotojI  Associatm 


1.  LOEWS  ANATOLE  HOTEL 

2.  STOUFFER  HOTEL 

3.  COURTYARD  BY  MARRIOTT 
MARKET  CENTER 

4.  QUALITY  HOTEL 
MARKET  CENTER 


FOR  HOUSING  BUREAU  USE  ONLY 


Texas  Medical  Association 
124th  Annual  Session 
May  9-12,  1991 
Dallas,  Texas 


OFFICIAL  HOUSING  REQUEST  FORM 


MAIL,  PHONE,  OR  FAX  TO: 

TMA  HOUSING 

1201  Elm  St.,  Ste.  2000 

Dallas,  TX  75270 

FAX;  214/746-6799 

PH:  214/746-6681  or  800/972-1029 


• PLEASE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

• COMPLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  COMPUTER  PROCESSING. 

• ACKNOWLEDGEMENT  WILL  BE  SENT  TO  INDIVIDUAL  INDICATED  BELOW.  CONFIRMATION  WILL  FOLLOW  FROM  HOTEL. 

• PHOTOCOPY  THIS  FORM  IF  MORE  THAN  THREE  ROOMS  ARE  REQUIRED. 


INSTRUCTIONS:  Complete  requested  data  using  abbreviations  as  necessary. 
(NAME  OF  PERSON  REQUESTING  ROOMS) 


RESERVATION  CUTOFF  DATE 


APRIL  1,  1991 


(COUNTRY) 


(AREA  CODE) 


(PHONE  NUMBER) 


INSTRUCTIONS:  Select  four  Hotels  of  your  choice.  Request  will  not  be  processed  without  four  choices. 


FIRST  CHOICE  EH  EH 

SECOND  CHOICE  EH 

□ 

(HOTEL  CODE  #) 

(HOTEL 

CODE 

THIRD  CHOICE  EH  EH 

FOURTH  CHOICE  EH 

□ 

(HOTEL  CODE  #) 

(HOTEL 

CODE 

INSTRUCTIONS: 


1.  PRINT  OR  TYPE  NAMES  OF  ALL  PERSONS  OCCUPYING  EACH  ROOM. 

2.  SELECT  TYPE  ROOM  DESIRED  WITH  ARRIVAL  AND  DEPARTURE  DATES. 

3.  USE  SAME  FORMAT  FOR  ADDITIONAL  ROOM  REQUESTS. 

4.  PRINT  OR  TYPE  LAST  NAME  FIRST. 


GUARANTEE  LATE  ARRIVAL  BY  CREDIT  CARD 


(Card  Holder  Name) 


(Type  of  Card  AE,  MC,  VISA) 


(Credit  card  number) 


(Expiration  date) 


GUEST  NAME/S  (PRINT  LAST  NAME  FIRST) 


1 

CHECK  ONE 

ROOM 

2 

Single  (1  person,  1 bed) 

Double  (2  pers,  1 bed) 

Dbl/Dbl  (2-4  pers,  2 beds) 

Parlor  + 1 bedroom 

Parlor  + 2 bedrooms 

NO.  1 

3 

4 

ARR.  DATE  _ 
ARR.  TIME  . 


. DEP.  DATE . 


. □ AM  □ PM  (Check  oi 


NOTE:  Reservation  will  be  held  until  6 p.m.  unless  spei 
arrangements  are  made  directly  with  hotel.  The  hotel  n 
request  a deposit. 


1 

CHECK  ONE 

ARR.  DATE  DEP.  DATE 

ROOM 

2 

Single  (1  person,  1 bed) 

Double  (2  pers,  1 bed) 

ARR.  TIME  n AM  n PM  fCheck  or 

NOTE:  Reservation  will  be  held  until  6 p.m.  unless  spe 

NO.  2 

3 

Dbl/Dbl  (2-4  pers,  2 beds) 

Parlor  + 1 bedroom 

arrangements  are  made  directly  with  hotel.  The  hotel  n 

4 

Parlor  + 2 bedrooms 

request  a deposit. 

1 

CHECK  ONE 

ARR.  DATE  DEP  DATE 

ROOM 

2 

Single  (1  person,  1 bed) 

Double  (2  pers,  1 bed) 

ARR.  TIME  n AM  n PM  (Check  or 

NOTE:  Reservation  will  be  held  until  6 p.m.  unless  spe 

NO.  3 

3 

Dbl/Dbl  (2-4  pers,  2 beds) 

Parlor  + 1 bedroom 

arrangements  are  made  directly  with  hotel.  The  hotel  rr 

4 

Parlor  -f  2 bedrooms 

request  a deposit. 

NOTE:  PLEASE  CHECK  ALL  ITEMS  FOR  ACCURACY 


Build  a strong  foundation 
in  the  fundamentals 


Grand  Rounds  on 
Medical  Malpractice 

• A primary  resource  hook  in  mediad 
liability  and  risk  nuniagement 

• Suilahle  for  individual  or  group  study 

• AMA  PM  Category  1 CME  credit 

Order  Grand  Rounds  on  Medical  Malpractice  today.  Call  toll-free 


of  medical  liability 
and  risk  management. 


1-800-621-8335 

Grand  Rounds  on  Medical  Malpractice,  (OP63069O)  soft  cover,  360  pages. 

AMA  member  price:  $40.00;  non-member  price:  $55.00. 

The  CME  Test  Packet  for  Grand  Rounds  on  Mediad  Malpractice  (OP630890) 
offers  seven  tests;  two  Category  1 CME  credits  per  test.  Purchased  with  book:  $5.00; 
purchased  alone:  $10.00.  Test  administration:  $30. 


Nearly  half  of  all  heart  attack  victims 
are  ■bomimder  this  sign. 

Heart  attack  is  by  far  the  biggest  killer  of  American  women,  claiming  nearly  250,000  lives  each  year. 

But  there  is  hope.  Thanks  to  AHA-supported  research  and  educational  efforts,  millions  of  women  have  learned 
how  to  reduce  their  risk.  And  you  can,  too,  by  calling  or  writing  your  nearest  American  Heart  Association. 

0 

American  Heart 
Association 

This  Space  provided  as  a public  service.  


MSL90-2C  (7"w.  x 5"d.) 


Transfer  case  reaches 
US  Court  of  Appeals 

Four  years  and  two  trials  after 
Michael  L.  Burditt,  MD,  ordered  the 
transfer  of  an  unaligned  indigent 
patient,  the  Victoria  obstetrician- 
gynecologist’s  case  has  reached  fed- 
eral court. 

Dr  Burditt  is  asking  the  United 
States  Court  of  Appeals  for  the  Fifth 
Circuit,  New  Orleans,  to  reverse  the 
decision  of  an  administrative  law 
judge  and  the  Department  Appeals 
Board  of  the  US  Department  of 
Health  and  Human  Services  that  the 
physician  knowingly  violated  the 
Emergency  Medical  Treatment  and 
Active  Labor  Act  when  he  ordered 
the  patient’s  transfer  from  DeTar 
Hospital  in  Victoria  to  John  Sealy 
Hospital  in  Galveston. 

Dr  Burditt’s  brief  to  the  Court  of 
Appeals  argues  that  in  his  zeal  to 
increase  the  reach  of  the  law,  US 
Department  of  Health  and  Human 
Services  Secretary  Louis  Sullivan, 
MD,  “stretched  the  interpretation  of 
the  law  to  unreasonable  proportions 
and  failed  to  present  substantial  evi- 
dence on  crucial  points,”  and  that 
he  “ignored  other  law  in  his  quest  to 
make  an  example  out  of  (Dr  Bur- 
ditt).” The  document  emphasizes 
that  Dr  Burditt  “was  found  to  have 
‘knowingly’  violated  the  law  even 
though  four  expert  physician  wit- 
nesses testified  that  his  decision  to 
transfer  and  other  treatment  choices 
were  medically  reasonable.” 

Linally,  the  brief  argues  that  the 
statute  violates  the  Lifth  Amend- 
ment of  the  US  Constitution  because 
it  mandates  medical  care  in  certain 
situations,  but  does  not  compensate 
the  physician.  In  other  words,  the 
law  “affects  a taking  of  private 
property  without  compensation.” 


Councilors  address  assisted  suicide 

The  Board  of  Councilors,  Texas  Medical  Association’s  ethical  policy-making 
body,  has  adopted  the  following  opinion  on  assisted  suicide:  ^ 

Physicians  have  ethical  duties  to  sustain  life  and  relieve  suffering.  The  per- 
formance of  these  duties  may  cause  one  duty  to  conflict  with  another  in  the 
case  of  terminally  ill  patients.  A physician  may  ethically  cease  or  omit  treat- 
ment to  permit  a terminally  ill  patient,  whose  death  is  imminent,  to  die. 
However,  he  should  not  intentionally  cause  death. 

Physicians  also  have  an  ethical  duty  to  conform  their  conduct  to  the 
requirements  of  law.  Assisting  suicide  is  a criminal  offense.  It  is  unethical  for 
a physician  to  intentionally  aid  or  assist  any  patient,  directly  or  indirectly,  in 
taking  the  patient’s  own  life,  regardless  of  the  patient’s  mental  state  or  sever- 
ity of  illness. 

It  is  not  unethical  for  a physician  to  prescribe  medications  to  alleviate  a 
terminally  ill  patient’s  pain,  even  though  a side-effect  of  the  drug  could  com- 
promise respiration  and  circulation,  if  the  physician’s  intention  is  to  alleviate 
pain  and  not  to  hasten  the  patient’s  death. 


Although  recent  legislation  as- 
sures peer  review  of  transfers  before 
sanctioning.  Dr  Burditt  must  con- 
tinue his  appeal  because  there  is  no 
“grandfather  clause.”  TMA  General 
Counsel  Donald  P.  Wilcox  expects 
the  Lifth  Circuit  to  issue  a ruling  on 
Dr  Burditt’s  appeal  this  spring. 

Ethics  questions  spawn 
diverse  opinions 

An  invitation  to  ponder  ethical 
dilemmas  drew  a number  of  Texas 
Medical  Association  members  to  an 
open  hearing  of  the  association’s 
Board  of  Councilors.  On  the  agenda 
were  five  knotty  topics:  drug  testing 
in  residency  programs,  lethal  injec- 
tions, physicians  with  AIDS,  physi- 
cian-assisted suicide,  and  death  and 
dying  issues. 


In  the  estimation  of  Board  of 
Councilors  Chairman  Marshall  K. 
Dougherty,  MD,  physician-assisted 
suicide  drew  the  most  commentary 
from  those  in  attendance  at  the 
November  16  hearing,  held  in  con- 
junction with  the  interim  meeting  of 
TMA’s  House  of  Delegates  in 
Austin.  The  Councilors’  ethical 
opinion  on  this  topic,  adopted  in 
September,  appears  above. 

“We  were  very  pleased  with  the 
participation  that  came  from  such 
knowledgeable  people,”  Dr  Dougherty 
said.  “The  comments  we  heard  were 
well  thought  out,  and  they  repre- 
sented a diversity  of  opinion.” 
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Law 


DCs  test  the  boundaries 
of  chiropractic 

The  state’s  chiropractors  are  testing 
the  boundaries  of  their  profession 
before  both  the  State  Board  of  Insur- 
ance and  the  Attorney  General. 

This  month,  the  insurance  board 
is  expected  to  consider,  for  the  sec- 
ond time,  proposed  rules  that  would 
outlaw  existing  provisions  in  health 
insurance  policies  that  deny  payment 
or  set  low  payments  for  manipula- 
tion of  the  spinal  cord.  The  Texas 
Chiropractic  Association  brought 
the  proposal  to  the  board  in  Novem- 
ber claiming  that  health  insurers 
unlawfully  discriminate  against  chi- 
ropractors and  their  patients  by 
refusing  to  reimburse  for  chiroprac- 
tic care.  The  insurance  board  tabled 
the  issue  to  allow  time  to  examine  a 
report  on  the  issue  from  the  insur- 
ance industry. 

Meanwhile,  the  Texas  Board  of 
Chiropractic  Examiners  has  re- 
quested an  attorney  general’s  opin- 
ion as  to  whether  a chiropractor 
may  use  the  title  “chiropractic 
physician.”  Texas  Medical  Associa- 
tion says  the  title  is  “inherently 
deceptive”  and  blurs  “two  clearly 
identified  and  separate  professions.” 

TMA  General  Counsel  Donald  P. 
Wilcox  and  Assistant  General  Coun- 
sel C.J.  Francisco  III  presented  their 
arguments  in  a letter  to  Assistant 
Attorney  General  Sarah  Woelk.  The 
Texas  Board  of  Chiropractic  Exam- 
iners has  requested  the  attorney  gen- 
eral’s opinion  following  a hearing  on 
proposed  rules  that  would  allow  the 
use  of  any  derivative  of  the  term 
“chiropractic  physician.” 


Risk  management 
seminars  are  ‘super’ 

You  may  not  be  able  to  “leap  tall 
buildings  in  a single  bound,”  but 
you  will  be  able  to  identify  the  most 
prominent  areas  of  preventable  lia- 
bility exposure  after  attending  a 
valuable  seminar  from  Texas  Medi- 
cal Association.  You’ll  also  learn  to 
correct  common  errors  responsible 
for  legally  unsafe  medical  record 
keeping.  Understand  the  importance 
of  effective  communication  among 
the  entire  medical  staff  team  as  well 
as  with  the  patient.  Apply  general 
risk  management  principles  in  clini- 
cal practice. 

And  there’s  more.  Identify  specific 
trends  and  areas  of  liability  exposure 
that  plaintiff  attorneys  scrutinize. 
Become  aware  of  procedures,  treat- 
ment plans,  and  conditions  that  gen- 
erate the  most  frequent  and  expen- 
sive malpractice  allegations. 

Those  are  the  objectives  of  “Mal- 
practice Proof  Your  Practice,”  a 
course  designed  by  TMA’s  Office  of 
Risk  Management  to  meet  the  15- 
hour  continuing  medical  education 
requirement  of  House  Bill  18  to 


receive  a professional  liability  pre- 
mium discount.  The  first  course  of 
the  new  year  is  scheduled  for  Febru- 
ary 28,  1991,  in  Houston.  Other 
cities  on  the  1991  schedule  are  Fort 
Worth,  Corpus  Christi,  Amarillo, 
San  Antonio,  Dallas,  Beaumont,  El 
Paso,  Tyler,  McAllen,  Austin,  and 
Dallas. 

House  Bill  18,  passed  by  the  71st 
Texas  Legislature,  took  effect  Jan- 
uary 1,  1990,  and  creates  a state 
indemnification  program  for  certain 
health  care  professionals.  State 
indemnification  offers  limited  liabil- 
ity protection  and  premium  reduc- 
tions for  health  care  professionals 
who  participate  in  selected  charity 
care  programs. 

For  further  information  on  the 
course,  contact  TMA’s  Office  of 
Risk  Management,  1801  N Lamar 
Blvd,  Austin,  TX  78701,  phone 
(512)  477-6704. 


Attorney  Seneral-elect  Dan  Morales 
aMressed  the  Texas  Medical  Association 
House  of  Delegates  during  Its  interim 
se^on  in  Austin,  Novemher  16-17.  “You 
and  t have  the  opportunity  to  have  a 
positive  impact  on  a number  of  lives,” 
Mr  Morales  told  the  delegates. 
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Confidentiality, 
privilege,  and  release 
of  medical  records 
under  a subpoena 
duces  tecum 

C.J.  Francisco,  JD 

TMA  Assistant  General  Counsel 

A physician’s  medical  practice 
includes  creating,  maintaining,  and 
releasing  medical  records.  Such 
medical  records  can  he  an  essential 
element  in  a civil  lawsuit  brought  by 
or  on  behalf  of  a patient.  Questions 
regarding  their  proper  release  under 
a subpoena  duces  tecum  presented 
by  a medical  records  collection  com- 
pany comprise  one  of  the  largest 
categories  of  inquiries  the  Texas 
Medical  Association’s  Office  of  the 
General  Counsel  receives.  (A  sub- 
poena duces  tecum  is  a written 
court  order  commanding  a person 
to  produce  in  court  certain  desig- 
nated documents  or  other  evidence.) 

This  article  reviews  the  rules  of 
evidence  and  civil  procedure  rele- 
vant to  the  release  of  medical 
records  under  a subpoena  duces 
tecum  in  a civil  case.  It  includes  a 
suggested  form  for  use  by  physicians 
when  presented  with  a subpoena 
duces  tecum  by  a records  collection 
company. 


Law 


The  Medical  Practice  Act  of  Texas 
declares  that  the  records  of  the  . 
identity,  diagnosis,  evaluation,  or 
treatment  of  a patient  are  confiden- 
tial and  privileged  and  may  not  be 
disclosed  ...”  except  under  circum- 
stances the  statute  authorizes.  This 
statute  applies  no  matter  when  ser- 
vices were  provided  to  the  patient, 
and  the  physician  may  assert  the 
privilege  only  on  behalf  of  the 
patient.  For  court  or  administrative 
proceedings,  the  Texas  Rules  of 
Civil  Evidence,  specifically  Rule  509, 
reiterate  a similar  concept.  Rule  509 
states  that  “confidential  communica- 
tions between  a physician  and  a 
patient,  relative  to  or  in  connection 
with  any  professional  services  ren- 
dered by  a physician  to  the  patient 
are  privileged  and  may  not  be  dis- 
closed. Records  of  the  identity,  diag- 
nosis, evaluation,  or  treatment  of  a 
patient  by  a physician  that  are  cre- 
ated or  maintained  by  a physician 
are  confidential  and  privileged  and 
may  not  be  disclosed.”  The  rule  goes 
on  to  state  that  the  patient  or  the 
patient’s  representative  may  claim 
the  privilege  of  confidentiality.  The 
physician  may  claim  the  privilege  of 
confidentiality,  but  only  on  behalf  of 
the  patient.  The  authority  to  do  so  is 
presumed  in  the  absence  of  evidence 
to  the  contrary. 

However,  Rule  509  allows  disclo- 
sure of  information  in  medical 
records  for  use  in  court  or  adminis- 
trative proceedings  when  the  infor- 
mation is  relevant  to  the  physical, 
mental,  or  emotional  condition  of  a 
patient  and  the  condition  is  part  of 
any  party’s  claim  or  defense.  The 
rule  provides  for  a number  of  other 
exceptions  to  the  prohibition  against 
disclosure  of  information  in  medical 
records.  A complete  copy  of  the  rule 
is  available  from  the  Office  of  the 


General  Counsel  of  the  Texas  Medi- 
cal Association,  1801  N Lamar  Blvd, 
Austin,  TX  78701,  (512)  477-6704. 

The  bold  statement  that  Rule  509 
of  the  Texas  Rules  of  Civil  Evidence 
provides  exceptions  to  the  physi- 
cian-patient confidentiality  is 
insufficient  in  and  of  itself  to  secure 
the  appropriate  release  of  medical 
records.  Although  such  records  may 
be  subject  to  a subpoena  duces 
tecum,  the  physician  still  should  fol- 
low the  form  and  procedure  for 
appropriately  releasing  those  medi- 
cal records.  A physician’s  office, 
upon  receipt  of  a subpoena  duces 
tecum  for  medical  records,  should 
immediately  notify  the  patient 
whose  medical  records  are  the  sub- 
ject of  the  subpoena  and  also  notify 
the  attorney  initiating  the  request 
for  the  subpoena  duces  tecum  that 
Rule  166b(2)(h)  of  the  Texas  Rules 
of  Civil  Procedure  requires  a medi- 
cal release.  The  appropriate  release 
should  indicate: 

1. The  information  or  medical 
records  covered  by  the  release; 

2.  The  reasons  or  purposes  for  the 
release;  and 

3.  The  person  to  whom  the  infor- 
mation is  to  be  released. 

Rule  201  of  the  Texas  Rules  of 
Civil  Procedure  permits  a records 
service  collection  company  to  send  a 
subpoena  duces  tecum  to  a physi- 
cian’s office  requesting  medical 
records.  Rule  201  allows  the  clerk 
or  any  officer  authorized  to  take 
depositions  and  any  certified  short- 
hand reporter  to  issue  and  have 
served  a subpoena  directing  a wit- 
ness to  appear  before  the  officer  at 
the  time  and  place  stated  in  the 
notice  to  give  a deposition.  That 
authority  extends  to  a subpoena 
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duces  tecum,  which  may  specifically 
direct  the  witness  to  produce,  at  the 
designated  time  and  place,  docu- 
ments or  tangible  things  that  consti- 
tute or  contain  evidence  or  informa- 
tion relating  to  any  matters  within 
the  scope  of  the  examination  permit- 
ted under  Rule  166b  of  the  Texas 
Rules  of  Civil  Procedure. 

The  exceptions  to  confidentiality 
contained  in  Civil  Evidence  Rule 
509  and  the  authority  to  issue  sub- 
poenas under  Civil  Evidence  Rule 
201  do  not  obviate  the  requirement 
to  comply  with  the  appropriate  pro- 
cedures for  releasing  patient  medical 
information.  Rule  201,  which 
authorizes  the  records  collection  ser- 
vice to  issue  a subpoena,  also 
requires  that  the  subpoena  be  sub- 
ject to  the  provisions  of  Rules  177a 
and  166b(2)(h)  of  the  Texas  Rules 
of  Civil  Procedure.  As  previously 
mentioned,  166b(2)(h)  requires  a 
medical  release  upon  appropriate 
request.  Rule  177a  permits  a person 
who  has  been  served  with  a sub- 
poena duces  tecum  to  ask  the  court 
to  quash  or  modify  the  subpoena  if 
it  is  unreasonable  and  oppressive.  If 
the  court  denies  the  request,  the  per- 
son who  has  been  served  can  ask  the 
court  to  order  the  person  on  whose 
behalf  the  subpoena  is  issued  to  pay 
the  reasonable  costs  of  producing 
the  subpoenaed  books,  papers,  doc- 
uments, or  tangible  things.  There- 
fore, a physician  has  (1)  a duty  to 
his  or  her  patient  to  protect  the 
confidentiality  of  medical  records 
information,  (2)  a right  to  a signed 
medical  release  before  medical  infor- 
mation may  be  released,  and  (3)  a 
remedy  should  he  or  she  receive  a 
burdensome  or  abusive  subpoena 
duces  tecum. 


Notification  form 

It  is  recommended  that  upon  being  presented  with  a subpoena  duces  tecum 
by  a records  collection  service  company,  the  physician  immediately  notify  the 
patient  that  his  or  her  records  have  been  subpoenaed  and  also  notify  the 
attorney  who  initiated  the  request  that  a medical  release  is  required.  The 
records  collection  service  company  also  should  be  notified  of  the  release 
requirements.  This  suggested  form  may  be  useful  in  providing  records  collec- 
tion service  companies  with  the  appropriate  notice.  It  is  also  suggested  that 
the  physician  provide  the  records  collection  service  company  a copy  of  the 
Code  for  Physicians  and  Attorneys  of  Texas  for  their  use  in  collection  of 
patient  medical  information  from  the  physician’s  office  in  the  present  case 
and  in  future  cases.  Copies  of  the  code  are  available  from  the  Office  of  the 
General  Counsel,  Texas  Medical  Association,  1801  N Lamar  Blvd,  Austin, 
TX  78701,  (512)  477-6704. 

To  all  records  collection  service  companies: 

This  office  recognizes  that  the  physician-patient  relationship  is  confidential, 
and  we  will  not  provide  medical  information  concerning  a patient  except  on 
proper  legal  authority. 

It  is  the  policy  and  procedure  of  this  office,  when  presented  with  a sub- 
poena duces  tecum  for  patient  medical  records  issued  under  the  authority  of 
Rule  201  of  the  Rules  of  Civil  Procedure,  to  require  a medical  release  as  per- 
mitted by  Rule  166b(2)(h)  of  the  Texas  Rules  of  Civil  Procedure.  It  is  also  the 
policy  and  procedure  of  this  office  to  promptly  notify  the  patient  whose  med- 
ical records  have  been  subpoenaed  of  the  subpoena  for  those  records. 

Your  prompt  compliance  with  our  requirement  for  a properly  executed 
medical  release  will  expedite  the  release  of  the  information  you  seek.  Your 
failure  to  comply  with  our  policy  and  procedure  for  release  of  medical 
records  may  force  the  patient  or  this  office  to  seek  relief  under  Rule  177a  of 
the  Texas  Rules  of  Civil  Procedure  as  it  relates  to  quashing  or  modifying  a 
subpoena. 

Your  cooperation  in  the  appropriate  procedure  to  release  patient  medical 
information  is  greatly  appreciated. 

Sincerely, 


Conclusion 

Physicians  have  a legal  as  well  as  an 
ethical  duty  to  protect  the  confiden- 
tiality of  communications  with 
patients.  In  this  regard,  the  Texas 
Legislature  and  the  Texas  Supreme 
Court  have  preserved  the  freedom  to 
practice  good  medicine  by  prevent- 
ing unwarranted  intrusions  into  the 
special  relationship  between  physi- 
cians and  their  patients.  This  foun- 
dation enables  physicians  to  assert 
the  valid  privacy  interests  of  their 
patients. 


Legal  articles  in  Texas  Medicine  are 
intended  to  help  physicians  under- 
stand the  law  by  providing  legal 
information  on  selected  topics.  This 
article  is  published  with  the  under- 
standing that  TMA  is  not  engaged  m 
providing  legal  advice.  When  deal- 
ing with  specific  legal  matters,  read- 
ers should  seek  assistance  from  their 
own  attorneys. 
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X P E R T S 


PREDICT  THAT 


LEGISLATIVE 


REDISTRICIING  AND  BUDGET 

STRETCHING  WILL  DOMINATE  THE 

72nd  session  oe  the  Texas  Leg- 
islature, CONVENING  January  8 
IN  Austin.  JI  In  the  midst  oe 
THOSE  debates,  TeXAS  PHYSICIANS 


WILL  MOUNT  AN  ALL-OUT  EEEORT 


Medicine 

Meets 
Polit  ics 


TO  PUSH  HEALTH-RELATED  ISSUES 


TO  THE  TOP  OE  THE 


LAWMAKERS  AGENDA. 


Most  important 


AMONG  THOSE  ISSUES  IS 


restoring  access  to 


HEALTH  CARE  AND 


HEALTH  INSURANCE. 


Here’s  a look  at  what 


HAPPENS  WHEN  .MEDICINE 


MEETS  POLITICS. 


By  Ken  Ortolon, 
Legislative  affairs  editor 


They’re  hack  or,  at 
least,  they  soon 
will  he. 

The  72nd  Texas 
Legislature  convenes 
January  8 and  will  have  a full  slate 
of  health-related  issues  to  consider. 
Restoring  access  to  health  care  and 
health  insurance  to  more  than  6 mil- 
lion uninsured  and  underinsured 
Texans  will  be  first  among  those. 

But  legislative  redistricting  and 
debate  over  how  to  solve  budget 
shortfalls  amounting  to  billions  of 
dollars  undoubtedly  will  over- 
shadow health-related  issues. 

“Redistricting  and  revenue  en- 
hancement will  be  the  two  big  issues 
of  this  session,”  says  William  Gamel, 
MD,  of  Austin,  chairman  of  Texas 
Medical  Association’s  Council  on 
Legislation.  “Everything  else  will  be 
way  down  on  the  legislature’s  list.” 

Not  only  will  those  issues  domi- 
nate the  session,  they  also  could  have 
great  influence  on  the  outcome  of 
every  other  issue  lawmakers  consider. 

“Our  issues  are  not  considered  in 
a vacuum.  They  never  have  been 
and  never  will  be,”  Dr  Gamel  says. 
“Accomplishing  our  goals  in  the 
atmosphere  of  extreme  budget 
shortfalls  and  concern  over  redis- 
tricting will  be  a challenge.” 

Foremost  among  those  goals  will 
be  addressing  the  access  to  insurance 
problem.  “It  is  critical  that  we  ad- 
dress this  issue  now,”  says  Max  C. 
Butler,  MD,  of  Houston,  chairman 
of  TMA’s  Ad  Hoc  Committee  on 
Financing  and  Availability  of  Health 
Insurance,  which  has  been  studying 
the  issue  for  several  months.  “The 
number  of  uninsured  and  underin- 
sured Texans  keeps  going  up  every 
day.  If  we  don’t  face  the  issue  now, 
the  costs  in  terms  of  human  suffer- 
ing will  be  enormous.” 


(*(m  a ccomplislutig 
^L^_our  goals  in  (he 
atinospiiere  of  extreme 
budget  shortfalls  and 
concern  over  redistricting 
will  be  a challenge.” 


— WilliLini  Gamel,  MD, 
Austin,  chairs  TMA's 
Council  on  legislation. 


An  estimated  3.03  million  Texans 
have  no  health  insurance  and  an- 
other 3.73  million  are  underinsured, 
meaning  they  cannot  pay  the  differ- 
ence between  the  actual  cost  of 
health  care  and  the  amount  their 
insurance  pays. 

At  press  time,  subcommittees  of 
the  ad  hoc  committee  still  were 
drafting  preliminary  recommendations 
to  be  included  in  a legislative  pack- 
age. The  full  committee  was  not 
expected  to  complete  its  work  until 
after  the  legislature  convenes  in 
January. 

The  committee’s  recommenda- 
tions, however,  almost  certainly  will 
include  a call  for  development  of  a 
basic,  no-frills  health  insurance  plan 
that  small  businesses  can  offer  their 
employees  or  the  working  poor  can 
afford  to  purchase  for  themselves. 
Comprehensive  health  coverage  still 
would  be  available  to  those  who  can 
afford  to  pay  for  it. 

TMA  proposals  also  likely  will 
call  for  expansion  of  Medicaid  and 
other  existing  public  health  pro- 
grams to  cover  all  Texans  who  live 
below  the  federal  poverty  level  and 


who  cannot  afford  even  basic  cover- 
age. Cost  containment,  utilization 
review,  and  insurance  regulatory 
reform  are  other  issues  that  will 
have  to  be  addressed. 

The  bottom  line  of  the  ad  hoc 
committee’s  effort  is  to  ensure  that 
people  can  get  into  the  health-care 
system,  says  state  Rep  Jack  Harris 
(R-Pearland),  a member  of  the  panel. 
“You  don’t  have  a very  good  system 
if  people  can’t  get  into  it,”  he  says. 

The  ad  hoc  committee’s  recom- 
mendations likely  will  be  the  nucleus 
of  an  omnibus  health  insurance  pack- 
age that  TMA  hopes  can  be  sup- 
ported by  a coalition  of  those  inter- 
ests represented  on  the  committee  — 
physicians,  business,  consumers, 
insurance  companies,  and  others. 

Achieving  that  consensus  and 
enacting  a health  care  package  will 
be  difficult.  Medicaid  expansion  — 
as  well  as  TMA  priorities  in  other 
areas,  such  as  AIDS  and  border 
health  — likely  will  require  addi- 
tional funding,  which  will  be  hard  to 
get  with  lawmakers  already  looking 
at  a projected  budget  shortfall  of  as 
much  as  $8  billion. 
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(•(•  ^ I ^he  budget 
_L  shortfall 
could  drastically 
affect  safety  net 
programs  such  as 

Medicaid. ’’ 


And,  again,  redistricting  looms 
over  every  issue. 

“Redistricting  will  be  the  number 
one  issue  on  the  mind  of  every  legis- 
lator,” state  Rep  Frank  Madia  (D- 
San  Antonio)  says.  “It  will  take  pri- 
ority because  it  means  the  political 
survival  of  every  member.” 

Redistricting  is  the  process  by 
which  lawmakers  — once  every  10 
years  — draw  new  lines  for  their 
legislative  districts  and  those  of  the 
Texas  congressional  delegation.  It  is 
a process  fraught  with  peril  for  law- 
makers because  an  incumbent  repre- 
sentative or  senator  can  easily  be  put 
out  of  office  by  changing  the  politi- 
cal leanings  of  his  district. 

“It  creates  an  entire  separate, 
distinct,  and  largely  threatening  ele- 
ment in  the  whole  legislative  process 
because  members  will  be  obsessed 
with  how  the  lines  to  their  potential 
district  are  going  to  be  drawn,”  says 
Alfred  Gilchrist,  TMA  director  of 
legislative  affairs.  “If  you  zig  instead 
of  zag  when  drawing  those  lines, 
someone  may  be  in  and  someone 
else,  out.” 

This  year.  West  Texas  lawmakers 
may  have  added  cause  for  concern 
because  a population  shift  eastward 
toward  major  metropolitan  areas 
could  result  in  elimination  of  some 
West  Texas  districts  or  creation  of 
districts  dominated  by  urban  voters. 

A good  example  of  how  the 
redistricting  debate  can  impact  other 


issues  occurred  during  the  last  redis- 
tricting session  in  1981.  In  the  clos- 
ing days  of  that  session,  it  became 
apparent  that  lawmakers  would  not 
be  able  to  agree  on  a congressional 
redistricting  plan  and  that  a special 
session  would  be  necessary.  Defeat 
of  the  congressional  redistricting 
plan  also  resulted  in  defeat  of  the 
reenactment  of  the  Texas  Medical 
Practice  Act  and  several  other  key 
bills  as  lawmakers  adopted  a “we’re 
going  to  have  to  come  back  any- 
way” attitude. 

Public  health,  tort  reform,  and 
allied  health  all  are  areas  in  which 
TMA  will  be  heavily  involved  dur- 
ing the  72nd  Legislature.  Here  are 
some  brief  highlights  of  TMA’s  pri- 
orities in  those  areas. 

Public  Health 

TMA  will  be  working 
to  maintain  and,  hope- 
fully, increase  funding 
for  a wide  range  of 
health  and  human 
services  programs,  which  form  the 
“safety  net”  that  ensures  access  to 
care  for  millions  of  Texans.  Those 
programs  include  Medicaid,  the 
Crippled  Children’s  program,  AIDS, 
and  border  health  initiatives.  The 
shortfall  may  make  any  funding  in- 
crease for  those  programs  impossible 
without  some  type  of  tax  increase. 


Redistricting  may  be  the  number  one 
issue  before  the  72nd  Texas  Legislature, 
Rep  Frank  Madia  says. 


Lawmakers  still  are  trying  to  deter- 
mine how  much  money  will  be 
needed  just  to  fund  existing  programs. 

“The  size  of  the  shortfall  depends 
on  the  amount  of  dollars  we  have  to 
make  available  to  the  Department  of 
Human  Services  to  offset  shortfalls 
in  the  current  biennium,”  says  Rep- 
resentative Madia,  a member  of  the 
House  Appropriations  Committee. 

Madia  says  that  shortfall  could 
drastically  affect  so-called  “safety 
net”  programs  that  provide  health 
and  human  services  to  the  poor, 
such  as  Medicaid  and  the  Crippled 
Children’s  Program. 

“I  can  see  real  cutbacks  in  any 
program  that  is  not  under  court 
order  for  funding,”  he  says. 

Another  public  health  priority 
will  be  funding  for  the  statewide 
trauma  system  the  legislature  autho- 
rized in  1989.  The  trauma  system, 
which  calls  for  designation  of  regional 
trauma  facilities  throughout  the 
state  and  grants  to  establish  those 
facilities,  was  part  of  the  Omnibus 
Health  Care  Rescue  Act  sponsored 
by  state  Rep  Mike  McKinney,  MD 
(D-Centerville).  Lawmakers,  how- 
ever, failed  to  provide  any  funding 
to  implement  the  program. 

TMA  also  will  work  closely  with 
the  Texas  Department  of  Health, 
Texas  Department  of  Human  Ser- 
vices, and  other  agencies  to  ensure 
adequate  health  and  human  services 
are  maintained.  It  also  will  seek  to 
continue  and  expand  the  coalition  of 
health,  business,  consumer,  and 
other  groups  that  was  instrumental 
in  supporting  the  omnibus  health 
care  bill  and  other  key  health  legisla- 
tion in  1989. 
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Profile 

DR  McKinney  returns  home  from  the  war 


ike  McKinney, 
MD,  says  he’s 
“ecstatic”  to 
be  returning 
to  what  he  knows  best  — practicing 
medicine.  But  when  state  Rep  Mike 
McKinney  leaves  the  Texas  legisla- 
ture in  January,  organized  medicine 
will  be  losing  a friend  and  champion. 

“Mike  McKinney  has  been  inval- 
uable to  medicine,”  says  William 
Gamel,  MD,  chairman  of  Texas 
Medical  Association’s  Council  on 
Legislation.  “He  was  the  one  legisla- 
tor who  represented  physicians  from 
the  inside.  His  departure  will  leave  a 
great  void.” 

Dr  McKinney,  a Democrat  from 
Centerville,  is  relinquishing  his  Dis- 
trict 15  House  seat,  which  he  has 
held  since  1984.  He  chose  not  to  seek 
re-election  after  serving  through  three 
regular  sessions  and  numerous  spe- 
cial sessions.  He  says  he  and  his  family 
decided  it  was  time  to  “get  back  to 
doing  things  with  our  own  kind.” 

“It’s  a relief  not  to  have  the 
unnecessary  pressures  of  trying  to 
practice  law,”  Dr  McKinney  says.  “I 
like  practicing  medicine  better.” 

Dr  McKinney’s  political  involve- 
ment did  not  begin  with  his  election 
to  the  legislature.  He  also  has  served 
on  the  city  council  and  as  mayor  of 
Centerville.  He  is  a past  president  of 
the  Centerville  Chamber  of  Com- 
merce and  past  chairman  of  the 
Leon  County  Democratic  Party. 

During  his  legislative  tenure,  Dr 
McKinney  served  on  the  House 
Appropriations  Committee,  the 
Committee  on  Environmental  Affairs 
and  the  House  Calendars  Commit- 
tee, a powerful  body,  which  deter- 
mines which  bills  will  be  scheduled 
for  floor  debate. 

While  he  has  been  an  important 
advocate  for  medicine  throughout 


his  tenure.  Dr  McKinney  came  into 
real  prominence  as  a House  leader 
during  the  71st  Legislature  in  1989. 
During  that  session,  he  authored 
and  won  passage  of  the  sweeping 
Omnibus  Health  Care  Rescue  Act, 
designed  to  ensure  availability  of 
physicians  and  health  facilities  in 
rural  areas,  as  well  as  the  Omnibus 
AIDS  Bill  and  the  mandatory  helmet 


use  law,  which  already  has  reduced 
significantly  motorcycle  accident 
deaths  on  Texas  highways. 

“I  don’t  think  there  was  ever  any 
question,  even  among  the  (helmet) 
bill’s  opponents,  that  it  would  save 
lives,”  Dr  McKinney  says.  In  the 
first  12  months  the  law  was  in  effect, 
207  Texans  died  in  motorcycle  acci- 
dents, compared  to  264  in  the  pre- 
ceding 12  months. 

Dr  McKinney  says  the  rural 
health  bill  was  “conceived  in 
grandeur,”  but  he’s  not  convinced  it 
is  being  implemented  in  the  same 
manner.  The  State  Board  of  Insur- 
ance has  been  slow  to  implement 
rules  to  provide  liability  insurance 
discounts  for  physicians  who  treat 
the  poor,  and  lawmakers  provided 
no  funding  for  creating  the  statewide 
trauma  system  for  which  the  legisla- 
tion calls. 

“The  AIDS  bill  was  landmark 
legislation  as  conceived,”  Dr  McKin- 


ney adds.  “I’m  not  sure  it  was  land- 
mark legislation  as  passed,  but  at 
least  we  made  some  effort  to  ensure 
that  AIDS  — a medical  problem  — 
will  be  treated  as  a medical  problem.” 

Dr  McKinney  says  his  service  in 
the  legislature  has  required  sacrifices 
in  his  medical  practice  and  his  per- 
sonal life,  but  he  encourages  other 
physicians  interested  in  serving  orga- 


After serving  6 years  in  the  Texas  House 
o f Representatives,  Mike  McKinney, 

MD,  is  looking  forward  to  practicing 
medicine  full  time. 

nized  medicine  and  their  patients  to 
make  that  sacrifice. 

“Most  of  our  laws  on  medicine 
are  passed  by  people  whose  knowl- 
edge of  medicine  comes  from  pass- 
ing laws,”  he  says.  “It’s  very  impor- 
tant to  have  people  in  the  legislature 
who  have  primary  knowledge  of  a 
particular  field  from  practicing  in 
that  field.  I think  it’s  good  to  have 
people  who  are  not  career  politicians, 
to  have  people  in  government  from 
all  walks  of  life.” 

But,  don’t  do  it  for  a lifetime.  Dr 
McKinney  says. 

“Do  it  for  a few  years,  but  I don’t 
advise  a doctor  or  anyone  else  to 
make  a career  out  of  politics.” 


TMA  will  work 
to  strengthen 

1987  tort  reforms 
to  reduce  frivolous 
lawsuits,  limit 
punitive  damages, 
and  restrict  joint 
and  several  liability 


Tell  your  reps 
what’s  on 
your  mind 

ersonal  commu- 
nication from 
local  constituents 
is  the  best  way  to 
influence  lawmakers’  votes  on 
key  health  issues,  says  Texas 
Medical  Association  Council  on 
Legislation  Chairman  William 
Camel,  MD. 

That’s  why  he  urges  all  TMA 
members  to  be  prepared  to  sup- 
port the  Association’s  legislative 
efforts  with  telephone  calls  and 
letters  to  lawmakers. 

“Local,  grassroots  political 
action  is  vital  to  the  success  of 
our  legislative  priorities,”  Dr 
Camel  says.  “Therefore,  every 
member  should  be  ready  to 
write  or  call  the  representative 
or  senator  immediately  when 
they  receive  special  legislative 
alerts  or  calls  to  action  from  the 
association.” 

TMA  members  should  use 
the  following  addresses  when 
writing  their  lawmakers: 

State  Representative 

Box  2910 

Austin,  TX  78769 

State  Senator 

Box  12068 

Austin,  TX  78711 


Tort  Reform 

TMA  will  seek  to 

reduce  the  number  of 
non  meritorious  law- 
suits brought  against 
physicians.  Some 

70%  of  claims  made  and  cases  filed 
are  settled  or  disposed  of  without 
any  money  being  paid.  TMA  will 
work  to  strengthen  1987  tort  reforms 
intended  to  reduce  the  number  of 
frivolous  lawsuits  against  physicians, 
limit  punitive  damages,  and  restrict 
joint  and  several  liability.  Joint  and 
several  liability  is  the  concept  under 
which  an  individual  defendant  can 
be  liable  for  all  damages  even  if  a 
court  rules  the  negligence  of  other 
defendants  played  a more  substan- 
tial role  in  the  alleged  injury. 

TMA  also  will  look  at  legislation 
to  enact  a “John  Doe  statute,” 
which  would  reduce  non  meritori- 
ous suits  by  allowing  a plaintiff  to 
file  a suit  and  add  defendants  later  if 
it  is  learned  others  may  have  been 
responsible  for  the  alleged  injury. 


“Under  current  law,  everybody  in 
the  operating  room  gets  brought 
into  a suit  immediately  because  of 
the  statute  of  limitations,”  says 
Harold  Freeman,  assistant  director 
of  legislative  affairs,  who  lobbies 
tort  issues. 

Other  options  that  could  be 
introduced  in  the  legislature  include 
no-fault  insurance  plans  and  alter- 
nate dispute  resolutions  programs 
similar  to  those  proposed  by  the 
American  Medical  Association.  No- 
fault plans  recently  were  enacted  in 
Florida  and  Virginia.  TMA  staff  will 
analyze  the  impact  of  no-fault  plans 
in  those  states  to  determine  whether 
similar  legislation  should  be  consid- 
ered this  year  in  Texas. 

Under  an  alternate  dispute  reso- 
lution program,  an  entity,  such  as 
the  State  Board  of  Medical  Examin- 
ers, would  be  designated  to  screen 
cases  for  frivolous  suits.  A dispute 
resolution  panel  would  be  set  up 
within  that  agency  to  hear  cases 
rather  than  having  them  go  to  court. 
Setting  up  an  alternate  dispute  reso- 
lution system  in  Texas,  however, 
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Legislative  Action 

HOUSE  OF  DELEGATES  CALLS  FOR  LEGISLATIVE  ACTION 


hile  ensuring 
access  to  health 
care  for  the 
uninsured  tops 
Texas  Medical  Association’s  legisla- 
tive priorities  for  1991,  the  Council 
on  Legislation  and  Division  of  Pub- 
lic Affairs  staff  will  be  involved  in  a 
wide  range  of  issues. 

Here  is  a list  of  recommendations 
in  which  the  House  of  Delegates  calls 
for  legislative  action: 

★ That  TMA  (1)  research  an 
affordable  health  insurance  pack- 
age; (2)  implement  a legislative 
and/or  regulatory  initiative  to 
provide  a framework  that  will 
encourage  the  development  of  an 
affordable  health  insurance  prod- 
uct to  be  offered  in  the  Texas 
marketplace;  and  (3)  that  this 
issue  be  a high  priority  item  for 
the  Texas  Medical  Association  in 
1990-1991. 

★ That  the  Council  on  Legislation 
study  and  support  options  avail- 
able to  bring  private  sector  uti- 
lization review  programs  under 
licensure  or  certification  by  the 
appropriate  state  agency  in  Texas. 

★ That  TMA  seek  legislation  that 
would  require  “managed  health 
care”  plans  in  Texas  to  meet  high 
standards  of  truth  in  advertising 
and  provide  legal  safeguards  to 
assure  that  high  quality  medical 
care  is  not  compromised  by 
deceptive  marketing  activities, 
unsubstantiated  claims  about  so 
called  “quality  assurance”  activi- 
ties, and  disruptive  precertifi- 
cation and  concurrent  review 
practices. 

★ That  TMA  seek  funding  for  a 
statewide  trauma  registry  and  the 


implementation  of  regional 
trauma  systems. 

★ That  TMA  increase  legislative 
and  lobbying  efforts  to  support 
an  adequate  increase  in  funding 
to  address  AIDS  (HIV)  and  other 
sexually  transmitted  diseases  pro- 
gram initiatives  during  the  72nd 
legislative  session. 

★ That  TMA  seek  legislation: 

1 . requiring  that  all  persons  with 
HIV  infection  as  well  as  AIDS 
be  reported  to  TDH  by  name 
city,  age,  sex,  race,  physician, 
disease,  type  of  diagnosis  and 
date  of  onset  and 

2.  authorize  contact  tracing  by 
TDH  for  all  persons  diag- 
nosed with  AIDS  or  HIV 
infection,  and 

3.  adequate  funding  for  such 
tracing. 

★ That  TMA  oppose  a state  lottery 
and  support  revenue-generating 
legislation  that  is  not  regressive 
or  discriminatory  against  the  poor. 

★ That  TMA  work  to  enact  legisla- 
tion that  will  assess  a fine  on  an 
insurance  company  for  delaying 
payment  for  longer  than  30  days 
on  a properly  submitted  claim. 

★ That  TMA  seek  peer  review 
amendments  to  the  Medical  Prac- 
tice Act. 

★ That  TMA  pursue  legislation  that 
legally  protects  blood  banks  from 
accusations  of  negligence  if  the 
blood  bank  meets  Food  and 
Drug  Administration  standards 
(to  be  considered  as  part  of 


TMA’s  ongoing  efforts  to  achieve 
tort  reform). 

★ That  TMA  seek  legislation  that 
would  authorize  the  competent 
spouse,  competent  adult  next  of 
kin,  and  competent  adult  chil- 
dren of  a patient  to  grant 
informed  consent  to  physicians 
to  proceed  with  needed  medical 
and/or  surgical  treatment  for  the 
patient  without  the  necessity  of 
appointing  a permanent  or  tem- 
porary guardian. 

★ That  TMA  recommend  changes 
in  the  Texas  Education  Code  to 
require  that  physicians  conduct 
physical  examinations  for  school 
age  children  and  sign  the  exami- 
nation forms. 

★ That  TMA  seek  legislation  to 
prohibit  hospitals  from  extract- 
ing payments  from  physicians  for 
patient  referrals  for  right  to  serve 
patients  in  hospitals. 

★ That  TMA  seek  state  legislation 
prohibiting  payment  for  referrals 
by  health  care  organizations. 

★ That  all  physicians  serving  as 
medical  directors  of  health  main- 
tenance organizations  operating 
in  Texas  be  required  to  hold  a 
valid  Texas  medical  license. 

★ That  TMA  support  public  educa- 
tion reform  for  schools  to  improve 
literacy  of  children  in  Texas. 


TMA  anticipates 
aggressive 
legislative  activities 
by  optometrists^ 
acupuncturists^ 
medical  technicians^ 
psychologists^  and 
chiropractors. 


would  require  a constitutional 
amendment  because  the  state’s 
“open  courts  doctrine”  guarantees 
everyone  access  to  the  courts. 

Allied  Health 

The  economic  and 

competitive  pressures 
of  the  health-care 
delivery  system  are 
forcing  the  allied 
health  practitioners  into  a very 
aggressive  legislative  program  to 
expand  their  scope  of  practice,  to 
guarantee  third-party  reimburse- 
ment, and  to  obtain  hospital  and 
medical  staff  privileges  without  fur- 
thering their  education.  TMA  antici- 
pates aggressive  legislative  activities 
by  optometrists,  acupuncturists, 
medical  technicians,  psychologists, 
and  chiropractors. 

An  example  is  a recent  move  by 
chiropractors  to  gain  authority  to 


provide  mammography  services 
under  a bill  the  legislature  passed  in 
1989.  That  action  has  prompted 
Texas  Commissioner  of  Health 
Robert  Bernstein,  MD,  to  seek  an 
attorney  general’s  opinion  on  the 
matter. 

TMA  will  monitor  closely  the 
legislative  activities  of  allied  health 
professions  to  ensure  that  quality  of 
medical  care  is  not  compromised.  ★ 


loutof2 
teens  in 
America 
has  taken 
drugs. 

loutofA 

parents 

doesn’t 
see  it. 

See,  the  Washingtons  think 
it’s  the  Smith  kid.  The  Smiths 
think  it’s  the  Sanchez  kid. 
Maybe  the  Sanchezes  think  it’s . 
your  kid. 

Maybe  it  is  your  kid. 

Find  out.  Talk  to  your  kids. 
Tell  ’em  the  dangers  of  drugs. 
Tell’em  how  to  handle  peer 
pressure. 

Tell  ’em  you  care.  It’s  not 
easy.  But  I can  help.  So  write 
me,  McGruff,  EO.  Box  362, 
Washington,  D.C.  20044. 

Don’t  let  your  kids  take  a 
powder.  Or  anything  else. 

Together,  we  can  help 
Take  a Bite  out  of  Crime. 
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Legislative  Affairs 


How  to  win  a seat  on  the 
Supreme  Court 

Medicine  backed  the  winners  in  the 
all-important  Texas  Supreme  Court 
race,  and  the  prognosis  for  the  pro- 
fession is  good,  says  ophthalmolo- 
gist Alan  C.  Baum,  MD,  Houston. 
Dr  Baum  is  chairman  of  the  Texas 
Medical  Political  Action  Committee 
(TEXPAC). 

TEXPAC  made  the  Supreme 
Court  races  a top  priority  and  en- 
dorsed candidates  Tom  Phillips, 

John  Cornyn,  and  Bob  Gammage  in 
the  November  elections. 

How  did  the  committee  garner  its 
success?  Dr  Baum  explained  the 
winning  strategy  during  the  interim 
meeting  of  the  Texas  Medical  Asso- 
ciation House  of  Delegates,  Novem- 
ber 17,  in  Austin.  “These  candidates 
would  not  have  been  there  except 
for  the  work  of  TMA  and  the  TMA 
Auxiliary,”  he  said.  “Medicine 
has  redefined  grassroots,  coalition 
politics.” 


TEXPAC  Chairman  Alan 
Baum,  MD,  says  medicine 
fared  well  in  the  Novem- 
ber elections. 


The  committee  distributed 
995,000  slate  cards  endorsing  the 
three  candidates,  as  well  as  5,000 
office  posters,  10,000  door  hangers, 
and  3,000  “Dear  Patient”  postcards. 
Medicine  led  a “Court  to  Support 
1990”  coalition  that  included  more 
than  70  trade  and  professional  asso- 
ciations, which  also  distributed  more 
than  900,000  slate  cards. 

Neither  TMA  nor  AMA  will 
favor  or  disadvantage  anyone  based 
on  the  amounts  or  failure  to  make 
contributions.  Federal  law  prohibits 
TEXPAC  from  receiving  donations 
from  other  than  members  of  TMA 
and  their  immediate  families.  All 
donations  from  other  than  members 
of  TMA  arid  their  immediate  fami- 
lies will  be  returned  forthwith.  Con- 
tributions to  TEXPAC  are  not 
deductible  as  charitable  contributions 
for  federal  income  tax  purposes. 

Councilors  suggest  legislative 
solutions  for  ethical  problems 

Texas  Medical  Association’s  Board 
of  Councilors  has  concluded  that  a 
widely  publicized  ethical  problem 
demands  a legislative  solution.  The 
councilors’  proposal  responds  to 
questions  raised  in  the  case  of  Nancy 
Beth  Cruzan  v Director,  Missouri 
Department  of  Health. 

In  the  Cruzan  case,  the  United 
States  Supreme  Court  upheld  Mis- 
souri’s legal  requirement  that  an 
incompetent  patient’s  wishes  about 
withdrawal  of  treatment  be  proved 
by  “clear  and  convincing  evidence.” 

The  Board  of  Councilors,  in  a 
report  to  TMA’s  House  of  Delegates, 
suggests  that  five  changes  in  the  Nat- 
ural Death  Act  would  answer  con- 
cerns the  ruling  has  raised.  During 


their  interim  meeting,  November  17, 
in  Austin,  the  delegates  agreed  with 
the  councilors’  recommendation  that 
the  Council  on  Legislation  seek  leg- 
islation to: 

1.  Provide  that  a patient  may,  in  the 
written  “Directive  to  Physicians” 
reject  specific  life-sustaining  pro- 
cedures without  being  deemed  to 
have  accepted  any  which  have 
not  been  specifically  rejected. 

2.  Expand  the  definition  of  “termi- 
nal” condition  to  include  persis- 
tent vegetative  state. 

3.  Expand  the  definition  of  “life- 
sustaining  treatment”  to  include 
artificial  nutrition  and  hydration. 

4.  Conform  the  codification  of  the 
Natural  Death  Act  into  the  Texas 
Health  and  Safety  Code  with  the 
1989  substantive  amendments  to 
the  Natural  Death  Act  itself. 

5.  Provide  that  any  person  who 
brings  a frivolous  or  bad  faith 
suit  to  enjoin  a physician  or  hos- 
pital from  withholding  or  with- 
drawing life-sustaining  treatment 
pursuant  to  a valid  written 
“Directive  to  Physicians”  would 
have  to  pay  all  defense  costs, 
including  court  costs,  attorney’s 
fees  and  any  damages  incurred  as 
a result  of  the  frivolous  action. 
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Texas  Congressman 
Greg  Laughlin  led  the  fight 
for  legislation  providing 
that  alleged  patient  dump- 
ing violations  will  be 
subject  to  medical  peer 
review. 


Delegates  oppose  trip  scripts 
for  Schedules  II  through  V 

History  shows  that  some  ornery  leg- 
islative proposals,  like  cats,  have 
more  than  one  life.  They  are  killed 
in  one  Congressional  session  and 
resurrected  in  the  next. 

With  that  lesson  in  mind,  Texas 
Medical  Association’s  House  of  Del- 
egates is  opposing  federal  legislation 
that  calls  for  use  of  triplicate  pre- 
scription forms  for  Schedule  II 
through  Schedule  V drugs.  The  most 
recent  Congress  rejected  the  proposal. 

Nueces  County  Medical  Society 
raised  the  issue  in  a resolution  the 
delegates  considered  during  their 
interim  meeting  November  17  in 
Austin.  The  resolution  noted  that 
Texas  requires  triple  copies  for  pre- 
scriptions for  Schedule  II  drugs. 
Extending  the  use  of  triple  copy  pre- 
scription forms  would  greatly  in- 
crease costs  for  practitioners  who 
would  be  required  to  use  the  pro- 
gram and  to  the  state  agency  that 
would  administer  the  program.  Fur- 
ther, the  medical  society  reasons,  the 
use  of  this  system  could  stigmatize 
the  legitimate  use  of  scheduled  drugs 
by  linking  them  to  misuse  and  over- 
use. Federal  legislation  extending  the 
triple  copy  prescription  form  also 
v/ould  jeopardize  the  patient’s  right 
to  confidentiality,  the  resolution  says. 

TMA  joins  the  American  Nar- 
colepsy Association,  the  Epilepsy 
Institute,  the  New  York  Alliance  for 
Patient  Welfare,  and  the  Wisconsin 
Cancer  Pain  Initiative  in  opposing 
the  triple  copy  prescriptions  pro- 
gram. The  proposal  was  to  be  car- 
ried to  the  American  Medical  Asso- 
ciation House  of  Delegates  during 
its  interim  meeting  December  2-5, 
in  Orlando. 


Lawmaking  at  its  best, 
with  help  from  TMA 

By  Donna  Jones,  Senior  associate  editor 

Even  in  the  sometimes  unreachable 
US  Congress,  you  can  get  results 
with  well  coordinated  grassroots 
political  action.  The  proof  is  in  a 
new  law  that  improves  emergency 
medical  care  by  allowing  physicians 
to  make  transfer  decisions  without 
fear  of  unfair  accusations  of  “patient 
dumping.”  Congress  enacted  the  leg- 
islation after  repeated  and  well- 
timed  briefings  and  encouragement 
from  Texas  physicians. 

Thanks  to  the  initiative  of  physi- 
cians and  Texas  Medical  Association 
Auxiliary  members  and  the  quick 
footwork  of  TMA  and  American 
Medical  Association  staff  members, 
a bill  sponsored  by  freshman  Con- 
gressman Greg  Laughlin  (D-TX)  has 
saved  the  day  for  better  patient  care. 
In  February,  1990,  TMA  representa- 
tives told  Mr  Laughlin  that  the 
Office  of  Inspector  General  (OIG)  of 
the  US  Health  Care  Financing 
Administration  had  fined  a physi- 
cian in  his  Congressional  district 
$25,000  for  the  allegedly  illegal 
transfer  of  a patient  — and  that 
HCFA  imposed  the  fine  without  the 
benefit  of  medical  peer  review.  Mr 
Laughlin  recalls  when  he  heard  the 
story  of  Victoria  obstetrician-gyne- 
cologist Michael  L.  Burditt,  “1  was 
offended,  and  I was  angry.”  The 
Congressman,  a former  prosecuting 
attorney  in  Houston,  adds,  “As  I lis- 
tened to  the  series  of  events  (that  led 
to  the  accusations  against  Dr  Bur- 
ditt), I thought  of  all  the  robbers 
and  dope  dealers  who  enjoyed  more 
legal  rights  than  Dr  Burditt  did.” 

(Dr  Burditt’s  first  opportunity  to  tell 


the  story  came  when, 
with  TMA’s  assistance,  he  appealed 
the  HHS  OIG  decision  to  an  HHS 
administrative  law  judge  designated 
by  the  Inspector  General.) 

In  April,  Mr  Laughlin  filed  the 
Peer  Review  for  Patient  Transfer 
Violations  Act.  Ultimately,  the  act 
took  the  form  of  an  amendment  to 
the  fiscal  year  1991  budget  legisla- 
tion, which  was  enacted  at  the  end 
of  October. 

Between  the  introduction  of  Mr 
Laughlin’s  legislation  and  passage  of 
the  budget  act,  Texas  physicians, 
TMA  auxiliary  members,  and  the 
Legislative  Affairs  Department 
snatched  every  opportunity  to  keep 
the  transfer  issue  before  the  law- 
makers and  push  it  to  the  top  of 
crowded  legislative  agendas. 

While  the  physicians  at  home 
were  doing  their  part.  Congressman 
Ralph  Hall  (D-TX)  agreed  to  pre- 
sent the  legislation  as  an  amendment 
to  the  budget  act  in  the  House 
Energy  and  Commerce  Committee. 
When  Energy  and  Commerce  Sub- 
committee on  Health  Chairman 
Henry  Waxman  (D-CA)  withheld 
support  for  the  amendment.  Con- 
gressman Hall  alerted  TMA  Legisla- 
tive Affairs  Director  Alfred  Gilchrist 
and  General  Counsel  Donald  P. 
Wilcox.  Mr  Gilchrist  recalls  the 
Congressman’s  message:  It’s  time  to 
talk  to  the  chairman. 

Wilcox  and  Gilchrist  notified  the 
AMA  and  rushed  to  Washington, 
where  they  spent  long  hours  over 
the  course  of  a week  in  discussions 
with  Mr  Waxman’s  staff.  Although 
Mr  Waxman  supported  the  concept 
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of  peer  review,  he  remained  uncon- 
vinced on  certain  points.  Things 
took  a turn  for  the  better  when  Con- 
gressman Hall  asked  for  permission 
to  discuss  the  bill  in  the  House 
Energy  and  Commerce  Committee 
meeting,  which  had  drawn  a capac- 
ity crowd.  After  hearing  the  case  for 
the  amendment,  the  committee 
approved  it  and  sent  it  to  the  full 
House  of  Representatives,  which 
also  gave  it  a stamp  of  approval. 
“Congressman  Waxman  in  the  final 
analysis  was  helpful  in  passage  of 
the  amendment,”  Mr  Gilchrist  says. 

The  amendment  went  to  confer- 
ence committee  and  faced  strong 
opposition  from  the  powerful 
Health  Subcommittee  Chairman 
Fortney  Pete  Stark  (D-CA).  Con- 
gressman Bill  Archer  (R-TX),  the 
only  health  conference  committee 
member  from  Texas,  was  instrumen- 
tal in  ushering  the  amendment 
through  to  approval.  Mr  Gilchrist 
adds,  “The  Senate  Finance  Commit- 
tee conferees  signed  off  on  the 
amendment,  so  it  really  boiled  down 
to  fending  off  attempts  by  Mr  Stark 
to  kill  or  seriously  wound  the 
amendment.”  Several  other  Texas 
Congressmen  were  helpful  in  discus- 
sions with  Mr  Stark  — Democrats 
Jake  Pickle,  Austin,  and  Mike 
Andrews,  Houston.  Mr  Gilchrist 
says  it  was  during  this  time  that  the 
“AMA’s  knowledge  of  the  legislative 
process  and  Capitol  Hill  contacts 
were  invaluable.” 

Mr  Wilcox  recalls,  “We  have 
been  working  on  the  unfair  HHS 
OIG  investigative  process  since  the 
TMA  Physician-Patient  Advocacy 
Committee  first  identified  the  prob- 
lem in  1987  and  recommended  to 
the  Board  of  Trustees  that  Dr  Bur- 
ditt’s  challenge  be  supported.” 


The  patient  transfer  issue 

In  1985,  the  Texas  Fegislature  passed  the  first  patient  “anti-dumping”  law  in 
the  country.  Following  Texas’  lead,  Congress  enacted  The  Emergency  Medi- 
cal Treatment  and  Active  Tabor  Act  in  1986.  Like  the  Texas  law,  it  was 
designed  to  protect  all  persons  who  come  into  an  emergency  room,  regardless 
of  Medicare  eligibility.  Specifically,  the  law  required  hospitals  to  provide 
treatment  to  stabilize  a patient’s  emergency  condition,  treat  the  labor,  or  pro- 
vide an  “appropriate  transfer”  to  another  medical  facility.  Penalties  for  viola- 
tion included  civil  money  penalties  up  to  $25,000  per  violation  for  both  the 
hospital  and  its  “responsible  physician.”  The  fine  since  has  been  increased  to 
$50,000. 

The  Office  of  Inspector  General,  Department  of  Health  and  Human  Ser- 
vices, has  enforcement  authority  under  the  1986  federal  law.  In  exercising 
this  authority,  the  Inspector  General  repeatedly  has  used  overzealous,  crime 
and  punishment  methods.  Specifically,  the  Inspector  General  acts  on  alleged 
patient  transfer  violations  without  using  the  regular  PRO  quality  review  pro- 
cess and  decides  that  sanctions  are  in  order  without  first  discussing  the  case 
with  the  accused  physician. 

In  an  ABC  “Prime  Time  Live”  documentary  in  September,  it  was  revealed 
that  the  Inspector  General  used  a bounty  hunter  system  to  reward  key 
enforcers  for  physician  sanctions.  The  bounty  system,  which  required  investi- 
gators to  increase  sanctions  brought  against  physicians  in  order  to  earn  merit 
pay  raises,  was  halted  by  federal  court  order. 

The  net  result  of  the  Inspector  General’s  techniques  has  been  to  make 
physicians  hesitant  to  make  medically  appropriate  patient  transfers.  They 
fear  large  monetary  penalties,  enforced  by  the  Inspector  General,  for  paper- 
work violations.  Physicians  and  hospitals  can  be  fined  up  to  $50,000  for  fail- 
ing to  write  an  essay  on  the  risks  and  benefits  of  a patient  transfer,  even 
before  a critically  ill  patient  has  been  transported. 

Congressman  Greg  Laughlin’s  legislation,  described  in  the  accompanying 
story,  provides  that  alleged  patient  dumping  violations  will  be  subject  to  PRO 
medical  peer  review  using  the  regular  quality  review  process.  It  also  provides 
the  IG  with  discretionary  authority  to  bypass  PRO  review  if  immediate 
action  is  necessary  because  a delay  would  represent  a hazard  to  the  health  or 
safety  of  patients.  The  Laughlin  amendment  requires  the  IG  to  treat  alleged 
patient  transfer  violations  like  other  quality  of  care  issues  handled  by  the  fed- 
erally funded  peer  review  organizations.  PROs  are  in  place  across  the  United 
States  and  can  provide  the  IG  with  expert  medical  input  before  enforcement 
action  is  initiated. 
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TMA  Legislative  Affairs 
Director  Alfred  Gilchrist 
represented  the  associa- 
tion in  negotiations  in 
Washington,  DC. 


He  adds,  “It  is  gratifying  to  be 
part  of  a legislative  change  to  assure 
peer  review  of  transfers  prior  to 
sanctioning.  Unfortunately,  there  is 
no  grandfather  clause.  Hence,  Dr 
Burditt  must  continue  his  appeal  of 
an  adverse  HHS  decision  to  the  Fifth 
Circuit  Court  of  Appeals.  Joining 
TMA  in  support  of  Dr  Burditt’s 
appeal  are  the  AMA,  the  California 
Medical  Association,  and  the  Texas 
Hospital  Association,  all  of  which 
have  filed  supporting  amicus  briefs.” 

Mr  Laughlin  commends  TMA 
for  its  involvement  in  this  issue. 

“Too  often  we  think  Texas  Medical 
Association  is  out  solely  to  protect 
doctors  when  in  fact  the  medical 
association  is  looking  out  for  the 
quality  of  health  care  for  the  rural 
people  of  America,”  he  told  a physi- 
cian audience  during  the  November 
interim  meeting  of  the  TMA  House 
of  Delegates. 

Austin  gastroenterologist  William 
G.  Gamel,  MD,  chairman  of  TMA’s 
Council  on  Legislation,  praises 
physicians,  lawmakers,  and  staff  for 
mounting  the  grassroots  campaign 
that  pushed  the  amendment  through 
the  legislative  process.  “Physicians 
and  auxiliary  members  talking  to 
Congressmen  made  the  difference,” 
he  concludes. 
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With  The  Medical  Protective  Company,  there’s  no  doubt. 
No  doubt  of  our  financial  stability.  No  doubt  about  our 
expertise.  No  doubt  of  our  dedication  to  fighting  non- 
meritorious  claims.  Which  is  no  less  than  what  you’d 
expect  from  the  company  that  invented  professional 
liability  coverage  nearly  a century  ago.  Since  then,  our 


goal  has  been  to  provide  physicians  and  surgeons  with 
worry-free  protection  of  their  financial  future  and  their 
professional  reputation.  Call  your  Medical  Protective 
general  agent  today  and  learn  what  we  can  do  to  insure 
your  practice  without  a doubt. 
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diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 
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• Discontinue  Gector  in  the  event  of  allergic  reactions  to  it. 
•Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms. 

• Positive  direct  Coombs'  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Cecior  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  In  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made, 

• Broad-sprotnim  amibiobcs  should  be  prescribed  wibi 
caution  in  individuals  with  a history  of  gastrointesbnal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined  in 
pregnancy,  lactabon,  and  infants  less  than  one  month 
old.  Cecior  penetrates  mother  s milk.  Exercise  caubon 
in  prescribing  for  these  patients. 


Adverse  Reacboes:  (percentage  of  patients) 
Therapy-reiated  adverse  reactions  are  uncommon. 
Those  reported  include; 

• Hypersensitivity  reactions  have  been  reported  in  about 
1.5%  of  pabents  and  include  morbilliform  eruptions 
(1  in  100).  Pnjritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 in  200  patients  Cases 
of  sentm-sickRess-like  reactions  have  been  r^orted 
wibi  bie  use  of  Cecior.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  obter  skin 
manifestations  accompanied  by  arthritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  is  ongoing,  serum-sickness-like 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Cecior.  Such  reactions  have  been 
reported  more  frequemiy  in  children  than  in  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0.5%)  in 
one  focused  trial  to  2 In  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  clinical 
trials  of  0.055%)  to  1 in  38,000  (0.0)3%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside 
within  a few  days  after  cessation  of  therapy;  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hosphalization  = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
in  children.  Antihistamines  anti  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  repined. 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis. 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colibs  may  appear 
either  during  or  after  antibiotic  treatment. 

• As  with  some  peniciliins  and  some  other  cephalo- 
sporins, transient  hepabtis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  repotted. 

• Other,  eosinophilia,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocytopenia  and  reversible 
intersbtial  nephritis. 

A^ormalities  in  laboratory  results  of  uncertain  etiology. 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neutropenia. 

• Rare  rejrorts  of  Increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Cecior 
and  Coumadin  concomitantly, 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 
creatinine. 

• Positive  direct  Coombs'  test. 

• False-positive  tests  lor  urinary  glucose  with  Benedict's 
or  Fehling’s  solution  and  Clinitest*  tablets  but  not  with 
Tes-Tape*  (glucose  enzymatic  test  strip,  Lilly), 
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Practice 

Management 

Services 


whether  you  practice  medicine,  teach  it, 
are  in  administration,  or  conduct  research — 
the  challenges  are  all  too  familiar.  To  suc- 
ceed, you  need  to  stay  a step  ahead.  You 
need  the  TMA  Advantage  offered  by  your 
Associations  practice  management  services. 

Texas  Medical  Associations  practice 
management  services  are  programs  offered 
within  the  Association  or  through  a 
company  whose  services  are  endorsed  by 
TMA.  All  services  are  carefully  evaluated, 
monitored,  and  competitively  pnced.  And 
she" Id  you  ever  have  a problem,  TMA  will 
work  with  the  company  to  help  resolve 
your  problem. 


Take  Advantage  of: 


Medicare  Maze,  Survival 
Manual  for  Physicians 

The  Survival  Manual  is  a user-friendly 
book  that  provides  practical  methods  for 
solving  or  avoiding  common  Medicare 
payment  and  claims  review  problems. 

Call  TMA  Ext.  209 


Texas  Physicians’ 
Retirement  Plan 


Created  by  Paine  Webber  especially  for 
members,  this  program  brings  flexibility 
convenience  and  cost-savings  to  retirement 
plan  services  for  you,  your  practice,  cltnic 
or  group. 

Call  TMA  Ext.  350 


Health  Care 
Collection  Service 


Patient  collections  is  a sensitive  issue; 
however,  this  program,  coordinated  with 
Patient  Financial  Services,  Inc.  a division  of 
Debt  Collectors,  Inc.  provides  a tactful, 
professional  approach  to  recover  your  fees. 


Call  TMA 


Ext.  350 


Medical  Equipment 
Leasing 

Provides  an  excellent  financing  alternative 
for  acquiring  medical,  computer  or  office 
equipment.  Coordinated  with  Bell  Atlantic 
Tri-Con,  members  benefit  from  lower  rates 
and  fast,  courteous  service. 

Call  TMA  Ext.  350 


Credit  Card  Program  for 
Patient  Payment 


Coordinated  with  First  City  Texas-Austin, 
this  program,  allows  your  practice  to 
accept  Visa/MasterCard  payment  from  your 
patients  while  simplifying  bookkeeping, 
billing  and  collection  procedures. 

Call  TMA  Ext.  350 


New!  MasterCard 
BusinessCard 

MBNA  offers  a TMA  credit  card  with  I 
benefits  of  the  Gold  MasterCard  - sp 
cally  developed  for  use  in  your  practi 
Call  TMA  Ek 

I 

Group  Insurance  Pll 

Premium-saving  plans  for  you,  your 
and  employees  include  major  medics 
disability,  life,  personal  accident  and 
office  overhead. 

Call  TMA  Ex 


Practice  Managemeij 
Workshops  | 

Special  workshops  are  available  to  yo| 
your  office  staff  to  help  you  stay  currti 
changing  reimbursement  procedures, 
prevention,  and  how  your  practice  cal 
function  more  efficiently  to  help  you  I 
direct  your  practices  growth.  Schedull 
workshops  include:  i 

Medicare  Series  j 

How  to  Get  Started  in  j 

Medical  Practice  j 

Workers’  Compensation  ! 

• Transition  to  Retirement 

■ Understanding  and  Improving  Th 

Party  Reimbursement  < 

Basic  ICD-9CM  Coding  ! 

Medical  Office  j 

Management  Institute  j| 

Marketing  Techniques  | 

Risk  Prevention  Skills 

■ What  Medical  School  Didn’t  Teaci 
About  the  Business  Side 

of  Practice  i 

Call  TMA  Ext 


advantage. 


Practice  Consulting 
w Services 

rvice  lets  you  work  with  practice 
ement  experts  to  devise  strategies  for 
^ your  practice.  TMA  coordinates 
Sivice  consulting  various  firms: 
likes  6?  Associates,  Inc.  (Medical 
Management);  Harold  Whittington 
jiciates  (Reimbursement  and 
are  Requirements);  Physician 
,xe  Network  (Buying/Selling  a 
je);  and  Reed  Tinsley  (Financial 
|s  of  Contractual  Agreements). 
iMA  Ext.  350 


Magazine  Service 

^ing  more  than  300  publications,  this 
is  coordinated  with  Subscription 
IS  and  allows  you  to  easily  order 
ines  at  special  Association  rates. 
iMA  Ext.  350 


Gold  MasterCard 

jd  through  Maryland  Bank  National 
jation  (MBNA),  the  Gold  MasterCard 
|:s  an  array  of  benefits  especially  for 
lation  members. 

IMA  Ext.  350 


Line  of  Credit 

lervice,  coordinated  with  NCNB 
National  Bank  and  designed  as  a 
lal,  unsecured  loan  program, 

'an  excellent  source  of  funds  for 
hexpected  emergency.  No  application 
lual  fee. 

I MA  Ext.  350 


Vi  Physician 

Placement  Service 


A joint  venture  of  the  Texas  Medical 
Association  and  the  Texas  Academy  of 
Family  Physicians,  TPPS  can  find  a practice 
opportunity  for  you  or  help  you  recant  a 
new  colleague  for  your  practice. 

Call  TMA  Ext.  263 


^ Entertainment 

Discounts 


Receive  reduced  rates  when  renting  cars 
from  Avis.  Additionally,  you  can  receive 
SeaWorld  discount  cards  for  you,  your 
family  and  your  staff. 

Call  TMA  Ext.  350 


Convenience.  Dependability.  Savings. 
Service.  These  are  the  basic  features  of  all 
practice  management  service  programs. 
Available  only  to  TMA  members,  these 
programs  are  an  excellent  value  that  can 
help  you  succeed  in  the  ever  changing 
medical  emironment. 

When  calling  any  of  the  TMA  endorsed 
companies,  be  sure  to  identify  yourself  as  a 
TMA  member  to  insure  the  best  service. 

Call  Today  (512)  477-6704 


Travel/CME 


TexasMedical 

Association 


TMA  develops  and  promotes  1 2 to  1 5 
international  travel  programs  each  year. 
The  trips  are  aaanged  through 
expenenced  international 
travel  organizations  and 
combine  both  travel 
and  medical 
seminar 
programs. 

Call  TMA 
Ext.  260 


PHYSICIANS  CARING  FOR  TEXANS 


HIV  symposium  will  cover 
advances  in  diagnosis  and 
management 

When  AIDS/HIV  specialists  from 
across  the  country  meet  at  TMA’s 
Annual  Session  in  Dallas  next  May, 
they  will  bring  news  of  advances  in 
diagnosis  and  treatment  of  HIV- 
related  disease.  They  also  will  tell 
their  physician  audience  to  look  for 
HlV-infection  everywhere,  especially 
where  they  least  expect  to  find  it. 
Experts  have  long  said  the  AIDS  epi- 
demic is  coming  to  your  town. 

These  six  physicians  say  it  has 
arrived  and  everyone  should  know 
how  to  recognize  it. 

Dallas  physician  Brady  L.  Allen 
says  the  stereotype  of  the  typical 
HIV-infected  patient  — the  homo- 
sexual male  or  needle-sharing  drug 
addict  — is  crumbling,  and  the  prac- 
ticing physician  must  know  how  to 
diagnose  and  initiate  therapy.  He  esti- 
mates that  “any  general  practitioner 
would  have  between  one  and  ten 
infected  patients”  in  his  or  her  prac- 
tice and  that  40%  of  infected  patients 
live  “outside  of  urban  centers.” 

Dr  Allen,  an  internist  who  has 
treated  approximately  350  patients 
with  AIDS  and  sees  about  1,300 
seropositive  patients,  will  alert 
physicians  to  early  manifestations  of 
HIV-related  illnesses,  including 
Pneumocystis  carinii  pneumonia. 
Early  diagnosis  and  intervention  is 
vital,  he  says.  “Once  you  allow  these 
patients  to  develop  full  blown  AIDS, 
it’s  almost  impossible  to  repair  their 
immune  systems.”  But  the  HIV- 
related  disease  “should  be  an  easily 
manageable  illness  for  the  primary 
care  doctor,  in  the  first  5 years  at 


Science  and 
Education 


least.”  Dr  Allen  is  an  associate  clini- 
cal professor  of  medicine  at  Baylor 
College  of  Medicine. 

This  emphasis  on  early  diagnosis 
and  treatment  is  echoed  by  others 
who  will  speak  at  the  May  1 1 sym- 
posium in  Dallas.  New  York  oncolo- 
gist/hematologist Stephen  C.  Mala- 
mud,  for  example, 
points  out  that 
early  diagnosis  is 
extremely  impor- 
tant in  the  control 
of  AIDS-related 
malignancies,  a 
topic  he  will  direct 
to  primary  care 
physicians  attend- 
ing the  symposium. 

In  the  case  of  Kaposi’s  sarcoma, 
the  clinician  should  know  that  early 
intervention  is  required  to  prevent 
uncontrolled  spread  of  the  disease. 
“You  don’t  want  to  see  people  who 
are  freckled  from  top  to  bottom  and 
then  attempt  to  achieve  some  sort  of 
cosmetic  palliation.  It’s  just  not 
doable,”  he  says. 

Bonnie  M.  Word,  MD,  a 
Newark,  NJ,  pediatrician  and  infec- 
tious disease  specialist  who  has  seen 
more  than  200  HIV-infected  chil- 
dren, expresses  concern  that  her 
audience  will  be  small  at  the  TMA 
symposium  because  most  physicians 
believe  pediatric  AIDS  is  a problem 
only  for  urban  pediatricians.  “The 
main  thing  for  me  is  that  it  (pedi- 
atric HIV  infection)  should  cross  a 
person’s  mind.  Even  though  the  pub- 
lic may  have  the  stereotypes,  I don’t 
think  a well  informed  physician 
should  fall  into  that.” 

Her  presentation  will  include 
early  markers  for  pediatric  AIDS, 
patient  counseling,  available  social 
services  for  infected  families,  experi- 
mental drugs,  and  care  by  primary 
care  physicians. 


Like  other  symposium  speakers, 
she  believes  all  pediatricians  will  see 
HIV-infected  children.  “They  may 
not  be  overwhelmed,”  she  says.  “We 
have  almost  200  kids  in  our  clinic.  I 
don’t  think  they’re  going  to  see  that 
by  virtue  of  where  they  are.  But  they 
may  have  one  or  two.” 

“Newark,  New 
York,  and  Miami 
are  the  cities  that 
have  the  highest 
number  of  reported 
cases.  And  unfor- 
tunately here  in  the 
hospital  we’re 
referred  to  as  AIDS 
doctors.  Just  by 
virtue  of  where 
we’re  located  we  see  a disproportion- 
ate amount  of  AIDS.” 

“It  can  be  a bit  overwhelming,  so 
it’s  somewhat  nice  for  the  day-to- 
day  management,  say  when  the  child 
gets  a fever,  to  have  the  pediatrician 
be  able  to  manage  it.  He  can  call 
you  up  and  let  you  know  that  the 
child  has  a fever  and  the  child  is  ill, 
but  it  doesn’t  automatically  mean 
that  ‘Oh,  the  child  has  a fever,  let  me 
call  and  send  him  over  to  you.’ 
Unfortunately  that’s  what  we’ve 
been  experiencing.  I mean  they’re 
not  keeping  the  patients  themselves. 
Once  they  hit  HIV  positive  they’re 
turfing  them  over.” 

San  Francisco  infectious  disease 
specialist  Mark  A.  Jacobson,  MD, 
will  discuss  six  of  the  opportunistic 
infections  that  plague  patients  with 
advanced  HIV-infection:  tuberculo- 
sis, disseminated  M avium  infection, 
cytomegalovirus  retinitis,  herpes 
simplex  virus,  cryptococcal  meningi- 
tis, and  toxoplasmic  encephalitis. 
These  infections,  he  says,  are  rela- 
tively easy  to  diagnose,  most  of 
them  are  treatable,  and  some  are 
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curable.  And  care  of  the  HIV- 
infected  patient  falls  within  the 
realm  of  internal  medicine,  he  says. 
“That’s  the  general  feeling  now  — 
that  it’s  part  of  internal  medicine,  so 
I think  the  trend  is  mainstreaming 
this  disease  in  terms  of  the  manage- 
ment of  it.” 

Symposium  speaker  Robert  L. 
Murphy,  MD,  a Chicago  infectious 
disease  specialist,  will  outline  the 
natural  history,  identification, 
workup,  and  treatment  of  the 
asymptomatic  HIV-infected  patient. 
Most  of  the  1 million  HIV-infected 
persons  in  the  US  do  not  have  AIDS 
and  are  asymptomatic,  he  says,  and 
their  physical  examination  findings 
are  normal,  except  for  minor  lym- 
phadenopathy.  His  presentation  will 
cover  immunologic  staging  of  HIV 
infection. 

Dallas  gastroenterologist  William 
C.  Santangelo,  MD,  coordinator  for 
the  May  symposium,  will  discuss 
gastrointestinal  manifestations  of 
HIV  infection.  Common  and  oppor- 
tunistic infections  may  affect  the 
intestinal  tract,  hepatobiliary  tree, 
and  pancreas,  he  says,  and  AIDS 
patients  may  present  with  gastroin- 
testinal tract  neoplasms. 

The  one-day  symposium  will  be 
sponsored  by  the  TMA  Council  on 
Annual  Session  and  Scientific  Pro- 
gramming and  will  offer  category  1, 
AMA  PRA  credit.  For  additional 
information  about  the  symposium, 
contact  the  Department  of  Annual 
Session  and  Scientific  Programming, 
Texas  Medical  Association,  1801  N 
Lamar  Blvd,  Austin,  TX  78701. 


THE 


CHilllEKe 


OF  MEDICINE 


High  school  students  learn  the 
challenge  of  medicine 


“Does  the  drama  of  emergency  medicine  excite  you?  Or  treating  ill  child- 
ren . . ,?  Or  maybe  you  like  the  idea  of  being  in  a rural  area  helping 
patients  . . .?  If  so,  medicine  could  be  the  career  for  you.” 

Thus  begins  a brochure  introducing  high  school  students  to  the  thrills, 
costs,  challenges,  and  lifestyles  of  physicians.  Produced  by  the  Committee  on 
Health  Careers,  the  brochure  has  been  distributed  by  TMA  Medical  Student 
Section  volunteers  who  attend  “college  night”  programs  and  “career  days”  at 
high  schools  throughout  the  state.  Approximately  2,500  of  the  brochures 
have  been  handed  out  to  students  or  requested  by  mail. 

To  order  a free  brochure,  write  to  the  Medical  Education  Department, 
Texas  Medical  Association,  1801  N Lamar  Blvd,  Austin,  TX  78701. 


Update: 

Insulin  1991 

Erie  A.  Orzeck,  MD,  Houston 
Terri  S.  Gieger,  Ri,  BSN,  Houston 

Insulin  therapy  in  the  1990s  offers 
the  physician  more  choices  than  have 
been  previously  available.  This  has 
taken  place  in  spite  of  the  fact  that 
there  are  only  two  companies  distri- 
buting insulin  in  the  LJnited  States  — 
Eli  Lilly  and  Novo  Nordisk,  the  lat- 
ter resulting  from  a merger  of 
Squibb-Novo  and  Nordisk.  Because 
of  the  merger,  it  is  anticipated  that 
some  of  the  “names”  of  the  insulin 
products  may  be  modified  over  the 
next  year.  The  purpose  of  this  article 
is  to  list  those  u-100  insulin  formu- 
lations currently  available. 

The  insulins  are  grouped  in  three 
categories  relating  to  their  expected 
duration  of  action  — short,  interme- 
diate, or  long.  Duration  of  action 
will  vary  for  many  reasons,  such  as 
insulin  species  utilized,  injection  site 
characteristics,  injection  technique, 
insulin  antibody  formation,  con- 
comitant use  of  medications,  and 
other  reasons  which  may  delay 


activity  following  injection  (the  most 
common  being  pregnancy).  In  addi- 
tion, recognized  individual  patient 
variation  must  also  be  taken  into 
account. 

All  listed  insulin  is  available  in  10 
mL  vials,  although  some  human 
insulin  is  available  in  cartridges  to 
be  used  in  pen-type  injection  devices. 
Currently  these  are  marketed  only 
by  Novo  Nordisk. 

Because  of  its  increased  anti- 
genicity when  compared  to  animal 
insulins,  human  insulin  is  currently 
recommended  for  patients  who  are 
receiving  insulin  for  the  first  time. 
Human  insulins  appear  to  have  a 
more  rapid  onset  of  action  than  ani- 
mal insulins  and  therefore  convert- 
ing from  another  species  of  insulin 
to  human  insulin  may  necessitate  a 
dosage  adjustment.  Previously, 
j human  and  purified  insulins  were 
I recommended  over  standard 
insulins.  However,  with  a marked 
decrease  in  the  amount  of  “impuri- 
ties,” primarily  pro-insulin,  found  in 
the  insulin  derived  from  animal 
sources,  there  is  little  difference 
between  the  conventional  insulins 
and  the  more  purified  formulations. 
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When  choosing  insulin  therapy, 
one  of  the  considerations  utilized  is 
cost.  Over  the  past  few  years  the 
cost  of  human  insulin  has  decreased 
so  that,  at  the  present  time,  the 
purified  animal  insulins  are  more 
expensive  than  the  human  formula- 
tions. The  less  purified  standard 
insulins  are  still  the  least  expensive, 
hut  the  differences  are  now  minimal. 

Quite  often  patients  are  asked  to 
mix  insulins  rather  than  give  sepa- 
rate injections  of  short-  and  interme- 
diate-acting insulin  or  short-  and 
long-acting  insulins.  Care  must  be 
taken  so  that  “contamination”  of 
either  of  the  vials  is  minimized. 
While  this  is  difficult  to  determine  in 
the  intermediate  and  long-acting 
vials  due  to  the  cloudy  nature  of  the 
insulin,  it  would  be  much  more 
apparent  in  the  case  of  the  short-act- 
ing vials  where  any  cloudiness 
would  indicate  contamination.  The 
pre-mixed  insulins,  in  a 70% 
NPH/30%  regular  ratio  may  help 
solve  this  problem;  however,  as  this 
is  a fixed  ratio,  these  pre-mixed 
insulins  may  not  meet  the  needs  of 
every  patient. 

Prior  to  use,  refrigeration  is  rec- 
ommended. However,  once  the  vial 
has  been  opened,  it  can  safely  be 
kept  at  normal  room  temperature, 
avoiding  temperature  extremes  such 
as  might  take  place  in  a bathroom, 
for  example.  The  manufacturers 
now  recommend  that  human  insulins 
be  kept  under  refrigeration. 

An  important  assessment,  which 
should  be  done  at  regular  intervals, 
is  to  ask  the  patient  to  bring  his  or 
her  insulin  vials  for  examination.  If 
the  patient  has  experienced  a sudden 
loss  of  glucose  control,  a simple 
visual  check  can  sometimes  solve 
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Insulin  preparations  on  the  US  market 

Time  activity;  short 

Product 

■ 'i- 

Manufacturer 

Species/source 

Humulin  Regular 

Eli  Lilly 

Eluman  (DNA) 

Htiinulin 

Eli  Lilly 

Human  (DNA) 

Novolin  Regular 

Novo  Nordisk 

Human  (semi-synthetic) 

Velosulin 

Novo  Nordisk 

Human  (semi-synthetic) 

Velosulin 

Novo  Nordisk 

Pork  (purified) 

Regular 

Novo  Nordisk 

Pork  (purified) 

Regular 

Novo  Nordisk 

Pork  (standard) 

Iletin  II  Regular 

Eli  Lilly 

Pork  (purified) 

Iletin  11  Regular 

EliLilly 

Beef  (purified) 

Iletin  I Regular 

EliLilly 

Beef/pork  (standard) 

* for  use  in  external  insulin  pumps 

Time  activity:  int^mediate 

Product 

Manufacturer 

Species/source 

Humulin  NPH 

EliLilly 

Human  (DNA) 

Humulin  Lente 

Eli  Lilly 

Human  (DNA) 

Novolin  Lente 

Novo  Nordisk 

Human  (semi-synthetic) 

Insulatard  NPH 

Novo  Nordisk 

Human  (semi-synthetic) 

Novolin  NPH 

Novo  Nordisk. 

Human  (serai-synthetic) 

Lente 

Novo  Nordisk 

Pork  (purified) 

NPH 

Novo  Nordisk 

Pork  (purified) 

Insulatard  NPH 

Novo  Nordisk 

Pork  (purified) 

Iletin  II  NPH 

Eli  Lilly 

Pork  (purified) 

Iletin  II  Lente 

EliLilly 

Pork  (purified) 

Iletin  n NPH 

EliLilly 

Beef  (purified) 

what  otherwise  might  have  been  a 
mystery.  NPH  insulin,  particularly 
in  the  human  form,  has  a tendency 
to  “frost”  the  vial,  which  is  due  to 
the  precipitation  of  the  active  form 
of  the  insulin.  This  creates  a dra- 
matic decrease  in  potency,  some- 
times to  as  little  as  20%  of  the  origi- 
nal strength,  with  resultant  loss  of 
glucose  control.  Frosting  appears  to 


be  due  to  a combination  of  heat  and 
agitation.  Insulin  is  a delicate  pro- 
tein, and  sometimes  carrying  a vial 
of  NPH  insulin  in  a pocket  or  purse 
for  a day  or  two  is  all  that  is  neces- 
sary to  initiate  this  process.  Patients 
should  be  informed  that  such  insulins 
must  be  discarded. 
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Time  activity:  intermediate  (continued) 

Product 

Manufacturer 

Species/source 

Iletin  II  Lente 

Lente 

NPH 

Semilente 

Iletin  I Semilente 

Iletin  I NPH 

Iletin  I Lente 

Eli  Lilly 

Novo  Nordisk 

Novo  Nordisk 

Novo  Nordisk 

Eli  Lilly 

Eli  Lilly 

Eli  Lilly 

Beef  (purified) 

Beef  (standard) 

Beef  (standard) 

Beef  (standard) 

Beef/pork  (standard) 
Beef/pork  (standard) 
Beef/pork  (standard) 

Time  activity:  long 

Product 

Manufacturer 

Species/source 

Humulin  Ultralente 

Iletin  II  PZI 

Iletin  II  PZI 

Ultralente 

Iletin  I Ultralente 

Iletin  I PZI 

Eli  Lilly 

Eli  Lilly 

Eli  Lilly 

Novo  Nordisk 

Eli  Lilly 

Eli  Lilly 

Human  (DNA) 

Pork  (purified) 

Beef  (purified) 

Beef  (standard) 

Beef/pork  (standard) 
Beef/pork  (standard) 

Mixtures: 

Product 

Manufacturer 

Species/source 

Humulin  70/30 

Mixtard  Human  70/30 
Novolin  70/30 

Mixtard 

Eli  Lilly 

Novo  Nordisk 

Novo  Nordisk 

Novo  Nordisk 

Human  (DNA) 

Human  (semi-synthetic) 
Human  (semi-synthetic) 
Pork  (purified) 

Eli  Lilly  has  addressed  the  issue 
of  product  identification  such  that 
color-coding  at  the  vial  stopper  now 
enables  the  user  to  identify  the  in- 
sulin species  being  utilized,  human 
versus  animal  sources.  Eurthermore, 
Eli  Lilly  is  also  using  symbols  to 
identify  the  type  (regular,  NPH, 


Lente,  etc)  of  their  human  insulins. 

It  is  expected  that  the  other  US  pro- 
ducer of  insulin.  Novo  Nordisk,  will 
soon  follow  this  lead. 


Wear  Your  Heart 
on  Your  Lapel 


New  from  the  TMA  Auxiliary, 
these  enameled  lapel  pins  display 
the  'Texas  Medicine  Cares" 
message  to  patients,  staff,  col- 
leagues, and  your  community. 


Attractive  enough  to  wear  every 
day,  the  pins  are  3/4"  high  and 
produced  in  red  and  white 
enamel  on  gold.  Cost  is  $3/ea. 

You  care.  Texas  Medicine  Cares. 
Now  you  can  wear  your  message 
on  your  lapel. 


Order  Form: 

Please  send 

"Texas  Medicine  Cares"  pins 
@ $3/each Total  $ 

Send  to: 


Name 


Address 


City/Zip 


Send  form  and  check  to: 

Lapel  Pins 

Texas  Medical  Association 
Auxiliary 

1801  North  Lamar,  Austin  78701 

Make  check  to  TMA  Auxiliary. 
Price  includes  tax  and  shipping. 
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BEAN 
AIR  FORCE 
PHYSICIAN. 


USAF 

Health  Professions 
“STAT”  Toll  Free 
1-800-423-USAF 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 
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From  the  employee-owners  of  Avis,  Inc.  for  members  of 

Texas  Medical  Association 

A 

Prescription 

For 

Extra  Room. 


As  a medical  as.sociation  member,  you’re  entitled  to  special  Avis 
rates  and  discounts  on  a wide  variety  of  well  equipped  GM  and 
other  fine  cars.  And  you  can  enjoy  special  Avis  offers,  too.  For 
example,  when  you  clip  and  present  this  ad  at  an  Avis  corporate  or 
participating  licensee  location  in  the  contiguous  U.S.,  you  can 
receive  a free  upgrade.  Just  reserve  an  Avis  Intermediate  (Group  C) 
or  Full  Size,  2-Door  (Group  D)  car  before  June  30,  1991,  and  you 
can  drive  out  in  a larger  car  — up  to  a Full  Size,  4-Door  (Group  E)  — 
at  no  extra  chzu’ge 

To  get  your  free  upgrade,  there  are  some  things  you  should  know. 
An  advance  reservation  with  request  for  upgrade  is  required.  Present 
this  ad  at  time  of  rental;  one  ad  per  rental.  Cars  and  car  groups  are 
subject  to  availability  and  cars  must  be  returned  to  the  renting 
location.  Renter  must  meet  standard  Avis  age,  driver  and  credit 
requirements.  This  offer  is  valid  through  June  30,  1991. 

For  reservations,  or  to  take  advantage  of  this  special  offer,  call  your 
travel  agent  or  the  Avis  Special  Promotion  reservation  number: 

1-80083 1-8000 

Be  sure  to  mention  your  Avis  Worldwide  Discount 
(AWD)  number:  A 729807 


Tc.xa.sMcdical 

Association 


AV/S 

Avis  features  GM  cars. 
Chevrolet  Lumina. 


Rental  Sales  Agent 
Instructions 
At  Check-out: 

• Enter  AWD729807 

• Assign  customer  a car  one  group 
higher  than  car  group  reserved. 
Maximum  upgrade  to  Group  E. 
Charge  for  car  group  reserved 

• In  CRN,  enter  Coupon  UUGA226 

• Complete  this  information; 

RA# 

Rental  location 

At  Car  Return: 

• Affix  to  copy  of  RA  and  submit  to 
WHQ- Direct  Mail, 
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Treat  Your  Practice  As  Well  As 
You  Treat  Your  Patients 

Control-o-fax  has  helped  over  5,000  Texas  practices: 


For  over  30  years,  Control-o-fax  representatives  have 
been  helping  health  care  professionals  increase  practice 
profits. 

Take  advantage  of  our  healthy  approach. 

Call  now  and  request  your  FREE  informative  booklet: 
“How  to  Maximize  Insurance  Reimbursement?” 


• Accelerate  cash  flow 

• Streamline  insurance  processing 

• Increase  staff  productivity 

• Have  more  time  to  treat  patients 

• Produce  meaningful  management  reports 

• Have  a more  efficient  records  control 

• Lower  paperwork  costs 

• Increase  patient  flow 

• Maximize  your  utilization  of  the  system 


IBM®  PS/2® 
Hardware 


Mifaif 

1-800-553-0011 


The  ControTo-fax 
Goniputer  SystenV" 


JUST  WHAT  THE 
DOCTOR  ORDER 


LEASING 


For  FREE  information  call  1-800-8 5 r8 


WE  ACCEPT  TRADE-INS 
LOW  MONTHLY  PAYMENTS 

GAPP  INSURANCE 
INCLUDED 

MEMBER:  NATIONAL  VEHICLE 
LEASING  ASSOCIATION 


APPLE 

Medical  Leasing 


NO  DOWN  PAYMENT 
NO  SECURITY  DEPOS! 
FREE  LOANER  CAR 
FREE  DELIVERY 


Puzzled? 


How  do  you  choose  who  can  provide  the  best  solution  to  your 
medical  liability  insurance  puzzle?  As  "Partners  in  Trust", 
TMLT  can  work  with  you  to  address  your  particular  medical 
liability  insurance  needs. 


Over  the  past  eleven  years,  TMLT  has 
carefully  constructed  a philosophy  of 
"Partners  in  Trust",  designing  our  prod* 
ucts  and  services  to  meet  changing  poli> 
cyholder  needs  in  a dynamic  liability 
environment.  At  the  same  time,  we  have 
remained  focused  on  the  fundamental 
concepts  that  make  us  strong  without 
compromising  our  unwavering  commit- 
ment to  our  policyholders.  Our  reputation 
has  been  built  on  the  sound  fundamentals 
of  stability,  integrity,  and  a value-added 
hands-on  approach  to  service. 


If  you  are  struggling  to  piece  together  o 
sound  medical  liability  insurance  pic- 
ture, compare  the  quality  and  scope  of 
TMLT's  products  and  services: 

e Reduced  Cost  Tail  Coverage 
• Opportunities  for  Premium  Discount 
e New  Master  Policy  Designed  for 
Groups 

e Strong  Claims  Management  and 
Defense 

e Loss  Prevention  Programs 
e Optional  Prior  Acts  Coverage 
e Non-assessable  Policies 


TEXAS  MEDICAL  LIABILITY  TRUST 


For  further  information,  contact  Marketing  and  Development,  P.O.  Box  14746,  Austin,  Texas  7876 1 

STATEWIDE  SERVICES  CENTER:  1-800-580-TMLT  Business  Offices:  512-454-6781 
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TMA  delegates  take  stands  on 
reimbursement,  patient  issues 

Reimbursement  problems  facing 
Texas  physicians  and  their  patients 
were  among  the  issues  considered  by 
Texas  Medical  Association’s  House 
of  Delegates  at  its  meeting  in  Austin, 
November  16-17,  1990. 

Among  the  recommendations 
and  resolutions  the  delegates 
approved  were: 

— Recommendations  in  a TMA 
report  on  Medicaid  policy.  The  re- 
port offers  strategies  for  improving 
the  Texas  Medicaid  Program,  such 
as  pursuing  significant  increases  in 
pediatric  and  primary  care  service 
payments.  (See  related  article, 
“Increases  proposed  in  Texas  Medi- 
caid pediatric  reimbursement,”  p 61.) 

— A recommendation  that  TMA 
submit  a resolution  to  the  AMA 
requesting  legislation  or  regulation 
requiring  Medicare  to  pay  physician 
and  hospital  costs  of  copying  medi- 
cal records  requested  by  Medicare. 
The  Texas  delegation  to  the  AMA 
was  scheduled  to  take  a resolution 
to  this  effect  to  the  AMA  House  of 
Delegates  in  December. 

— A recommendation  from  the 
Young  Physician  Section  that  TMA, 
through  legislative  efforts,  strongly 
oppose  “discrimination  in  reim- 
bursement practices  based  on  age  or 
years  in  practice.”  The  Medicare 
program  reduces  payment  to  new 
physicians  for  the  hrst  4 years  of 
practice. 

— A recommendation  that  TMA 
support  efforts  by  the  Texas  Depart- 
ment of  Human  Services  (TDHS)  to 
recruit  additional  qualified  practic- 
ing physicians  to  perform  on-site 
review  in  the  Medicaid  quality  and 
utilization  review  program.  A 


Medical  Economics 


related  recommendation,  which  also 
was  approved,  called  for  TDHS  to 
maintain  telephone  contact  review 
with  the  attending  physician,  in 
addition  to  on-site  review.  TDHS 
has  piloted  the  use  of 
practicing  physi- 
I cians  as  physician 
’ consultant 
reviewers  on- 
site at  hospi- 
tals. Response 
to  the  pro- 
gram has 
been  positive 
and  TDHS 
plans  to  man- 
date the  pro- 
gram statewide. 

— A recom- 
mendation that  TMA  request  the 
Health  Care  Financing  Administra- 
tion and  the  State  Board  of  Insur- 
ance to  provide  information  to 
beneficiaries  about  restrictions  on 
their  freedom  of  choice  of  physicians 
while  enrolled  in  an  HMO. 

— The  amended  final  report  of 
the  TMA  Task  Force  on  Indigent 
Health  Care. 

— A recommendation  that  TMA 
study  state  revenue  enhancement 
measurers  and  their  potential  effect 
on  the  cost  and  availability  of  medi- 
cal care  in  Texas.  This  recommenda- 
tion was  referred  to  the  TMA  Board 
of  Trustees  for  funding. 

— A recommendation  that  TMA 
seek  regulatory  or  legislative  action 
to  rescind  the  Medicaid  routine/ 
above  routine  utilization  parameter. 

— A recommendation  from  the 
Young  Physician  Section  that  TMA 
encourage  the  Medicaid  program  to 
revise  its  medications  policy  so 


beneficiaries  may  receive  all  neces- 
sary medications,  instead  of  the  cur- 
rently allowed  three  per  month. 

— A resolution  from  Dallas 
County  Medical  Society  request- 
ing that  TMA  ask 
Medicare  to  reverse 
its  policy  of  reim- 
bursing for  emer- 
gency visits  only 
when  they  are  per- 
formed in  an  emer- 
gency room  setting. 
— A resolution 
from  Harris  County 
Medical  Society 
requesting  TMA  to 
expand  its  investigations 
into  arbitrary  reductions  in 
payment  for  physician  services  by 
third  party  payors.  This  resolution 
was  referred  to  the  TMA  Board  of 
Trustees  for  funding. 

— A resolution  from  Merle  W. 
Delmer,  MD,  requesting  that  TMA 
initiate  discussions  with  private 
insurers  to  assure  that  state  medical 
societies  and  appropriate  specialty 
societies  are  consulted  regarding 
approval  of  coverage  on  proposed 
policy  changes  or  new  medical  pro- 
cedures. The  Texas  delegation  to  the 
AMA  was  scheduled  to  present  a 
similar  resolution  to  the  AMA 
House  of  Delegates  in  December. 

Among  the  recommendations 
and  resolutions  the  TMA  House  dis- 
approved was: 

— A resolution  from  Nueces 
County  Medical  Society  calling  for 
TMA  to  go  on  record  opposing  the 
implementation  of  codes  based  on 
time  spent  with  patients  in  a physi- 
cian’s office.  The  reference  commit- 
tee heard  testimony  that  time  should 
be  one  and  not  the  sole  criterion  for 
evaluating  visits. 
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Increases  proposed  in 
Texas  Medicaid  pediatric 
reimbursement 


A 35%  to  45%  increase  in 
Medicaid  pediatric  payment  rates 
for  four  primary  care  visit  codes  was 
proposed  in  November  by  Donald 
L.  Kelley,  MD,  director  of  the  Medi- 
caid program  in  Texas.  The  pro- 
posal came  at  a meeting  of  TMA’s 
Council  on  Socioeconomics. 

As  this  issue  went  to  press,  TMA 
had  accepted  the  proposal  and  rec- 
ommended implementation  as  soon 
as  possible. 

The  proposal  affects  four  CPT 
codes:  90050  (established  patient, 
office  visit,  routine),  90225  (initial 
hospital  visit,  normal  newborn), 
90250  (subsequent  hospital  visit, 
routine),  and  99152  (attend 
C-section). 

Under  the  proposal,  the  increased 
rates  would  be  paid  regardless  of  a 
physician’s  specialty,  for  services 
provided  to  Medicaid  recipients 
through  age  17.  The  proposed  rates 
represent  the  lowest  that  would  be 
paid  for  the  four  services;  a higher 
reimbursement  would  be  paid  to 
physicians  with  higher  profiles  for 
these  codes. 

The  proposal  to  raise  pediatric 
payment  rates  for  primary  care  visit 
codes  comes  after  months  of  discus- 
sions and  study  by  TMA,  the  Texas 
Pediatric  Society,  and  the  Medicaid 
program  into  ways  to  enhance 
access  to  pediatric  primary  care 
services. 

In  a letter  to  Dr  Kelley,  Frederick 
L.  Merian,  MD,  chairman  of  the 
TMA  Council  on  Socioeconomics, 


thanked  Dr  Kelley 
for  his  proposal  to  upgrade  the  four 
visit  codes,  and  asked  that  these 
upgrades  be  “only  the  beginning.” 
“We  urge  you  to  continue  to  review 
and  consider  upgraded  reimburse- 
ment for  additional  services  for 
pediatric  primary  care,”  he  wrote. 

Because  the  Medicaid  Depart- 
ment and  the  Texas  Department  of 
Human  Services  are  experiencing 
severe  financial  problems.  Dr  Kelley 
asked  TMA  for  support  in  request- 
ing additional  appropriations  from 
the  Legislative  Budget  Board.  The 
Medicaid  Department  has  a deficit 
of  $384  million  dollars  and  has  esti- 
mated it  will  run  out  of  appropria- 
tions by  April  or  May  1991. 

TMA  workshops  take  you  back 
to  class  the  easy  way 

Workshops  to  help  you  make  sense 
of  Medicare,  catch  up  on  changes  to 
the  Texas  Workers’  Compensation 
Program,  and  improve  your  practice 
management  skills  are  among  those 
scheduled  by  TMA  during  the  first 
quarter  of  this  year. 

Medicare 

During  February,  TMA  will  present 
a seminar  that  explores  how  legisla- 
tion about  Medicare  will  affect  your 
practice  in  1991  and  beyond.  The 
seminar  also  will  offer  strategies  for 


Texas  Medicaid  director 
Donald  L.  Kelley,  MD, 
asked  for  TMA’s  support 
for  additional  Medicaid 
appropriations. 


improving  practice  revenue.  Tenta- 
tive dates  and  locations  are: 


February  11 

February  12 

February  13 

February  14 

February  18 

February  19 

February  2D 

February  21 

El  Paso 

Workers’  Compensation 

Also  during  February,  a seminar  on 
the  Texas  Workers’  Compensation 
Program  will  teach  you  how  to  com- 
ply with  the  new  rules  and  regula- 
tions that  took  effect  January  1.  The 
role  of  the  AMA  Guide  to  the  Eval- 
uation of  Permanent  Impairment 
also  will  be  discussed. 

At  press  time,  dates  and  locations 
for  the  seminar  were  not  available. 

Risk  Management 

“Malpractice  Proof  Your  Practice,” 
a course  designed  by  TMA’s  Office 
of  Risk  Management  to  meet  the  15- 
hour  continuing  medical  education 
requirement  of  House  Bill  18  to  re- 
ceive a professional  liability  premium 
discount,  will  be  offered  in  Houston, 
February  28,  1991,  and  in  other 
cities  later  this  year.  For  further 
information,  see  the  article  on  risk 
management  seminars  on  page  33. 

Practice  Management 

“Improving  Your  Practice  Productiv- 
ity and  Performance  in  the  1990s”  is 
a 6-hour  workshop  that  includes 
information  about  “hands  on  man- 
agement,” time  management  tips, 
advice  on  motivating  employees, 
practice  marketing  tips,  cost  cutting 
measures,  ways  to  work  smarter 
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instead  of  harder,  and  employee 
compensation  formulas  that  work. 
Dates  and  locations  are: 

March  19 Houston 

March  20 San  Antonio 

March  21 Dallas 

For  more  information  about 
these  workshops,  call  the  TMA 
Department  of  Practice  Manage- 
ment Services  at  (512)  477-6704, 
ext  350. 
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OBRA  ’90: 
the  good  news 

David  Marcus,  PhD 

Director,  TMA  Health  Care 
Financing  Department 

In  the  aftermath  of  the  rancorous 
Congressional  debate 'over  the  1991 
federal  budget,  physicians  neverthe- 
less achieved  some  major  victories 
on  hassle  factor  issues  that  have 
plagued  them  and  their  office  staffs: 

• The  transfer  bill  that  Congress- 
man Greg  Laughlin  (D-TX) 
sponsored  was  included  in  the 
budget  reconciliation  bill.  These 
provisions  require  the  Inspector 
General  to  obtain  PRO  review  of 
patient  care  in  transfer  violation 
cases  so  that  the  barrier  of 


Relief  — finally  — from  a 3-year  hassle 

Way  back  in  August  1987,  a Texas  physician  complained  to  the  Medicare 
carrier  of  discrepancies  in  his  1987  Maximum  Allowable  Actual  Charges 
(MAAC)  Combined  Disclosure  Report.  Fie  asked  the  carrier  to  correct  the 
discrepancies  and  recalculate  the  MAAC  charge  limits. 

Of  particular  concern  was  the  MAAC  limitation  on  CPT  Code  90050 
(office  visit,  limited  service,  established  patient). 

Throughout  1988  and  1989,  correspondence  between  the  carrier  and  the 
physician  continued  concerning  the  methodology  the  carrier  had  used  to  cal- 
culate the  original  MAAC  and  the  documentation  required  from  the  physi- 
cian to  recompute  these  charge  limitations. 

Assuming  the  problem  finally  was  resolved,  the  physician  submitted  claims 
using  what  he  thought  were  the  accepted  MAAC  charges. 

In  August  1990,  he  received  a MAAC  violation  letter  from  the  carrier  and 
asked  TMA  to  take  an  active  role  in  solving  his  billing  difficulties. 

TMA  presented  the  accumulated  correspondence  and  documentation  at  a 
meeting  with  the  carrier.  After  review,  the  carrier  revised  their  original  deter- 
mination of  the  MAAC  for  the  procedure  in  question,  and  removed  the 
physician  from  the  violation  status  for  the  period  under  review. 

If  you  need  TMA’s  help  resolving  a problem  with  Medicare,  contact  Vat 
Coffey,  Division  of  Medical  Economics,  Texas  Medical  Association,  1801  N 
Lamar  Blvd,  Austin,  TX  78701. 


mandatory  peer  review  now 
stands  between  physicians  and 
the  Inspector  General’s  witch 
hunts.  (For  an  article  about 
TMA’s  role  in  the  transfer  bill, 
see  “Lawmaking  at  its  best,  with 
help  from  TMA,”  p 45.) 

• Much  of  the  AMA-sponsored 
hassle  factor  legislation  is  now 
law.  Physician  cross-coverage 
arrangements  are  now  permissi- 
ble; a practicing  physician  advi- 
sory council  will  be  formed  to 
review  Medicare  regulations 
before  they  go  into  force;  on  an 
experimental  basis,  six  Medicare 
carriers  will  release  their  comput- 
erized utilization  screens  that  flag 
claims  for  additional  review;  and 
a study  will  be  conducted  on 
whether  state  medical  societies 
should  be  given  official  status  in 
representing  physicians  before 
Medicare  carriers  on  issues  that 
affect  large  numbers  of  physicians. 

Perhaps  as  notable  as  these  two 
major  victories  is  the  relative 
absence  of  any  major  new  hassles  in 
the  Omnibus  Budget  Reconciliation 
Act  of  1990  (OBRA  ’90).  In  recent 
years,  every  Congressional  session 
has  resulted  in  new  regulatory 
requirements  that  increased  the  time 
and  effort  that  physicians  and  their 
office  staffs  had  to  spend  shuffling 
paper.  Mandatory  filing  of  all  Medi- 
care claims,  mandatory  assignment 
of  all  clinical  laboratory  services 
with  no  patient  copayments,  and  the 
self-referral  provisions  that  effec- 
tively end  physician  ownership  of 
clinical  laboratories  are  just  a sam- 
ple from  a list  that  goes  on  and  on. 

OBRA  ’90  is  a different  story. 
This  year.  Congressman  Pete  Stark 
(D-CA)  failed  to  get  his  pet  scheme 
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included  during  reconciliation:  at 
least  for  another  year,  physicians 
will  be  spared  from  taking  recer- 
tification exams  every  7 years  as  a 
condition  of  being  paid  by  Medicare. 

Moreover,  the  Congressional 
Medicare  agenda,  for  the  first  time 
since  the  inception  of  the  program, 
began  to  recognize  that  patient 
demand  is  a major  stimulus  for  the 
growth  of  program  expenditures. 

The  more  drastic  budget  summit 
measures  to  make  beneficiaries  bear 
a larger  portion  of  program  costs  for 
the  most  part  did  not  survive  the 
Congressional  rejection  of  the  sum- 
mit program.  But  in  succeeding 
years,  as  further  deficit  reduction 
measures  become  necessary,  Con- 
gress may  well  find  itself  revisiting 
the  alternative  of  asking  the  very 
large  portion  of  the  elderly  popula- 
tion that  is  in  comfortable  circum- 
stances to  pay  more  of  the  cost  of 
their  medical  benefits. 

Personal  Finance 

Structuring  charitable 
giving  for  tax 
advantages 

Duncan  E.  Osborne,  JD 
Robin  B.  Meyer,  JD 

Graves,  Dougherty,  Hearon  & Moody, 

Austin,  Texas. 

Estate  planners  recently  have  noted 
a renewed  interest  on  the  part  of 
many  clients  in  making  charitable 
gifts.  This  interest  appears  to  be 
inspired  by  a number  of  factors: 

1.  a desire  to  minimize  estate  taxes 
by  taking  advantage  of  charitable 
deductions; 


How  OBRA  ’90  affects  payments  to  Texas  physicians  in  1991 

The  Omnibus  Budget  Reconciliation  Act  of  1990,  passed  at  the  end  of  Octo- 
ber, affects  payments  to  physicians,  beginning  January  1,  by: 

• Increasing  payments  for  primary  care  services  2%  for  1991.  The  inflation 
adjustment  for  all  other  physicians’  services  is  eliminated  for  1991. 

• Cutting  payments  for  36  previously  identified  overvalued  procedures,  such 
as  hip  procedures,  breast  surgery,  and  pacemaker  procedures.  The  procedures 
were  cut  by  half  the  difference  between  current  and  expected  RBRVS  prices. 

• Cutting  by  6.5%  payments  for  a new  group  of  so-called  overvalued  proce- 
dures, about  20%  of  all  medical  services. 

• Freezing  at  1990  levels  payments  for  evaluation  and  management  (mainly 
hospital  visits  and  consultations)  and  some  other  services,  such  as  preven- 
tive medicine  visits  and  psychiatric  services. 

• Cutting  payments  to  radiologists  by  as  much  as  9.5%;  to  anesthesiologists 
by  as  much  as  15%;  and  to  pathologists  by  7%. 

• Limiting  the  clistomary  charges  of  new  physicians  in  1991  to  80%,  85%, 
90%,  and  95%  (of  the  amount  otherwise  payable)  in  the  first  through 
fourth  years  of  practice. 

• Reducing  payments  for  most  assistant-at-surgery  services.  Payments  for 
assisting  at  procedures  where  assistants  are  used  less  than  5%  of  the  time 
were  eliminated. 

• Limiting  payments  for  the  technical  component  of  certain  diagnostic  tests. 
After  January  1,  1992,  no  separate  payment  will  be  made  for  the  routine 
interpretation  of  EKGs  performed  in  conjunction  with  a visit  or  consultation. 

• Restricting  to  140%  the  balance-billing  limits  for  evaluation  and  manage- 
ment services.  A 125%  limit  applies  to  all  other  physicians’  services  in  1991. 

• Raising  the  floor  on  prevailing  charges  for  primary  care  services  from  50% 
to  60%  of  the  national  average  prevailing  charge. 


2.  an  increase  in  the  number  of 
childless  families  with  no 
“blood”  heirs  or  other  close  rela- 
tives to  whom  they  wish  to  leave 
property; 

3.  a reduced  need  to  provide  for 
self-sufficient  adult  children  due 
to  longer  life  expectancies;  and 

4.  decreased  funding  for  charities 
due  to  cutbacks  in  government 
and  other  funding. 

Since  tax  policy  favors  charitable 
gifts,  the  giving  methods  available  to 
a charitably  minded  donor  are  varied 
and  flexible.  While  estate  planning 
often  involves  testamentary  gifts,  it 
is  important  to  remember  that  gifts 
made  to  charity  during  a donor’s 
lifetime  can  provide  income  tax  de- 
ductions as  well  as  estate  tax  savings. 


Outright  gifts 

The  most  common  type  of  gift  is  an 
outright  gift  of  property,  which  may 
be  cash,  securities,  real  estate,  life 
insurance,  or  art,  antiques,  and  other 
valuables.  Outright  gifts  can  be 
made  by  will  or  by  lifetime  donation. 

Since  many  people  at  some  point 
have  contributed  money  or  property 
to  a charity,  most  know  that  donors 
can  obtain  an  income  tax  deduction 
for  a lifetime  gift  to  charity."'  What 

A donor  must  offset  the  value  of  any  benefit 
received  from  the  charity  (other  than  items  of 
quite  nominal  value)  against  the  value  of  the 
property  donated  in  order  to  compute  the 
income  tax  charitable  deduction.  Thus,  if  a 
donor  receives  a sweatshirt  valued  at  $10  as  a 
premium  for  a gift  of  $60,  the  donor  can 
claim  a deduction  of  only  $50.  Recent  IRS 
publications  indicate  a stepped-up  level  of 
scrutiny  and  enforcement  in  this  area. 
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is  not  generally  known,  however,  is 
that  a gilt  of  highly  appreciated  pro- 
perty (securities,  for  example)  may 
he  preferable  to  a cash  gift.  If  the 
donor  has  owned  the  donated  prop- 
erty for  more  than  12  months,  the 
donor  can  claim  an  income  tax  de- 
duction for  the  full  fair  market  value 
of  the  property,  regardless  of  the 
income  tax  “basis”  in  the  property. 

The  following  example  illustrates 
the  impact  of  this  rule.  A donor 
bought  100  shares  of  X Corp  in 
1970  at  $10  per  share.  Therefore, 
the  “basis”  for  purposes  of  comput- 
ing taxable  gain  on  the  sale  of  the 
stock  is  $1,000.  In  1990,  the  donor 
still  owns  the  100  shares  of  X Corp, 
but  the  stock  is  now  worth  $100  per 
share.  The  donor  decides  to  make  a 
gift  of  $10,000  to  charity.  If  the 
donor  makes  a gift  of  $10,000  in 
cash,  the  gift  results  in  an  income 
tax  charitable  deduction  of  $10,000, 
but  the  donor  is  also  out  $10,000  in 
liquid  assets.  However,  a gift  of  the 
X Corp  stock  also  produces  an 
income  tax  charitable  deduction  of 
$10,000,  even  though  the  donor 
only  paid  $1,000  for  the  stock.  $ince 
the  charity  that  receives  the  gift  is 
tax  exempt  and  therefore  not  subject 
to  the  capital  gains  ta.x,  it  can  sell 
the  stock  and  realize  $10,000  from 
the  gift.f 

A further  twist  on  this  example 
illustrates  the  favorable  tax  treat- 
ment of  the  charity.  The  worst  thing 
the  owner  of  the  X Corp  stock  can 
do  is  sell  the  stock  and  give  the  pro- 
ceeds to  the  charity.  If  the  donor 
sells  the  stock,  he  or  she  will  gain 


t The  gift  to  charity  of  the  appreciated  stock- 
does  not,  by  itself,  constitute  a disposition 
that  triggers  a capital  gain. 
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$90  per  share  ($100  - $10  = $90), 
and  will  owe  income  tax  of  about 
$25  for  each  share  sold.  Since  the 
donor  would  net  only  $75  per  share 
from  the  sale,  the  total  proceeds 
would  be  $7,500.  The  donor  would 
have  to  make  up  the  remaining  por- 
tion of  the  $10,000  gift  out  of  cash 
or  other  assets.  By  selling  the  stock 
rather  than  giving  it  to  charity,  the 
donor  “lost”  $2,500  in  deductions 
and  $2,500  that  could  have  gone  to 
charity  went  to  the  IRS  instead. 

This  favorable  treatment  of  gifts 
of  long-term  capital  gain  property 
(ie,  property  owned  more  than  12 
months)  applies  to  gifts  of  securities, 
closely  held  stock,  real  estate,  col- 
lectibles, art,  antiques,  and  jewelry. 

Life  insurance 

A special  type  of  outright  gift  often 
overlooked  by  potential  donors  is  a 
gift  of  a life  insurance  policy.  Gifts 
of  life  insurance  policies,  particu- 
larly paid  up  policies,  are  popular 
with  donors  who  no  longer  need  the 
policy  for  family  security.  If  a donor 
makes  a gift  of  a paid  up  policy,  the 
donor  receives  an  income  tax  deduc- 
tion roughly  equal  to  the  replace- 
ment cost  of  the  policy. 

A donor  also  may  purchase  a 
new  life  insurance  policy  on  his  or 
her  life  and  donate  the  policy  to 
charity.  The  donor  then  pledges  to 
make  the  premium  payments  on  the 
policy  until  the  policy  is  paid  up. 

The  donor  receives  an  income  tax 
charitable  deduction  for  each  pre- 
mium payment.  In  this  way,  a donor 
can  afford  to  make  a gift  of  the  face 
amount  of  the  policy,  although  the 
donor’s  cash  outlay  for  the  annual 
premium  payments  will  total  consid- 
erably less  than  the  amount  the 
charity  ultimately  will  receive. 


Gifts  that  increase  a donor’s  current  income 

Donors  can  make  gifts  to  charity 
that  permit  the  donor  to  retain  an 
interest  in  the  income  from  the 
donated  property.  Estate  planners 
have  found  these  gifts  useful  options 
for  retirement  planning  for  certain 
clients,  particularly  those  who  either 
are  not  eligible  to  deduct  contribu- 
tions to  an  IRA  or  who  have 
reached  their  maximum  limit  on 
contributions  to  Keogh  plans.  The 
main  vehicles  for  this  type  of  gift  are 
charitable  remainder  trusts  and 
charitable  gift  annuities. 

Charitable  remainder  trust 
Linder  a charitable  remainder  trust 
arrangement,  the  donor  gives  prop- 
erty to  a charity  to  hold  in  trust.  The 
donor  (or  designated  beneficiary) 
receives  a percentage  of  the  value  of 
the  trust  (at  least  5%)  for  life  or  for 
a set  term  of  years.  At  the  bene- 
ficiary’s death  (or  at  the  end  of  the 
trust  term,  if  earlier),  the  charity 
receives  the  property  remaining  in 
the  trust.  As  with  an  outright  gift, 
the  donor  receives  an  income  tax 
deduction  for  a lifetime  gift  to  a 
charitable  remainder  trust.  The 
value  of  the  deduction  depends  on 
the  amount  of  the  gift,  the  amount 
of  the  income  stream  that  the  donor 
retains,  and  the  prevailing  interest 
rate  at  the  time  the  gift  is  made. 

$ince  the  charity  must  actually 
assume  responsibility  for  managing 
the  assets  of  a charitable  remainder 
trust  and  paying  the  income  to  the 
trust  beneficiary,  most  charities 
require  a sizeable  contribution 
before  taking  on  the  responsibility 
of  the  trust. 

The  advantages  of  making  chari- 
table gifts  with  appreciated  prop- 
erty, as  discussed  above,  also  can 
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apply  to  charitable  remainder  trusts. 
A charitable  remainder  trust  can  sell 
low-yielding,  appreciated  property 
without  paying  tax  on  any  capital 
gain  and  reinvest  the  full  amount  of 
the  proceeds  to  generate  income.  On 
the  other  hand,  if  the  donor  were  to 
sell  the  appreciated  property  and 
reinvest  the  proceeds  to  produce 
higher  income,  income  tax  would  be 
due  on  the  gain  realized  in  the  sale, 
thus  reducing  the  amount  of  prop- 
erty available  for  reinvestment. 

This  advantage  may  become  increas- 
ingly significant  if  income  tax  rates 
(including  capital  gain  rates)  rise,  as 
has  been  the  case  in  the  most  recent 
tax  law  amendments. 

Charitable  gift  annuity 
A donor  who  purchases  a charitable 
gift  annuity  contributes  property  to 
a charity  and  in  return  receives  a set 
dollar  amount  to  be  paid  by  the 
charity  for  a period  of  years  or  for 
the  donor’s  lifetime.  The  amount  of 
the  annuity  is  established  at  the  time 
of  the  gift  and  depends  upon  the 
donor’s  age  and  the  prevailing  inter- 
est rate  at  the  time  of  the  gift.  The 
donor  receives  an  income  tax  deduc- 
tion for  a lifetime  gift  made  in 
exchange  for  the  charitable  gift 
annuity  and  can  increase  the  amount 
of  the  deduction  by  deferring  the 
payment  of  the  annuity  by  some 
period  of  years. ^ 


^ Note  that,  unlike  many  other  forms  of 
charitable  gifts,  a donor  who  contributes 
appreciated  property  in  exchange  for  a chari- 
table gift  annuity  must  recognize  the  gain  on 
the  property  as  income. 


Charitable  lead  trust 
A donor  also  can  establish  a charita- 
ble lead  trust,  which  is  a “mirror” 
of  the  charitable  remainder  trust  in 
that  the  charity  receives  benefits  from 
the  trust  for  a set  period  of  years 
after  which  the  remaining  trust  pro- 
perty is  distributed  to  designated 
beneficiaries.  The  charitable  lead 
trust  may  allow  a donor  to  transfer 
property  to  children  or  more  remote 
descendants  with  little  transfer  tax 
cost.  Consequently,  the  charitable 
lead  trust  can  be  an  attractive  tax- 
saving vehicle  for  donors  who  wish 
to  postpone  receipt  of  an  inheritance 
by  their  children  or  grandchildren. 
The  disadvantage  of  the  charitable 
remainder  trust  is  that  the  donor  and 
his  or  her  family  members  lose  the 
benefit  of  owning  the  property  dur- 
ing the  term  of  the  charitable  trust. 

Conclusion 

Donors  who  are  considering  charita- 
ble gifts  will  find  the  development 
officers  of  charities  most  helpful  in 
providing  details  regarding  these 
charitable  giving  vehicles  and  how  a 
gift  to  a particular  charity  might 
work.  Before  making  any  substantial 
gift,  a donor  should  consult  an 
estate  planning  or  tax  professional 
regarding  the  tax  advantages  of  vari- 
ous methods  of  structuring  the  gift. 
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Risk  Management 
Workshops 

Passage  of  the  Omnibus  Health  Care 
Rescue  Act,  House  Bill  18,  created  a state 
liability  indemnification  program  entitling 
physicians  to  liability  premium  discounts.  To 
be  eligible  for  a discount,  the  physician  must 
meet  the  following  requirements  during  the 
term  of  his/her  policy:  (1)  provide  10  percent 
or  more  chanty  care  as  defined  by  HB18 
(Medicaid  is  included),  (2)  maintain  a 
$100,000/$300,000  professional  liability 
policy,  and  (3)  complete  15  hours  continuing 
education  in  risk  management  and  patient 
safety  In  addition,  the  physician  must 
apply  for  the  discount  30  days  before  the 
term  of  the  policy. 


Malpractice  Proof 
Your  Practice 

An  all  new  loss  awareness/malpractice 
prevention  seminar  and/or  independent  study 
system  designed  to  assist  physicians  in 
meeting  the  entire  15  hour  continuing 
education  requirement  of  House  Bill  18. 

Program  Highlights: 

• The  Most  Frequent  and  Severe  Malpractice 
Allegations  By  Specialty 

• Why  “Medication  Errors”  Cost  Physicians 
Over  $34  Million  in  1989 

• Advice  from  Texas  Physicians  Who  Have 
Practiced  Over  20  Years  and  Have  Never 
Be?n  Sued 

• Risk  Prevention  Tips  From  Successful 
Plaintiff  Attorneys 

Billing  Procedures  and  Risk 
Exposure 

• The  National  Practitioner  Data 
Bank — Trial  or  Settle? 

• Release  and  Retention  of 
Medical  Records 

• From  Deposition  to  the 
Courtroom 

Managing  Your  Staff  to  Control  Liability 
Exposure 

Dealing  with  Difficult  Patients 


Malpractice  Proof  Your  Practice  will  be  held 
in  twelve  locations  throughout  1991.  Please 
contact  the  Office  of  Risk  Management  for 
information  about  provisions  of  House  Bill  18 
or  for  additional  information  about  a progran] 
in  your  area. 


February  28 
March  14 
March  28 
April  24 
April  25 
May  9 
May  23 
May  30 


Houston 
Fort  Worth 
Corpus  Chnsti 
San  Antonio 
Amarillo 
Dallas 
Beaumont 
El  Paso 


To  register,  call 

TMA  Office  of  Risk  Management: 
(512)  477-6704,  Ext.  3.51. 
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ixjRA  Strength 

PAIN  mar 

WITHOUT 


. . . Excellent  patient  acceptance 

• Few  reported  side  effects^ 

Pain  relief  that  lasts 

• Four  to  six  hours  of  extra  strength  pain  relief 

The  heritage  of  VICODIN"  ^^ 

• VICODIN  is  the  24th  most  frequently 
prescribed  medication  in  America.^ 


n/icodii 


(hydrocodorve  bltorrrole  5mg  [Warning  May  be  habit  formir^) 
and  ocefominophen  500  mg) 


~vicodinl£S 


(2 


(hydfocodone  brtortrate  7 5mg  [Wotning  May  be  hobrt  lofming] 
and  ocetaminophen  750  mg) 


INDICATIONS  AND  USAGE;  For  the  relief  of  moderate  to  moderately 
severe  pain 

CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or 
hydrocodone 

WARNINGS; 

Allergic-Type  Reactions:  VICODINA/ICODINESTablels  contain  sodium 
metabisulfite,  a sulfite  that  may  cause  allergic-type  reactions  Including 
anaphylactic  symptoms  and  iife-threatening  or  less  severe  asthmatic 
episodes  in  certain  susceptible  people 

Respiratory  Depression;  At  high  doses  or  in  sensitive  patients, 
hydrocodone  may  produce  dose-related  respiratory  depression. 

Head  injury  and  Increased  Intracranial  Pressure;  The  respiratory 
depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospi- 
nal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury  other  intracranial  lesions  or  a preexisting  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions;  The  administration  of  narcotics  may 
obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal 
conditions. 

PRECAUTIONS; 

Special  Risk  Patients:  VICODINA/ICODIN  ES  Tablets  should  be  used 
with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  dis- 
ease, prostatic  hypertrophy  or  urethral  stricture 
Cougn  Reflex:  Hydrocodone  suppresses  the  cough  reflex,  as  with  all 
narcotics,  caution  should  be  exercised  when  VICODINA/ICODIN  ES  Tab- 
lets are  used  postoperatively  and  in  patients  with  pulmonary  disease. 
Drug  Interactions : Patients  receiving  other  narcotic  analgesics,  antipsy- 
chotics,  antianxiety  agents,  or  other  CNS  depressants  (including  alconol) 
concomitantly  with  VICODIN/VICODIN  £5  Tablets  may  exhibit  an  additive 
CNS  depression.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants 
with  hydrocodone  preparations  may  increase  the  effect  of  either  the 
antidepressant  or  hydrocodone  The  concurrent  use  of  anticholinergics 
with  hydrocodone  may  produce  paralytic  ileus. 

Usage  in  Pregnancy; 

Teratogenic  Effects:  Pregnancy  Category  C.  Hydrocodone  has  been 
shown  to  be  teratogenic  in  hamsters  when  given  in  doses  700  times  the 
human  dose  There  are  no  adequate  and  well-controlled  studies  in 
pregnant  women,  VICODIN/VICODIN  ES  Tablets  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nonteratogenic  effects;  Babies  born  to  mothers  who  have  been  tak- 
ing opioids  regularly  prior  to  delivery  will  be  physically  dependent.  The 
withdrawal  signs  include  Irritability  and  excessive  crying,  tremors,  hyper- 
active reflexes,  increased  respiratory  rate,  increased  stools,  sneezing, 
yawning,  vomiting,  and  fever 

Labor  and  Delivery:  Administration  of  VICODINA/ICODIN  ES  Tablets  to 
the  mother  shortly  before  delivery  may  result  in  some  degree  of  respira- 
tory depression  in  the  newborn,  especially  if  higher  doses  are  used. 
Nursing  Mothers;  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk  and 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  VICODIN/VICODIN  ES  Tablets,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
importance  of  the  drug  to  the  mother. 

Pediatric  Use;  Safety  and  effectiveness  in  children  have  not  been 
established, 

ADVERSE  REACTIONS: 

The  most  freouently  observed  adverse  reaaions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These  effects  seem  to  be  more 
prominent  in  ambulatory  than  in  nonambulatory  patients  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down.  Other 
adverse  reactions  include: 

Central  Nervous  System : Drowsiness,  mental  clouding,  lethargy,  impair- 
ment of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  psy- 
chic dependence  and  mood  changes. 

Gastrointestinal  System;  The  antiemetic  phenothiazines  are  useful  in 
suppressing  the  nausea  and  vomiting  which  may  occur  (see  above); 
however,  some  phenothiazine  derivatives  seem  to  be  antianalgesic  and 
to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  while 
other  phenothiazines  reduce  the  amount  of  narcotic  required  to  produce 
a given  level  of  analgesia.  Prolonged  administration  of  VICODINA/ICODIN 
ES  Tablets  may  produce  constipation 

Genitourinary  System;  Ureteral  spasm,  spasm  of  vesical  sphinaers 
and  urinary  retention  have  been  reported 
Respiratory  Depression;  Hydrocodone  bitartrate  may  produce  dose- 
related  respiratory  depression  by  acting  directly  on  the  brain  stem  respi- 
ratory center.  Hydrocodone  also  affects  tne  center  that  controls  respiratory 
rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  significant 
respiratory  depression  occurs,  it  may  m antagonized  oy  the  use  of 
naloxone  hydrochloride  Apply  other  supportive  measures  when  indicated. 
DRUG  ABUSE  AND  DEPENDENCE; 

VICODIN/VICODIN  ES  Tablets  are  subject  to  the  Federal  Controlled  Sub- 
stance Act  (Schedule  III).  Psychic  dependence,  physical  dependence,  and 
tolerance  may  develop  upon  repeated  administration  of  narcotics;  there- 
fore, VICODIN/  VICODIN  ES  Tablets  should  be  prescribed  and  adminis- 
tered with  caution. 

OVERDOSAGE: 

Acetaminophen  Signs  and  Symptoms:  In  acute  acetaminophen  over- 
dosage, dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most 
serious  adverse  effect  Renal  tubular  necrosis,  hypoglycemic  coma,  and 
thrombocytopenia  may  also  occur.  Early  symptoms  following  a poten- 
tially hepatotoxic  overdose  may  include:  nausea,  vomiting,  diaphoresis 
and  general  malaise.  Clinical  and  laboratory  evidence  of  hepatic  toxicity 
may  not  be  apparent  until  48  to  72  hours  post-ingestion 
Hydrocodone  Signs  and  Symptoms:  Serious  overdose  with 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease  in 
respiratory  rate  and/or  tidal  volume,  Cheyne-Stokes  respiration,  (cyano- 
sis), extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  muscle 
flaccidity,  cold  and  clammy  skin,  and  sometimes  bradycardia  and  hypo- 
tension In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest 
and  death  may  occur. 
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Let’s  talk  convenience!  At  the  1 991  Annual  Session, 
you  can  meet,  eat,  sleep,  listen,  vote,  shop  and  even  exercise 
all  under  the  same  roof-at  the  luxurious  Loews  Anatole 
Hotel  in  Dallas.  And  if  you're  a TMA  member,  the  confer- 
ence registration  is  free. 

You  can  spend  a lot  of  time  trying  to  find  meetings  with 
nationally  recognized  medical  researchers  and  speakers 
like  these,  or  you  can  hear  them  at  Annual  Session-for 
free. 

♦ Greorge  Pickett,  M.D.,  The  University  of  Michigan 
“The  Future  of  Local  Public  Health” 

♦ John  A,  Robertson,  J.D.,  The  University  of  Texas  at  Austin 
“Euthanasia:  Active  vs.  Passive” 

♦ Mark  A,  Warner,  M.D.,  Mayo  Clinic,  Minn. 

“Perioperative  Risk  and  Care  of  Geriatric  Patients” 

You  can  spend  a lot  of  time  searching  for  the  CME  credit  you 
need,  or  you  can  attend  Annual  Session-for  free. 

♦ Choose  among  275  hours  of  Category  1 AM  A PRA  credit 

You  can  be  an  armchair  quarterback  about  your  frustrations 
with  medicine,  or  you  can  attend  Annual  Session. 

♦ Participate  in  House  of  Delegates  reference  committee  hearings 

You  can  miss  out  on  state-of-the-art  health-care  products 
and  medical  techniques,  or  you  can  attend  Annual  Session. 

♦ Visit  200  technical  and  scientific  exhibits 

Don’t  get  left  out.  Get  under  the  roof. 
Register  TODAY  in  Texas  Medicine, 


For  more  details,  call 

TMA’s  Annual  Session  and  Scientific  Programming  Dept.,  (512)  477-6704. 
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A Unil  of  BASF  K&F  Corporation 
Whippany  New  Jersey  07981 
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BASF  Group 


All  dressed  up  and 
no  place  to  go. 

A student  who  not  only  meets  but 
exceeds  the  demands  of  high  school 
deserves  to  go  to  college.  But  if  he 
doesn’t  have  the  money,  he  won’t  be 
going  anywhere. 

Please  help  by  sending  your  check 
to  the  United  Negro  College  Fund, 

500  East  62nd  Street,  New  York, 

NY  10021. 

United  Negro  College  Fund. 

A Mind  Is  A Terrible  Thing  To  Waste. 


YOCONT 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B -adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon » is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ^ 'S  '*  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks,  3 
How  Applied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  f'"" 

53159-001-10. 
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We  wrote  the  book  on  malpractice  insurance. 
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malpractice  insurance. 
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settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
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1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 


In  San  Antonio: 

Bill  Sweet 
(512)  525-0152 


Texas  Medicine 
Volume  87  No.  1 
January  1991 


Contents 

72  Medical  ethics  in  Texas:  concepts,  issues, 
and  resources 

Henry  S.  Perkins,  MD 

77  Medical  ethics  reflected  in  codes  of  ethics: 
the  Hippocratic  Oath  and  the  1980 
AMA  code  compared 

Stanley  J.  Reiser,  MD,  PhD 

82  Religion  and  medicine:  interfaces  that  matter 

Jack  L.  Stotts,  BD,  MA,  PhD 

87  Medical  practice  as  a public  trust 

Ronald  A.  Carson,  PhD 


^ Te?i 

tt 


TexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


71 


Ethical  issues  pervade  medicine,  and 
no  practicing  physician  can  avoid 
them.  The  physician  must  be  able  to 
recognize  ethical  issues  in  his  prac- 
tice, analyze  them  critically,  and 
resolve  them  properly.  Because  these 
issues  will  arise  even  more  fre- 
quently and  become  even  more 
complex  in  the  1 990s  than  before, 
Texas  Medicine  is  devoting  the 
Journal  sections  in  its  January  and 
February  editions  to  ethical  issues  in 
medical  practice.  This  opening  arti- 
cle outlines  the  factors  exacerbating 
medical  ethics  issues  in  recent 
decades,  describes  the  medical  ethics 
teaching  and  research  programs  in 
Texas,  and  introduces  the  other  arti- 
cles in  the  series. 


Dr  Perkins,  Division 
of  General  Medicine, 
Department  of  Medicine, 
The  University  of  Texas 
Health  Science  Center 
at  San  Antonio.  Send 
reprint  requests  to  Dr 
Perkins,  Division  of 
General  Medicine, 
Brady-Green  Com- 
munity Health  Center, 
do  Medical  Center 
Hospital,  4502  Medical 
Drive,  San  Antonio,  TX 
78229-4402. 


Medical  ethics  in  Texas:  concepts,  issues, 
and  resources 

Henry  S.  Perkins,  MD 


Ethical  issues  pervade  medical 
practice.  In  the  1990s,  prac- 
ticing physicians  will  face  eth- 
ical issues  such  as  these:  Should  the 
physician  stop  tube  feedings  on  a 
permanently  comatose  adult? 

Should  the  physician  act  on  the  par- 
ents’ request  to  stop  mechanical  ven- 
tilation for  their  handicapped 
infant?  May  the  physician  transfer 
to  a public  clinic  a longtime  private 
patient  who  has  recently  lost  his  job 
and  health  insurance?  May  the 
physician  refuse  to  perform  elective 
surgery  on  a patient  with  AIDS? 
Should  the  physician  report  a col- 
league suspected  of  abusing  drugs? 

These  ethical  issues  are  conflicts 
of  values  about  what  to  do.  Ethical 
issues  arise  because  the  values  of  the 
physician  trying  to  serve  a patient’s 
best  interests  often  differ  from  the 
values  of  the  patient. 

Factors  exacerbating  medical 
ethics  issues  in  recent  decades 

Five  factors  have  exacerbated  the 
differences  between  physicians’  val- 
ues and  patients’  values  in  recent 
decades.  First,  medical  technology 
has  provided  great  power  to  correct 
pathophysiologic  processes  and  to 
cure  many  diseases.  Yet  this  technol- 
ogy has  also  created  new  risks  for 
patients  and  has  alienated  patients 
from  those  doctors  who  focus  too 
much  on  the  technology.  Second,  the 
legal  doctrine  of  informed  consent 
and  the  patients’  rights  movement 
from  the  1960s  and  1970s  have 
given  patients  more  decision-making 
power  in  medical  matters  than  ever 
before.  When  they  make  decisions 
for  themselves,  patients  may  some- 
times make  decisions  that  conflict 


with  their  doctors’  opinions  about 
what  is  best.  Third,  cost  contain- 
ment initiatives  from  the  1980s  — 
particularly  prospective  review  of 
services  and  reimbursement  by  diag- 
nosis-related groups  — have  created 
great  tensions  within  health  care 
institutions  and  in  the  physician- 
patient  relationship.  The  interests  of 
the  physician  often  become  pitted 
against  those  of  the  patient.  This 
conflict  has  eroded  the  trust  between 
physician  and  patient  (1).  Fourth, 
physicians  have  begun  to  feel  sus- 
ceptible to  the  presently  incurable, 
lethal  infection  with  the  human 
immunodeficiency  virus  (HIV).  That 
feeling  of  susceptibility  makes  physi- 
cians wary  of  treating  patients  with 
known  HIV  infection,  patients  in 
high-risk  groups,  or  even  patients  in 
low-risk  groups  who  have  unknown 
HIV  status.  Fifth,  public  dissatisfac- 
tion with  medical  care  and  a per- 
ceived medical  malpractice  crisis 
have  caused  job  dissatisfaction  and 
fear  among  physicians  and  have  cre- 
ated external  pressures  for  even 
more  stringent  regulation  of  medical 
practice. 

Until  the  late  1970s,  medical  edu- 
cation traditionally  focused  on  the 
technical  issues  of  patient  care  and 
ignored  the  ethical  issues.  Yet  once 
in  practice,  many  physicians  who 
were  trained  under  traditional  medi- 
cal curricula  found  good  technical 
skills  and  good  intentions  inade- 
quate for  resolving  the  complex  and 
subtle  ethical  issues  that  frequently 
arose.  Practicing  physicians  and 
medical  educators  alike  concluded 
that  specific  training  in  medical 
ethics  was  needed  (2-9). 
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Medical  ethics  teaching  and 
research  programs  in  Texas 

Teaching  and  research  in  medical 
ethics  constitute  an  idea  whose  time 
has  come.  In  response  to  physicians’ 
and  medical  students’  perceptions  of 
their  own  needs,  all  seven  medical 
schools  in  Texas  have  established 
teaching  programs  in  medical  ethics. 
These  programs  also  conduct  state- 
of-the-art  research  as  a vital  compo- 
nent of  their  efforts  to  teach  ethics 
to  medical  students,  residents,  and 
practicing  physicians.  The  next 
seven  paragraphs  describe  these  pro- 
grams at  the  medical  schools  in 
Texas. 

Baylor  College  of  Medicine’s 
Center  for  Ethics,  Medicine,  and 
Public  Issues  presents  13  lectures 
and  case  conferences  that  are 
required  for  third-year  medical  stu- 
dents. Additional  electives  in  medi- 
cal ethics  are  offered  for  students  in 
all  4 years.  The  center’s  12  faculty 
members  maintain  a busy  schedule 
of  conferences,  targeting  residents  in 
the  intensive  care  units,  on  the  gen- 
eral medicine  wards,  and  in  certain 
clinical  departments.  The  center  pro- 
vides ethics  consultations  to  practic- 
ing physicians  at  five  Houston  hos- 
pitals — Methodist,  St.  Luke’s, 

Texas  Children’s,  L.B.J.,  and  Ben 
Taub.  The  center’s  energetic  faculty 
members  keep  a full  research 
agenda.  They  write  general  text- 
books on  medical  ethics  and  books 
that  address  specifically  life-and- 
death  decisions.  The  faculty  also 
conduct  clinical  studies  on  such  top- 
ics as  no-resuscitation  orders,  deci- 
sions to  withhold  treatment  from 
demented  elderly  patients,  triage 
decisions  in  the  intensive  care  unit, 
and  the  relevance  of  costs  to  clinical 
decisions. 


Texas  A&M  University  operates 
its  medical  ethics  program  through 
the  Department  of  Humanities  in 
Medicine,  which  is  comparable  to 
other  basic  science  departments  in 
the  College  of  Medicine.  The  depart- 
ment teaches  a required  course  in 
medical  ethics  for  first-year  medical 
students,  offers  electives  in  medical 
ethics  for  first-  and  second-year 
medical  students,  and  conducts 
occasional  ethics  case  conferences 
for  third-  and  fourth-year  students. 
Residency  teaching  in  medical  ethics 
focuses  on  residents  in  pediatrics 
and  ophthalmology.  The  department 
offers  also  the  unusual  Medicine  and 
Humanities  Consultation  Series,  a 
series  of  continuing  education  work- 
shops for  attending  physicians.  The 
department’s  faculty  researches  the 
moral  development  of  medical  stu- 
dents and  analyzes  different  meth- 
ods for  teaching  medical  ethics. 

At  Texas  Tech  University  Health 
Sciences  Center,  faculty  from  the 
medical  school,  nursing  school,  law 
school,  and  private  practice  commu- 
nity teach  an  ethics  course  for  medi- 
cal, nursing,  and  law  students.  This 
course  teaches  a decision-making 
framework  built  on  the  four  widely 
acknowledged  main  principles  of 
medical  ethics:  autonomy,  bene- 
ficence, nonmaleficence,  and  justice. 
The  course  also  tries  to  sensitize  stu- 
dents to  their  own  values  and,  par- 
ticularly, to  the  ethical  issues 
involved  in  treating  children  and  vic- 
tims of  AIDS.  Finally,  the  course 
tries  to  teach  the  responsibility  of 
physicians  to  their  profession  and  to 
society. 

Each  of  the  four  University  of 
Texas  medical  campuses  has  devel- 
oped its  own  distinctive  teaching 
and  research  program  in  medical 
ethics.  This  year.  The  University  of 


Texas  Southwestern  Medical  Center 
at  Dallas  has  initiated  an  ethics 
course  for  first-year  medical  stu- 
dents. This  course  is  intended  to 
teach  students  the  ethical  dimensions 
of  clinical  cases,  the  relationship 
between  legal  medicine  and  ethics, 
and  the  ethical  principles  underlying 
informed  consent,  confidentiality, 
decisions  to  withhold  treatment,  and 
allocation  of  scarce  medical  resources. 
The  faculty  are  actively  studying  the 
effect  of  the  course  on  students’  abil- 
ity to  think  critically  and  to  tolerate 
ambiguity.  Other  ethics-related 
research  at  Southwestern  Medical 
Center  focuses  on  ethics  committees 
in  small  rural  hospitals. 

The  Program  on  Humanities  and 
Technology  in  Health  Care  at  The 
University  of  Texas  Health  Science 
Center  at  Houston  collaborates  with 
the  Department  of  Religious  Studies 
at  Rice  University  in  offering  a full 
graduate-level  curriculum  in  health 
care  ethics.  This  curriculum  leads  to 
the  master’s  degree  or  the  doctor  of 
philosophy  degree.  The  program 
also  helps  the  school  of  public 
health  provide  a focus  on  health 
care  ethics  for  its  graduate-level  cur- 
ricula. Furthermore,  the  program 
faculty  conduct  regular  patient-care 
conferences  and  clinical  ethics 
rounds  for  medical  students,  resi- 
dents, and  faculty  at  the  medical 
school’s  affiliated  teaching  hospitals, 
including  Hermann  Hospital.  The 
program  has  collaborated  with  the 
local  Health  Policy  Institute  in  spon- 
soring recent  public  hearings  on  the 
Texas  Natural  Death  Act  and  on 
patients’  competence  to  make  medi- 
cal decisions.  Current  research  by 
program  faculty  examines  the  im- 
pact of  technology  on  patient  care 
and  addresses  the  cultural  aspects  of 
medical  ethics. 
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The  Institute  for  the  Medical 
Humanities  at  The  University  of 
Texas  Medical  Branch  at  Galveston 
teaches  students  throughout  the 
undergraduate  medical  years:  a med- 
ical humanities  course  that  includes 
medical  ethics  is  required  for  first- 
year  students;  six  ethics  case  confer- 
ences are  conducted  for  third-year 
students  on  their  internal  medicine 
clerkship;  and  various  month-long 
electives  in  ethics  and  humanities  are 
offered  for  fourth-year  students. 
Institute  faculty  also  teach  ethics  to 
residents  in  family  medicine  and 
psychiatry.  The  institute  houses  the 
nation’s  only  graduate  program  in 
medical  humanities  that  grants  the 
MA  and  PhD  degrees,  and  medical 
students  may  earn  a combined  MD 
and  PhD  in  the  medical  humanities. 
The  Rockefeller  Foundation  cur- 
rently sponsors  postgraduate  fellow- 
ships at  the  institute.  Institute  fac- 
ulty research  the  full  breadth  of  the 
medical  humanities,  including  ethi- 
cal topics  such  as  life-and-death 
decisions  and  the  meaning  of  grow- 
ing old. 

The  program  at  The  University  of 
Texas  Health  Science  Center  at  San 
Antonio  addresses  ethical  issues  aris- 
ing during  patient  care.  A trained 
physician-ethicist  conducts  50  or 
more  ethics  consultations  per  year  in 
Medical  Center  Hospital,  the  pri- 
mary teaching  hospital.  This  physi- 
cian also  directs  “Social  and  Moral 
Values  in  the  Health  Professions,”  a 
survey  course  in  medical  ethics  for 
first-year  medical  students,  and 
teaches  “Ethics  for  the  Clinician,”  a 
seminar  for  fourth-year  medical  stu- 
dents, residents,  fellows,  faculty,  and 
practicing  physicians  in  the  commu- 
nity. Another  physician-philosopher 
teaches  ethics  to  third-  and  fourth- 
year  medical  students  and  conducts 


ethics-oriented  grand  rounds  at  a 
local  nursing  home.  The  medical 
school  and  the  neighboring 
Ecumenical  Center  for  Religion  and 
Health  cosponsor  biannual  confer- 
ences on  medical  ethics  as  part  of  a 
continuing  education  program  for 
practicing  physicians.  Several  Health 
Science  Center  faculty  members  who 
are  trained  in  ethics  are  studying  the 
structure  and  function  of  hospital 
ethics  committees,  the  impact  of 
ethics  consultations,  the  process  of 
physicians’  ethical  decision  making, 
the  effects  of  culture  on  issues  of 
medical  ethics,  and  the  conceptual 
foundations  of  medicine. 

Concern  about  medical  ethics  is 
not  limited  to  medical  schools.  Two 
nonmedical  institutions  in  Austin 
also  offer  courses  in  medical  ethics. 
Austin  Presbyterian  Theological 
Seminary  offers  “Theological 
Reflection  on  Biomedical  Issues,”  a 
course  that  examines  contemporary 
biomedical  issues  from  various  ethi- 
cal and  theological  perspectives.  In 
his  research,  the  course  instructor 
uses  his  theological  expertise  to  ana- 
lyze ethical  issues  related  to  AIDS. 
The  School  of  Law  at  The  University 
of  Texas  offers  three  courses  in  med- 
ical ethics:  “Bioethics  and  the  Law,” 
a survey  course  addressing  funda- 
mental ethical  and  legal  concepts 
relevant  to  medicine;  “The  Reg- 
ulation of  Medicine,”  a course 
addressing  issues  such  as  licensing, 
peer  review,  antitrust  laws,  malprac- 
tice, and  cost  containment  measures; 
and  “Law  and  Medicine,”  a seminar 
addressing  current  issues  in  medical 
ethics.  The  attorney  who  teaches 
these  courses  writes  prolifically  on 
genetics  and  reproductive  technol- 
ogy, organ  transplantation,  and  cost 
containment. 


Purpose  and  outline  of 
these  articles 

To  support  activities  in  medical 
ethics  activities  in  Texas  and  to  dis- 
seminate important,  current  infor- 
mation about  medical  ethics,  Texas 
Medicine  is  devoting  the  Journal  sec- 
tions in  its  January  and  Lebruary 
editions  to  these  issues.  The  authors 
whose  articles  appear  in  these  edi- 
tions were  chosen  because  they  live 
in  Texas  and  have  demonstrated 
expertise  in  medical  ethics.  The  arti- 
cles target  practicing  physicians  and 
focus  on  their  questions  about  ethi- 
cal issues  in  patient  care  and  in  the 
rest  of  their  professional  lives.  The 
articles  are  intended  to  be  useful: 
they  lay  out  fundamental  ethical 
concepts,  address  some  of  the  issues 
and  cases  practicing  physicians  face, 
and  offer  practical  suggestions  for 
managing  the  issues. 

The  other  three  articles  in  this 
month’s  Journal  section  lay  out  fun- 
damental concepts  for  a sound, 
practical  medical  ethics.  Stanley  J. 
Reiser,  MD,  PhD,  (The  University  of 
Texas  Health  Science  Center  at 
Houston)  opens  the  series  with  an 
article  using  the  Hippocratic  Oath 
and  the  American  Medical  Assoc- 
iation’s 1980  Code  of  Ethics  to 
delineate  strong  traditions  of  physi- 
cian behavior  over  many  centuries. 
He  emphasizes  the  importance  of 
physicians’  trustworthiness  in  mat- 
ters of  patient  care.  Next,  Jack  L. 
Stotts,  PhD,  (Austin  Theological 
Seminary)  compares  religion  and 
medicine;  he  concludes  that  both 
confront  the  mystery  of  life  and 
both  should  respond  with  awe  and 
reverence,  that  both  exercise  consid- 
erable power  over  people’s  lives,  and 
that  both  should  affirm  the  value  of 
every  human  being.  These  common 
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characteristics  form  the  basis  for 
mutual  respect  between  religion  and 
medicine.  Ronald  A.  Carson,  PhD, 
(The  University  of  Texas  Medical 
Branch  at  Galveston)  explains  the 
importance  of  practicing  physicians’ 
leadership  roles  in  their  communi- 
ties. The  physician,  Carson  says,  has 
the  responsibility  for  helping  to 
ensure  adequate  health  care  for  all. 

Five  of  the  six  articles  that  will 
appear  in  February  address  the  ethi- 
cal issues  and  cases  that  physicians 
face  in  practice.  William  J.  Winslade, 
JD,  PhD,  (The  University  of  Texas 
Medical  Branch  at  Galveston) 
reviews  the  Texas  Natural  Death 
Act  and  Texas’  new  durable  power 
of  attorney  law,  and  he  provides 
practical  suggestions  for  their  use  in 
patient  care.  Eugene  V.  Boisaubin, 
MD,  (Baylor  College  of  Medicine, 
Methodist  Hospital  of  Houston) 
reviews  ethical  issues  related  to  the 
care  of  patients  with  AIDS.  Henry  S. 
Perkins,  MD,  (The  University  of 
Texas  Health  Science  Center  at  San 
Antonio)  uses  a typical  case  to 
describe  culturally  based  differences 
concerning  requests  for  autopsies 
and  suggests  ways  to  resolve 
that  ethical  issue.  Laurence  B. 
McCullough,  PhD,  (Baylor  College 
of  Medicine)  asks,  “Does  the  physi- 
cian have  the  duty  to  care  for  indi- 
gent patients?”  and  answers,  “Yes.” 
McCullough  supports  his  answer  on 
the  grounds  of  justice.  Baruch  A. 
Brody,  PhD,  (Baylor  College  of 
Medicine)  tackles  the  issue  of 
whether  medical  care  should  be 
rationed.  He  concludes  that 
rationing  is  unavoidable,  and  that 
rationing  as  it  already  occurs  (by 
ability  to  pay)  is  unjustified. 


The  final  article  in  this  series 
addresses  continuing  education  in 
medical  ethics.  Donnie  J.  Self,  PhD, 
(Texas  A&M  University)  and  Carol 
L.  Koenig,  MD,  (private  practice  in 
Virginia)  describe  their  “consulta- 
tions” — special  medical  ethics 
workshops  that  bring  together  prac- 
ticing physicians,  philosophers,  and 
lawyers  to  discuss  topics  relevant  to 
patient  care. 

The  subject  of  medical  ethics,  of 
course,  encompasses  far  too  many 
issues  to  be  covered  in  a few  articles. 
Nonetheless,  we  have  tried  to 
address  some  of  the  most  important 
ethical  issues  facing  Texas  practi- 
tioners today.  We  hope  to  provoke 
thought,  raise  questions,  explain 
concepts,  clarify  issues,  propose 
solutions,  and  introduce  readers  to 
the  experts  in  Texas  working  on 
medical  ethics. 


References 

1.  Radovsky  SS.  U.S.  medical  practice  before 
Medicare  and  now  — differences  and  con- 
sequences. N Engl  j Med  1990;  322  (4): 
263-267. 

2.  Pellegrino  ED.  Educating  the  humanist 
physician.  An  ancient  ideal  reconsidered. 
JAMA  1974;227(11):1288-1294. 

3.  Siegler  M.  A legacy  of  Osier.  Teaching  clin- 
ical ethics  at  the  bedside.  JAMA  1978;  239 
(10):951-956. 

4.  Subcommittee  on  Evaluation  of 
Humanistic  Qualities  in  the  Internist, 
American  Board  of  Internal  Medicine. 
Evaluation  of  humanistic  qualities  in  the 
internist.  Ann  Intern  Med  1983;  99: 
720-724. 

5.  Muller  S.  Physicians  for  the  twenty-first 
century:  report  of  the  Project  Panel  on  the 
General  Professional  Education  of  the 
Physician  and  College  Preparation  for 
Medicine,  y Med  Educ  1984;59. 

6.  Culver  CM,  Clouser  KD,  Gert  B,  et  al. 
Basic  curricular  goals  in  medical  ethics.  N 
Engl  J Med  1985;312(4):253-256. 

7.  Bickel  J.  Integrating  Human  Values 
Teaching  Programs  into  Medical  Students’ 
Clinical  Education.  Washington,  DC: 
Association  of  American  Medical  Colleges; 
1986. 

8.  Pellegrino  ED,  Hart  RJ,  Henderson  SR, 
Loeb  SE,  Edwards  G.  Relevance  and  utility 
of  courses  in  medical  ethics:  a survey  of 
physicians’  perceptions. /AMA  1985;  253 
(l):49-53. 

9.  Perkins  HS.  Teaching  medical  ethics  during 
residency.  Acad  Med  1989;  64(5):  262-266. 

Acknowledgements 

Two  people  deserve  special  thanks  for  their 
work  in  preparing  these  special  Journal 
sections  on  medical  ethics:  Janice  Belden, 
administrative  assistant  in  the  Division  of 
General  Medicine,  The  University  of  Texas 
Health  Center  at  San  Antonio;  and  John 
Mangos,  MD,  former  chairman  of  the 
Editorial  Committee  of  Texas  Medicine. 


Texas  Medicine  /The  Journal  Volume  87  No.  1 


January  1991 


75 


Appendix 

Readers  may  obtain  more  informa- 
tion about  the  programs  described 
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(713)  798-3503 
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Professor  and  Head 

Department  of  Humanities  in  Medicine 
164  Reynolds  Medical  Building 
College  of  Medicine 
Texas  A&M  University 
College  Station,  TX  77843-11 14 
(409) 845-0755 

Tom  McGovern,  EdD 

Department  of  Psychiatry 

Texas  Tech  University  Health  Science  Center 

Eourth  and  Indiana 

Lubbock,  TX  79430 

(806)  743-4800 

John  Z.  Sadler,  MD 

Assistant  Professor 

Department  of  Psychiatry 

The  University  of  Texas  Southwestern 

Medical  Center  at  Dallas 

5323  Harry  Hines  Boulevard 

Dallas,  TX  75235-9070 

(214)  688-3390 

Stanley  j.  Reiser,  MD,  PhD 

Griff  T.  Ross  Professor  of  Humanities  and 

Technology  in  Health  Care 

The  University  of  Texas  Health  Science 

Center  at  Houston 

PO  Box  20708 

Houston,  TX  77225 

(713)  792-5140 


Ronald  A.  Carson,  PhD 

Kempner  Professor  and  Director 
Institute  for  the  Medical  Humanities,  Mil, 
The  University  of  Texas  Medical  Branch  at 
Galveston 

Galveston,  TX  77550 
(409)  761-2376 

Henry  S.  Perkins,  MD 
Division  of  General  Medicine 
Department  of  Medicine 
The  University  of  Texas  Health  Science 
Center  at  San  Antonio 
7703  Eloyd  Curl  Drive 
San  Antonio,  TX  78284-7879 
(512)  270-3941 

Ismael  Garcia,  PhD 

Associate  Professor  of  Christian  Ethics 
Austin  Presbyterian  Theological  Seminary 
100  East  27th  Street 
Austin,  TX  78705-5797 
(512)  472-6736 

John  A.  Robertson,  JD 

Professor 
Law  School 

The  University  of  Texas  at  Austin 
727  East  26th  Street 
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The  Hippocratic  Oath  and  1980 
Code  of  Ethics  of  the  American 
Medical  Association  (AMA)  are 
compared  to  evaluate  the  nature  of 
the  relationship  between  students 
and  teachers  of  medicine  and  the 
ethical  injunctions  that  guide  prac- 
tice and  make  up  the  essence  of  the 
Hippocratic  Oath.  Such  injunctions 
include  the  need  to  take  care  that 
harm  is  not  done,  to  maintain 
confidentiality,  and  to  avoid  acts 
leading  to  death.  The  AMA  code  is 
analyzed  from  the  perspective  of  its 
injunctions  to  give  competent  and 
compassionate  care,  to  follow  the 
law,  to  be  responsible  for  guarding 
patients  against  incompetent  physi- 
cians, and  to  assure  that  patient  care 
is  based  on  principles  of  compassion 
and  skill.  The  centrality  of  trust  in 
the  relationship  between  patient  and 
doctor  as  a crucial  value  in  defining 
a profession  is  emphasized. 
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Humanities  and 
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of  Texas  Health 
Science  Center  at 
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Medical  ethics  reflected  in  codes  of  ethics: 
the  Hippocratic  Oath  and  the  1980 
AMA  code  compared 

Stanley  J.  Reiser,  MD,  PhD 


The  physician  lives  under  the 
canopy  of  a profession.  We 
often  call  professions  those 
activities  that  are  associated  with  ad- 
vanced technical  training,  but  reserve 
for  law,  theology,  and  medicine  the 
term  “learned”  professions,  indicat- 
ing a more  comprehensive  effort  by 
their  practitioners  to  gain  knowl- 
edge. Medical  learning  is  far  more 
than  technical.  Physicians  could  not 
do  their  work  without  a form  of 
learnedness  that  exposes  the  patient 
to  the  application  of  humanistic 
skill:  ethics.  Physicians  move  through 
daily  life  bound  by  ethical  values 
and  traditions  that  afford  a unique 
access  to  the  private  dimensions  of 
their  patients’  minds  and  bodies. 

Key  sources  of  these  values  and  tra- 
ditions are  codes  of  ethics  that  have 
been  written  by  physicians  over  the 
centuries.  Works  from  two  eras,  sep- 
arated by  almost  2500  years,  will  be 
considered  — an  ethical  writing  of 
ancient  Greek  doctors  and  one  by 
contemporary  American  physicians. 
Taken  together,  they  reveal  the  role 
that  ethics  has  played  in  shaping 
medical  practice. 

The  Hippocratic  Oath 

One  work  from  the  body  of  litera- 
ture identified  with  the  Greek  physi- 
cian Hippocrates,  who  lived  in  the 
fifth  century  BC,  is  particularly 
significant  in  defining  the  ethical 
basis  of  medical  identity:  the 
Hippocratic  Oath  (1).  The  oath  can 
be  divided  into  four  parts:  (a)  an 
introduction,  (b)  analysis  of  the 
relation  of  students  to  their  teachers 
and  to  each  other,  (c)  ethical  princi- 
ples to  guide  practice,  and  (d)  a con- 
cluding warning.  It  appears  below 
with  these  divisions  marked. 
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(a)  I swear  by  Apollo  Physician, 
by  Asclepius,  by  Health,  by 
Panacea  and  by  all  the  gods 
and  goddesses,  making  them 
my  witnesses,  that  I will  carry 
out,  according  to  my  ability 
and  judgment,  this  oath  and 
this  indenture. 

(b)  To  hold  my  teacher  in  this  art 
equal  to  my  own  parents;  to 
make  him  partner  in  my  liveli- 
hood; when  he  is  need  of 
money  to  share  mine  with  him; 
to  consider  his  family  as  my 
own  brothers,  and  to  teach 
them  this  art,  if  they  want  to 
learn  it,  without  fee  or  indenture; 
to  impart  precept,  oral  instruc- 
tion, and  all  instruction  to  my 
own  sons,  the  sons  of  my 
teacher,  and  to  indentured  pupils 
who  have  taken  the  physician’s 
oath,  but  to  nobody  else. 

(c)  I will  use  treatment  to  help  the 
sick  according  to  my  ability 
and  judgment,  but  never  with  a 
view  to  injury  and  wrong- 
doing. Neither  will  I adminis- 
ter a poison  to  anybody  when 
asked  to  do  so,  nor  will  I sug- 
gest such  a course.  Similarly  I 
will  not  give  to  a woman  a pes- 
sary to  cause  abortion.  But  I 
will  keep  pure  and  holy  both 
my  life  and  my  art.  I will  not 
use  the  knife,  not  even,  verily, 
on  sufferers  from  stone,  but  I 
will  give  place  to  such  as  are 
craftsmen  therein.  Into  whatso- 
ever houses  I enter,  I will  enter 
to  help  the  sick,  and  I will 
abstain  from  all  intentional 
wrong-doing  and  harm,  espe- 
cially from  abusing  the  bodies 
of  man  or  woman,  bond  or 
free.  And  whatsoever  I shall 
hear  in  the  course  of  my  pro- 
fession, as  well  as  outside  my 
profession  in  my  intercourse 
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with  men,  if  it  be  what  should 
not  be  published  abroad,  I will 
never  divulge,  holding  such 
things  to  be  holy  secrets. 

(d)  Now  if  I carry  out  this  oath, 
and  break  it  not,  may  I gain 
for  ever  reputation  among  all 
men  for  my  life  and  for  my  art; 
but  if  I transgress  it  and  for- 
swear myself,  may  the  opposite 
befall  me  (1). 

The  oath  begins  (a)  with  a public 
declaration  that  the  physician  will 
honor  the  ethical  precepts  of  the  code 
that  follows.  But  to  understand  how 
physicians  became  molded  together 
into  a profession  not  only  by  tech- 
niques used  in  common  but  by 
ethics,  the  second  part  of  the  oath 
(b)  is  crucial.  The  relationship  it 
calls  for  between  student  and 
teacher  is  quite  extraordinary.  It 
asks  the  student  to  hold  his  teacher 
in  the  same  significance  as  his  par- 
ents, even  to  the  extent  of  providing 
him  income  in  case  of  need.  It 
speaks  of  students  who  succeed  in 
gaining  entry  to  study  medicine  with 
this  group  as  brother  to  each  other. 
The  central  image  invoked  in  this 
passage  is  the  image  of  family,  and  it 
is  this  image  that  has  had  a 
significant  effect. 

In  the  time  of  ancient  Greece, 
physicians  practiced  essentially  with- 
out social  regulation.  Neither  were 
they  licensed  by  the  state  nor  was 
the  concept  abroad  of  legal  action 
for  alleged  malpractice.  What  then 
might  a group  of  doctors  do  who 
wanted  to  distinguish  themselves 
from  other  practitioners  through 
higher  ethical  standards?  One 
approach,  taken  here,  was  to  bind 
together  the  learned  group  through 
allegiance  to  the  moral  bonds  forged 
among  members  of  a family.  When 
doctors  were  out  in  practice,  far 


removed  from  the  eyes  of  other 
physicians,  the  restraints  of  broth- 
erly devotion  and  parental  authority 
would  discourage  intemperate  medi- 
cal actions.  For  wrong  actions  taken 
in  the  privacy  of  the  medical  rela- 
tionship could  not  only  damage  the 
patient  but  also  dishonor  the  “fam- 
ily” of  teachers  and  colleagues  with 
whom  the  doctor  trained  and  lived. 

What  constituted  wrong  action 
for  the  ancient  Greek  doctor  was 
violation  of  the  promises  of  section 

(b)  and  violation  of  the  principles  of 
the  ethical  code  announced  in  sec- 
tion (c)  of  the  oath.  Thus,  Greek 
physicians  had  a double  allegiance 
to  assure  appropriate  medical  action: 
familial  concern  about  the  influence 
of  their  practices  on  each  other,  and 
a pledge  to  be  faithful  to  the  ethical 
precepts  announced  in  the  oath, 
which  each  doctor  pledged  “to  carry 
out,  according  to  my  ability  and 
judgment.”  These  factors  unified 
individual  practitioners  into  a group 
that  reflected  systematically  upon 
the  ethics  of  medical  actions.  Such 
continuing  reflection  not  only  about 
techniques  but  about  the  ethics 
directing  their  use  makes  medicine 
unique  among  the  professions. 

Of  the  six  principles  in  section 

(c) ,  three  focus  on  a basic  value  — 
trust.  All  patients  are  faced  with  a 
common  problem  when  visiting  a 
physician  — the  sensibility  of  plac- 
ing oneself  into  the  hands  of  another 
person,  usually  a stranger.  This  med- 
ical stranger  will  make  searching 
inquiries  into  the  patient’s  life,  dis- 
robe the  patient  for  physical  exami- 
nation, often  request  that  the  patient 
submit  to  diagnostic  tests  (some- 
times invasive),  and  prescribe  reme- 
dies all  the  way  from  taking  pills  to 
submitting  to  surgery.  What  sensible 
individuals  would  permit  another, 
who  is  often  a stranger,  the  license 


to  engage  in  such  personal  and  dan- 
gerous interventions?  Those  who 
believe,  who  trust,  that  these  medi- 
cal interventions  are  performed 
strictly  for  their  benefit.  At  the  heart 
of  the  medical  encounter  lies  a trust 
that  the  physician  always  attempts 
to  act  in  the  patient’s  best  interest. 
This  is  the  significance  of  the  first 
passage  in  section  (c),  pledging  the 
doctor  to  help  the  patient  and  never 
to  act  “with  a view  to  injury  or 
wrong-doing.” 

But  how  can  patients  know  that 
the  physician  they  wish  to  trust  is 
trustworthy?  Two  other  passages  in 
section  (c)  of  the  oath’s  ethical  code 
deal  with  this  issue.  One  addresses 
the  care  the  doctor  must  exercise  in 
a relationship  with  a patient  never 
to  take  advantage  of  the  patient 
from  his  position  of  trust,  particu- 
larly in  regard  to  liberties  with  the 
patient’s  body.  This  is  stated  in  the 
passage  that  begins,  “Into  whatso- 
ever houses  I enter,  I will  enter  to 
help  the  sick  and  I will  abstain  from 
all  intentional  wrong-doing  and 
harm ” 

The  other  passage  speaks  to  the 
issue  of  secrets  of  the  patient  that 
the  physician  learns  in  the  context  of 
administering  care.  The  patient’s 
belief  that  the  physician  is  trustwor- 
thy is  tested  by  the  extent  to  which 
not  only  that  particular  physician 
but  all  physicians  hold  within  them- 
selves remarks  made  by  the  patient 
in  the  medical  relationship. 
Confidentiality  is  thus  a value  that 
permits  the  patient  to  have  a rela- 
tionship with  a doctor  based  on 
trust.  As  the  oath  states,  those  things 
that  “should  not  be  published 
abroad  I will  never  divulge,  holding 
such  things  to  be  holy  secrets.” 

Perhaps  most  characteristic  of 
that  condition  called  “patienthood” 
is  vulnerability.  When  we  are  sick. 
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even  with  such  modern  protections 
as  informed  consent,  we  are  easily 
taken  advantage  of  by  those  in 
whose  hands  we  place  ourselves  to 
be  treated.  We  are  vulnerable.  With 
such  vulnerability,  we  must  feel 
assured  that  physicians  act  only  with 
our  best  interests  at  heart.  Such  trust 
serves  a significant  purpose.  In  sick- 
ness, we  need  not  add  to  the  burden 
of  fear  of  disease  the  burden  of  sus- 
picion of  doctors.  If  we  constantly 
worried  about  the  motives  of  the 
physician  in  ordering  tests  or  pre- 
scribing treatment,  our  existence  as 
patients  would  be  quite  unbearable. 

The  standing  of  medicine  and  the 
status  of  the  physician  depend 
largely  on  the  public’s  perception 
that  in  the  medical  relationship,  as 
distinct  from  the  usual  commercial 
relationships  of  life,  patients  can 
place  themselves  in  the  hands  of  a 
stranger,  never  to  have  advantage 
taken  and  always  to  have  interests 
met.  Life  offers  few  such  oases. 
Those  who  can  serve  humanity  in 
this  manner  receive,  justly,  honor. 

Of  the  three  remaining  ethical 
principles  in  section  (c),  two  empha- 
size the  sanctity  of  life.  They  forbid 
physicians  from  an  involvement  has- 
tening a patient’s  death  through  pre- 
scription of  a poison  and  from  end- 
ing fetal  life  through  abortion.  The 
reason  for  these  restrictions  was  a 
view  that  the  taking  of  all  human 
life  was  wrong  and  that  participa- 
tion in  them  stained  not  only  self 
but  also  medicine.  This  view  is 
expressed  in  the  sentence  that  fol- 
lows these  principles:  “But  I will 
keep  pure  and  holy  both  my  life  and 
my  art.”  Today,  our  society  remains 
conflicted  about  how  to  approach 
both  of  these  matters.  However, 
medicine  is  and  must  be  heavily 
involved  in  clarifying  the  issues  of 
euthanasia  and  abortion,  for  in  the 


end  it  is  physicians  who  must  agree 
or  refuse  to  undertake  them. 

The  remaining  ethical  tenet 
restricts  the  physician  from  engaging 
personally  in  a surgical  operation 
although  allowing  others  to  do  so. 
An  element  of  the  principles  con- 
cerning life  seems  to  lie  behind  this 
restriction.  It  is  a view  that  cutting 
into  the  body  and  causing  blood  to 
be  shed  was  an  inappropriate  action 
for  the  doctor  to  perform,  although 
under  necessary  circumstances 
craftsmen  who  were  not  physicians 
might  do  so.  This  and  other  views 
that  separated  medicine  and  surgery 
were  finally  overcome  in  the  19th 
century,  when  all  medical  practition- 
ers became  trained  in  surgery. 

The  Hippocratic  Oath  ends  by 
asking  that  those  who  follow  its 
principles  be  granted  the  reward  of 
eternal  esteem  and  that  those  who 
fail  receive  the  opposite. 

The  1980  AMA  code 

The  1980  Code  of  Ethics  of  the 
American  Medical  Association 
(AMA)  is  the  most  recent  rendering 
of  this  organization’s  code,  which 
was  first  written  in  1847  when  the 
AMA  was  founded.  Indeed  one  of 
the  main  reasons  for  the  creation  of 
the  organization  was  to  develop  a 
code  of  ethics  for,  in  the  words  of  its 
authors,  “.  . . the  government  of  the 
medical  profession  of  the  United 
States”  (2). 

The  code  (reproduced  in  the 
Appendix)  begins  with  a telling  dec- 
laration: “The  medical  profession 
has  long  subscribed  to  a body  of 
ethical  statements  developed  primar- 
ily for  the  benefit  of  the  patient.” 

We  see  immediately  the  compelling 
need  to  declare  the  profession’s  prin- 
cipal goal  is  to  serve  the  best  inter- 
ests of  the  patient  and  thereby  to 


become  worthy  of  gaining  the  trust 
so  essential  to  the  conduct  of  a med- 
ical relationship. 

The  preamble  then  indicates  the 
further  responsibilities  of  both 
physician  and  profession  to  society, 
to  other  health  professionals,  and  to 
self.  The  code  goes  on  to  spell  out  its 
seven  principles  and  its  view  of  the 
main  ethical  responsibilities  of  the 
doctor,  but  it  does  not  deal  with  the 
difficult  ethical  choices  that  must  be 
made  when  these  principles  come 
into  conflict. 

The  first  principle  is  most  inter- 
esting: “A  physician  shall  be  dedi- 
cated to  providing  competent  medi- 
cal service  with  compassion  and 
respect  for  human  dignity.”  This 
brings  us  back  to  the  injunction  in 
the  third  section  (c)  of  the 
Hippocratic  Oath  “.  . . to  help  the 
sick  according  to  my  ability  and 
judgment  but  never  with  a view  to 
injury  and  wrong-doing.”  In  modern 
as  in  ancient  times,  competence,  the 
clear  knowledge  of  applying  medical 
technique,  is  essential  to  avoid 
harming  the  patient.  This  duty  to 
not  harm  or,  more  positively  stated, 
to  provide  benefit  justifies  the  strong 
statement  that  follows  in  Principle  II 
regarding  the  incompetent  doctor. 

But  more  than  technical  compe- 
tence is  identified  as  necessary  for 
physicians  to  exercise  when  treating 
patients.  The  code  speaks  also  of 
“.  . . compassion  and  respect  for 
human  dignity.”  By  “compassion,” 
the  code’s  authors  mean  the  ability 
to  place  oneself  in  the  shoes  of 
patients  in  an  effort  to  understand 
what  they  are  feeling.  By  invoking 
the  term  “dignity,”  they  appeal  to 
doctors  to  reaffirm  in  their  work  the 
basic  worthiness  of  their  patients. 
The  two  sides  of  medicine — its  sci- 
ence and  technology  and  its  human- 
istic concern  for  what  happens  to 
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the  patient  — are  affirmed  as 
equally  essential.  One  without  the 
other  means  that  medicine  cannot 
adequately  serve  others. 

Principle  II  squarely  tells  physi- 
cians that  their  obligation  is  strong 
to  make  sure  the  goals  of  Principle  I 
are  carried  out:  “A  physician  shall 
deal  honestly  with  patients  and  col- 
leagues, and  strive  to  expose  those 
physicians  deficient  in  character  or 
competence,  or  who  engage  in  fraud 
or  deception.”  The  conflict  this 
injunction  creates  for  physicians  has 
its  roots  in  the  great  value  the 
Hippocratic  Oath  places  in  its  sec- 
ond section  to  consider  teachers  and 
colleagues  as  brothers  and  fathers, 
and  to  feel  towards  physician-col- 
leagues as  one  does  towards  family. 
These  feelings  were  and  are  essential 
to  create  a community  of  doctors 
who  are  willing  to  adopt  common 
ethical  standards  as  a guide  to  their 
medical  conduct.  However,  these 
feelings  also  make  difficult  bringing 
a colleague’s  possibly  inappropriate 
actions  to  the  attention  of  others. 

Whistle-blowing  is  hard,  but  in 
medicine  it  is  essential.  Without  it, 
fully  meeting  the  trust  imposed  on 
doctors  by  their  patients  that  their 
welfare  and  benefit  are  our  main 
concerns  becomes  impossible.  To 
satisfy  this  warrant  to  safeguard 
patients,  it  is  critical  to  find  ways  to 
deal  with  incompetence  in  col- 
leagues as  we  deal  with  suffering  in 
patients,  with  the  goal  of  helping  — 
helping  our  colleague  to  protect  vul- 
nerable patients  and  to  restore  to 
self  a sense  of  worthiness.  To 
achieve  this,  clear  procedures  are 
needed,  particularly  in  hospitals,  to 
ease  the  staff’s  burden  of  figuring 
out  how  to  address  a suspected 
problem.  Further,  strict  confidential- 
ity must  be  part  of  the  procedure. 
Finally,  the  policy  should  provide 


that,  where  possible,  a colleague 
deficient  in  certain  parts  of  practice 
only  be  restricted  from  those  areas 
until  competence  can  be  certified 
and  not  be  barred  totally  from  prac- 
tice until  correction  is  made.  This 
approach  reduces  the  burden  of 
bringing  proper  attention  to  a col- 
league’s questionable  actions. 

The  third  principle  deals  with  the 
law  and  doctors’  duty  to  respect  it, 
recognizing,  however,  the  possibility 
that  following  the  law  may  create 
conflict  with  ethical  obligations  doc- 
tors believe  they  should  meet.  For 
example,  the  courts  may  direct  a 
physician  to  reveal  facts  learned  in 
the  medical  relationship  that  the 
doctor  believes  should  be  protected 
from  public  view  by  the  shield  of 
confidentiality.  The  code  advises  the 
doctor  to  follow  the  law  but  seek  to 
change  it  for  the  benefit  of  future 
patients. 

The  fourth  principle  deals  with 
confidentiality  directly,  asking  that  it 
be  safeguarded  but  repeating  the 
view  expressed  in  the  previous  prin- 
ciple, “.  . . within  the  constraints  of 
the  law.”  Confidentiality  means  the 
same  to  us  as  it  did  to  the  ancient 
Greeks  when  it  was  introduced  in 
the  Hippocratic  Oath  — it  is  a cen- 
tral means  of  assuring  patients  they 
can  trust  the  physician  not  to  misuse 
facts  about  their  lives  pertinent  to 
understanding  their  illness. 

This  principle  speaks  not  only  of 
confidentiality  but  also  of  rights.  It 
asks  doctors  to  “.  . . respect  the 
rights  of  patients,  of  colleagues,  and 
of  other  health  professionals.”  The 
code  thus  makes  note  of  the  modern 
movement  to  give  patients  more 
power  in  deciding  what  medical 
actions  are  appropriate  for  them. 
This  view  reaffirms  the  commitment 
in  Principle  I to  respect  “human  dig- 
nity” or  the  patient’s  worthiness. 


What  better  expression  of  honoring 
patients’  self-worth  could  there  be 
than  for  the  physician  to  provide 
information  and  to  listen  to  them  in 
an  effort  to  know  their  views  and 
meet  their  needs? 

The  fifth  principle  asks  doctors  to 
help  create  new  medical  knowledge, 
to  learn  and  apply  current  knowl- 
edge, and  when  in  doubt  to  seek 
consultation.  I view  this  last  action, 
the  call  for  a consult,  as  one  of  the 
most  significant  actions  in  medicine. 
By  this  action,  physicians  acknowl- 
edge that  they  are  not  all-knowing, 
that  like  all  human  beings  they  need 
help  with  some  matters,  and  that 
they  want  the  patient  to  be  seen  by 
someone  who  is  more  knowledge- 
able in  a particular  aspect  of  an  ill- 
ness. Consultation  is  essential  to  the 
patient’s  well-being.  It  permits 
physicians  to  take  advantage  of  the 
skills  of  the  entire  medical  commu- 
nity in  the  service  of  the  patient. 
Because  keeping  the  avenue  of  con- 
sultation open  is  so  vital,  those  con- 
sulted have  important  obligations  to 
treat  the  request  in  a way  that 
encourages  future  communication. 
This  makes  difficult  the  situation  in 
which  the  consultant  learns  through 
access  to  the  details  of  a referred 
case  that  the  possibility  of  incompe- 
tent care  exists.  How  does  the  con- 
sultant keep  the  referring  doctor 
willing  to  request  help  and  advice  in 
the  future  and  yet  safeguard  the 
patient  endangered  in  the  present? 

Maintaining  this  balance  is 
difficult.  However,  the  combination 
of  commitment  to  benefit  the  patient 
expressed  in  the  code’s  preamble 
and  the  need  to  safeguard  the 
patient  from  incompetent  medical 
action  discussed  in  Principle  11  out- 
weighs any  possible  harm  to  the 
consultative  relationship  that 
inquiry  and  action  could  generate. 
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Once  again,  the  specification  of 
appropriate  procedure  by  hospitals 
or  medical  societies  can  greatly  help 
doctors  facing  such  a dilemma. 

The  sixth  principle  addresses  the 
freedom  of  doctors  to  choose  the 
circumstances  in  which  they  will 
give  care.  The  choice  is  the  doctor’s, 
except  in  emergencies,  where  action 
is  mandated.  This  raises  complex 
issues.  In  the  situation  of  emergency, 
doctors’  right  to  choose  where  they 
will  act  is  limited  by  their  responsi- 
bility to  benefit  vulnerable  patients 
who  are  placed  in  their  hands.  Fate 
has  brought  doctor  and  patient 
together,  and  the  patient’s  welfare 
can  only  be  served  by  the  doctor  on 
the  scene  who  can  respond  to  the 
critical  event  in  the  timely  fashion 
necessary.  In  the  circumstance  of 
ordinary  practice,  where  a variety  of 
treatment  possibilities  is  available  to 
patients,  the  situation  is  different; 
but  in  the  United  States,  a problem 
exists.  Patients  without  means  often 
face  delays  in  getting  care  because 
private  hospitals  are  reluctant  to 
admit  them  and  public  medical  facil- 
ities are  overcrowded. 

The  issue  of  freedom  to  choose 
the  environment  of  practice  has 
another  significant  meaning  in 
today’s  growing  world  of  corporate 
practice.  This  principle,  when  com- 
bined with  the  other  statements  in 
the  code  to  benefit  patients  and 
shield  them  from  harm,  legitimizes 
the  resistance  of  doctors  to  any 
effort  by  an  organization  to  change 
or  direct  their  practice  in  ways  that 
endanger  patients.  This  is  where  our 
medical  societies  must  act  with 
courage  and  tenacity  to  support 
physicians  challenging  the  practice 
standards  of  their  organizations.  For 
in  the  end,  a physician’s  best  defense 
in  speaking  out  to  protect  patients 


from  harmful  organization  policies 
is  the  ethical  traditions  that  pledge 
doctors  to  shield  patients  from  harm 
and  the  willingness  of  medical  soci- 
eties to  use  the  power  of  the  profes- 
sion to  stand  behind  physicians  tak- 
ing this  action. 

The  seventh  and  last  principle  re- 
emphasizes the  responsibility  of 
physicians  to  improve  their  commu- 
nities, which  is  stated  in  the 
Preamble.  Sometimes  community 
need  and  patient  need  may  conflict 
in  the  same  way  institutional  and 
patient  need  can  conflict,  making  it 
necessary  to  strike  an  ethical  balance. 

Conclusion 

The  Hippocratic  Oath  and  the  1980 
AMA  Principles  contain  a view  of 
the  meaning  of  ethics  for  medicine. 
In  these  documents,  we  see  the  val- 
ues that  define  a common  purpose 
for  physicians.  This  allegiance  to 
patients  gives  doctors  the  license  to 
take  significant  medical  actions  in 
the  face  of  the  patient’s  adversity 
and  vulnerability.  The  continuity  of 
ethical  concerns  over  the  two  and  a 
half  millennia  that  separate  these 
documents  is  striking.  There  exists  a 
timelessness  in  the  problems  of  ill- 
ness and  healing  that  changes  in 
techniques  do  not  alter. 
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Appendix 

American  Medical  Association 
Principles  of  Medical  Ethics 

Preamble: 

The  medical  profession  has  long  subscribed 
to  a body  of  ethical  statements  developed  pri- 
marily for  the  benefit  of  the  patient.  As  a 
member  of  this  profession,  a physician  must 
recognize  responsibility  not  only  to  patients, 
but  also  to  society,  to  other  health  profession- 
als, and  to  self.  The  following  Principles 
adopted  by  the  American  Medical  Assoc- 
iation are  not  laws,  but  standards  of  conduct 
which  define  the  essentials  of  honorable 
behavior  for  the  physician. 

I.  A physician  shall  be  dedicated  to  provid- 
ing competent  medical  service  with  com- 
passion and  respect  for  human  dignity. 

II.  A physician  shall  deal  honestly  with 
patients  and  colleagues,  and  strive  to 
expose  those  physicians  deficient  in  char- 
acter or  competence,  or  who  engage  in 
fraud  or  deception. 

III.  A physician  shall  respect  the  law  and  also 
recognize  a responsibility  to  seek  changes 
in  those  requirements  which  are  contrary 
to  the  best  interests  of  the  patient. 

IV.  A physician  shall  respect  the  rights  of 
patients,  of  colleagues  and  of  other  health 
professionals,  and  shall  safeguard  patient 
confidences  within  the  constraints  of  the 
law. 

V.  A physician  shall  continue  to  study,  apply 
and  advance  scientific  knowledge,  make 
relevant  information  available  to  patients, 
colleagues,  and  the  public,  obtain  consul- 
tation, and  use  the  talents  of  othet  health 
professionals  when  indicated. 

VI.  A physician  shall,  in  the  provision  of 
appropriate  patient  care,  except  in  emer- 
gencies, be  free  to  choose  whom  to  serve, 
with  whom  to  associate,  and  the  environ- 
ment in  which  to  provide  medical  ser- 
vices. 

VILA  physician  shall  recognize  a responsibil- 
ity to  participate  in  activities  contributing 
to  an  improved  community. 
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Positive  relationships  exist  between 
medicine  and  religion.  Three  elements 
upon  which  religion  and  medicine 
interface  are  reverence  and  awe, 
power,  and  particularity.  Implica- 
tions of  each  of  these  areas  and 
their  pertinence  in  medical  decision 
making  are  illustrated.  Basic  ethical 
issues  are  seen  to  rest  on  religious 
presuppositions,  often  unacknowl- 
edged. The  supportive  and  critical 
tension  between  medicine  and  reli- 
gion is  important  and  renewing  for 
both  disciplines. 


The  Reverend  Dr 
Stotts,  President, 
Austin  Presbyterian 
Theological 
Seminary,  100  East 
27th  Street,  Austin, 
TX  78705.  Send 
reprint  requests  to  the 
Reverend  Dr  Stotts. 


Religion  and  medicine:  interfaces  that  matter 

Jack  L.  Stotts,  BD,  MA,  PhD 


As  I write,  I am  looking  at  a 
photograph  from  the  maga- 
zine of  a major  medical  cen- 
ter in  Texas.  That  photograph  is,  in 
my  mind,  a religious  picture.  Let  me 
describe  it  for  you. 

A physician,  robed  and  outfitted 
for  surgery,  fills  the  print.  His  head 
is  bowed,  his  shoulders  hunched  for- 
ward. The  lines  of  his  head  and 
shoulders  flow  in  such  a way  that 
they  direct  attention  to  his  latex- 
swaddled  hands.  His  hands  form  a 
nest,  waist  high. 

This  physician’s  hands  are  not 
empty.  They  are  full.  They  cradle  a 
donor  heart.  This  physician  is  the 
bearer  of  life  for  a patient.  He  holds 
in  his  hand  the  possibility  of  and  the 
hope  for  life  of  a particular  human 
being. 

The  image  before  me  is  strong  on 
many  levels.  The  photograph  is  well- 
composed  and  illustrates  poignantly 
an  article  about  organ  transplanta- 
tion. The  image  also  has  religious 
significance.  This  is  a religious  picture. 

Why  a religious  picture?  No  reli- 
gious symbols  are  present  — no 
cross,  crucifix,  or  Star  of  David  on 
the  wall.  No  dogma  is  proposed  in 
the  article;  no  ethical  admonitions 
rising  from  religious  commitments 
are  propounded.  Yet  it  is  religious. 
Why? 

The  photo  is  religious  in  the  sense 
that  the  late  theologian  Paul  Tillich 
described  religion.  Religion  treats, 
Tillich  contended,  a person’s  ulti- 
mate concern.  By  “ultimate”  Tillich 
meant  that  which  was  fundamental 
and  unconditional.  And  he  argued 
that  certain  human  objects,  acts,  and 
behaviors  have  the  quality  of  being 
translucent  to  what  is  ultimate.  So 
the  poet  sees  a flower,  but  through 
the  flower  shines  the  creator  of  all 
flowers  and  of  all  that  is.  Or  we 


observe  the  hands  of  a mother 
caressing  her  newborn,  and  we  see 
not  only  the  act  but  the  reality  of 
something  that  partakes  of  the  ulti- 
mate — what  we  call  love.  The  ordi- 
nary is  a carrier  of  the  extraordi- 
nary. Elizabeth  Barrett  Browning 
put  the  point  this  way: 

Earth’s  crammed  with  heaven. 

And  every  common  bush  afire 
with  God; 

but  only  he  who  sees,  takes  off 
his  shoes, 

the  rest  sit  round  it  and  pluck 
blackberries. 

(“Aurora  Leigh,”  Elizabeth 

Barrett  Browning) 

So  the  picture  of  the  physician 
cradling  the  donor  heart  is  religious 
for  me.  I look  at  it  and  “through  it” 
see  some  characteristics  of  the  ulti- 
mate, of  what  is  of  ultimate  concern 
to  us  humans.  These  characteristics 
are  points  of  interface  between  reli- 
gion and  medicine.  At  these  meeting 
points,  religion  and  medicine  share 
common  ground.  As  they  address 
ethical  issues  and  self-knowledge, 
both  medicine  and  religion  return, 
individually  and  together,  to  these 
foundational  elements  of  human  life. 
Three  such  elements  are  reverence 
and  awe,  power,  and  the  affirmation 
of  the  particular. 

Attitudes  toward  the  body 
and  life 

Reverence  and  awe 
Whatever  the  physician  holding 
the  heart  may  have  been  feeling 
internally,  his  body  language  com- 
municated attitudes  of  both  rever- 
ence and  awe.  What  he  held  was  a 
pump  — but  more  than  a pump.  It 
was  a heart,  both  literally  and  sym- 
bolically. In  countless  songs,  rituals. 
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and  poems,  the  heart  represents  the 
very  core  of  the  self,  the  sine  qua 
non  of  life.  This  hand-held  heart, 
even  though  it  was  still,  beat  the 
message  that  it  was  worthy  of  rever- 
ence and  awe,  or  better,  that  it  sym- 
bolized that  the  human  self  is  a 
repository  of  dignity  and  value.  Awe 
before  the  other  may  and  often  does 
lead  to  reverence  of  the  other. 
Reverence  of  the  other  affirms  the 
dignity  and  value  of  the  other.  In 
medicine,  the  practitioner  begins 
properly  with  reverence  and  awe 
before  the  human  self  and  goes  on 
to  affirm  the  self’s  dignity  and  value. 

Religion  joins  with  medicine  in 
its  attitude  of  reverence  and  awe 
before  the  body,  but,  again  with 
medicine,  more  fundamentally 
before  the  self.  For  religion,  the 
heart  — and  all  that  it  stands  for 
physically,  psychically,  and  spiritu- 
ally — awakens  reverence  and  awe 
not  only  at  this  cluster  of  cells  but  at 
the  mystery  of  life.  Perhaps  one  of 
religion’s  most  important  tasks  is  to 
keep  before  itself  and  the  society  this 
perspective  on  the  self,  which  under- 
girds and  legitimates  the  affirmation 
of  the  dignity  of  the  body.  In  this 
interface  between  religion  and 
medicine,  religion  explicitly  and 
medicine  implicitly  lodges  the  dig- 
nity of  the  body/self  within  a value 
scheme  that  presumes  One  who  val- 
ues the  human  self,  which  simulta- 
neously is  embodied  in  and  tran- 
scends the  body.  The  ongoing 
philosophical  and  religious  discus- 
sion about  the  self/body  or,  in  earlier 
language,  the  soul/body,  has  pro- 
duced many  outcomes.  Different 
communities  at  different  times  have 
given  relative  weight  to  the  value  of 
the  body.  At  one  extreme,  the  body 
has  been  seen  as  an  enemy  of  the 
soul  or  self,  to  be  shed  as  quickly  as 


possible,  without  offending  the  cre- 
ator who  gives  life.  But  the  Western 
tradition  that  affirms  the  body  as 
good  and  worthy  of  protection, 
healing,  and  care  continues  to 
reassert  itself.  The  Christian  doc- 
trine of  incarnation,  for  example, 
assures  that  the  physical  body  can- 
not be  dismissed  or  judged  as  unim- 
portant or  lacking  in  worth. 

Reverence  and  awe  may  be 
understood  as  religious  attitudes. 
Rudolph  Otto  has  affirmed  that  a 
religious  experience  is  characterized 
by  a sense  of  mysterium  tremendum 
and  fascinosum.  Whatever  the  occa- 
sion, the  person  experiences  a sense 
of  mystery  that  is  at  once  fascinat- 
ing, compelling,  attractive  and  fear- 
some, overwhelming,  and  frighten- 
ing. It  is  simultaneously  the 
experience  of  the  psalmist  who 
sings,  “I  was  glad  when  they  said 
unto  me,  let  us  go  into  the  house  of 
the  Lord,”  (Psalms  122:1)  and  of 
Isaiah  who  cries  out,  “Woe  is  me, 
for  I am  undone.  For  I am  a man  of 
unclean  lips  and  dwell  in  a land  of 
unclean  people”  (Isaiah  6:5). 

Religion  and  medicine  begin  with 
a sense  of  reverence  and  awe  before 
the  mystery  of  life.  They  are  part- 
ners in  claiming  that  such  a stance 
precedes  all  attempts  to  understand 
and  to  manipulate  the  body. 
Reverence  and  awe  are  the  context 
that  surrounds  the  understandings 
and  interventions  we  make  with  ref- 
erence to  the  human  body  and  psy- 
che. Reverence  and  awe  are  the 
often  unacknowledged  but  powerful 
dispositions  that  undergird  human 
medicine  and  that  are  foundational 
for  the  ethical  issues  that  arise 
within  medicine. 

Medicine  and  religion  refresh  for 
each  other  this  sense  of  reverence 
and  awe  for  the  human  self,  which 
includes  reverence  and  awe  for  the 


body.  The  technician,  caught  up  in 
the  mechanics  of  medicine  or  reli- 
gion, and  the  ethician,  dealing  with 
discrete  questions  of  practice,  must 
be  reminded  from  time  to  time  of 
this  perspectival  base  for  judgments. 

This  sense  of  reverence  and  awe 
for  the  human  self/body  rests  on 
what  may  be  called  a religious  expe- 
rience. That  religious  experience 
takes  diverse  forms  and  arouses 
diverse  feelings.  These  feelings,  eg, 
reverence  and  awe,  are  subjective 
responses  to  an  objective  reality  who 
endows,  the  religious  person  con- 
fesses, the  self/body  with  meaning 
and  dignity.  The  dignity  and  value 
of  the  self/body  is  a function  of  a 
religious  conviction  about  what  is 
ultimate  in  the  world,  about  one 
who  bestows  dignity  and  value  in 
human  beings.  Human  dignity  and 
value  are  derived  from  religious  con- 
victions about  the  source,  sustainer, 
and  fulfiller  of  life.  This  point  about 
an  ultimate  power  is  doubly  impor- 
tant today.  For  in  the  contemporary 
world,  religion  is  often  reduced  to 
subjectivity,  to  internal  moods  and 
feelings,  without  reference  to  any- 
thing beyond  the  self.  But  the  reli- 
gious claim  is  that  the  primacy  of 
action  lies  in  an  objective  power  to 
which  human  internal  moods,  feel- 
ings, and  attitudes  are  secondary 
responses.  This  objective  power  is 
independent  of  humans  and  of  their 
control.  Thus,  religion  has  to  do 
with  power. 

Power 

The  cradled  heart  in  the  picture 
before  me  is  powerful  — as  a bio- 
logical pump,  as  a symbol  of  the 
power  of  life,  and  as  a symbol  of  a 
powerful  source,  sustainer,  and 
fulfiller  of  life.  Medicine  and  religion 
coincide  in  their  treatment. 


Texas  Medicine  / The  Journal  Volume  87  No.  1 January  1991 


83 


Indeed,  Gustafson  defines  reli- 
gion as  . . that  dimension  of  expe- 
rience that  senses  a relationship  to 
an  ultimate  power  that  sustains  and 
stands  over  against  humans  and  the 
world”  (1). 

• The  nature  of  power 

The  name  “God”  means  ultimate  or 
sacred  power.  “Power”  means  the 
self-generative  capacity  and  willing- 
ness to  act  on  one’s  own.  “Ultimate” 
and  “sacred”  mean  that  over  which 
one  finally  has  no  control.  “Ultimate 
power”  means  the  one  over  which 
no  other  power  can  persevere.  To 
say  “God”  is  not  to  speak  of  a pas- 
sive and  aloof  being;  it  is  to  point  to 
a reality  that  powerfully  accom- 
plishes its  will.  God  is  the  creative 
power  from  whom  all  things  come, 
the  governing  power  who  holds  all 
things  together  in  an  order,  and  the 
redeeming  power  who  seeks  the 
well-being  of  all  that  is. 

Institutional  religion  tries  to 
speak  of,  give  homage  to,  and  serve 
this  sacred  power.  It  does  so  as  a 
people  who  know  that  they  do  not 
have  ultimate  power.  They  do  not 
create  who  they  are.  They  do  not 
control  all  that  goes  on  around 
them.  And  they  shall  not  overcome 
the  power  of  death.  Religion  seeks 
to  communicate  the  nature  and 
characteristics  of  that  ultimate 
power  and  to  enlist  human  beings  in 
the  service  of  that  power. 

• The  personnel  and  purposes 
of  power 

Religion  testifies  to  the  ultimate 
power  but  should  not  think  of  itself 
as  the  ultimate  power.  Religion 
mediates  meaning,  purpose,  and 
direction  to  life.  Negatively,  religion 
also  protects  against  other  powers 
that  would  distort  or  destroy  life. 


Religious  leaders,  whether 
priests,  preachers,  or  rabbis,  mediate 
power.  They  elevate  the  bread  and 
wine;  they  unroll  the  scroll;  they  call 
people  to  prayer.  In  doing  so,  they 
“mediate”  the  power  of  God.  They 
provide  for  and  they  protect  life.  As 
mediators,  they  carry  on  a priestly 
function,  whatever  their  title. 

Priests  are  sometimes  held  in 
awe,  though  not  as  much  as  in  the 
past.  But  when  they  are,  it  is  because 
they  are  bearers  of  power  that  peo- 
ple need  and  desire  for  their  lives. 
Priests  are  believed  to  have  some 
special  relationship  to  sacred  power. 
They  can  provide  it  or  withhold  it. 

In  a similar  way,  physicians  medi- 
ate power.  Physicians  are  held  in 
awe  because  they  are  bearers  of 
significant  power.  They  hold  in  their 
minds  and  in  their  hands  power  to 
accomplish  purposes  that  people 
need  and  desire.  They  are  “priestly” 
in  that  they  do  what  priests  do  — 
give  or  withhold  the  power  that 
makes  for  life.  What  they  bestow  are 
not  bread  and  wine  and  ointment. 
What  they  bestow  are  medicines  and 
procedures  that  have  the  power  of 
life  or  death,  of  healing  and  helping. 
At  the  root  of  it,  in  contemporary 
society,  medical  practitioners  are 
often  looked  to  neither  as  teachers 
nor  as  technicians  but  as  priests  who 
have  access  to  and  control  over  mys- 
terious powers  based  on  knowledge 
unavailable  to  the  laity.  They  even 
look  and  sound  like  priests.  They 
wear  priestly  garments  of  white  and 
green;  they  utter  a strange  language, 
not  Latin  but  “biologese.”  They  per- 
form cleansing  ablutions  before 
approaching  the  surgical  table/altar. 
They  ornament  their  bodies  with 
emblems  of  knowledge  and  might. 
And  they  often  stand  aloof  and 
apart  from  — and  are  kept  at  a dis- 
tance by  — the  people,  surrounded 


by  the  aura  of  sacred  knowledge. 

Doctors  deal  in  the  power  of  life 
and  death,  just  like  religious  leaders. 
But  their  power,  like  the  power  of 
the  religious  leader,  is  not  absolute. 
Medicine  stands  mute,  or  with  ner- 
vous laughter,  before  death  — not 
defenseless.  Medicine  both  provides 
for  life  — vaccines  and  vitamins, 
diets  and  sanitation  — and  protects 
against  intrusive  powers  — viruses 
and  accidents,  malignant  growths 
and  destructive  cholesterol  — the 
agents  of  death’s  power.  Precisely  at 
the  point  of  death,  many  doctors,  as 
well  as  their  patients,  fear  death. 
This  fear  of  death,  Joseph  C. 
Rheingeld  of  the  Harvard  Medicine 
School  is  quoted  as  saying,  is  the 
central  anxiety  of  the  modern  self  — 
fear  of  the  collapse  of  the  body’s 
powers  (including  the  mind)  and  the 
fear  of  abandonment. 

Yet  power  and  purpose  are  inex- 
tricably linked.  So  the  issue  of  ulti- 
mate power  raises  the  issue  of  what 
purposes  that  power  advances  or 
seeks  to  advance.  It  is  interesting  to 
note  that  the  Greek  word  often 
translated  as  “salvation”  — the  pur- 
pose of  the  sacred  power  — may  be 
rendered  as  health  or  wholeness. 
God’s  purpose,  we  may  legitimately 
claim,  is  health  for  each  and  for  all, 
individually  and  together. 

Yet  global  terms  like  health  and 
salvation  need  to  be  broken  down  if 
they  are  to  be  operable.  So  we  may 
suggest  that  religion  and  medicine 
are  alike  in  dealing  with  common 
values  and  purposes.  Three  such  val- 
ues are  (a)  the  promotion  of  physical 
well-being,  (b)  the  provision  of 
significant  meaning  for  the  person, 
and  (c)  the  dignity  of  the  self.  These 
values  and  purposes  express  a com- 
mon “religious”  conviction  that  the 
power  they  serve  is  the  power  of  life 
over  the  power  of  death,  the  power 
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of  fulfillment  over  the  power  of 
diminution,  and  the  power  of  caring 
and  curing  over  the  power  of  harm- 
ing and  hurting.  And  religion  and 
medicine  are  alike  in  believing  that 
priests  and  doctors  use  their  powers 
faithfully  when  they  promote  physi- 
cal well-being,  significant  meaning, 
and  dignity. 

Notice  that  the  purposes  to  be 
promoted  are  multiple  — physical 
well-being,  significant  meaning,  and 
dignity.  There  are  others  as  well.  But 
the  point  is  that  the  goal  to  be  pro- 
moted is  complex,  not  simple. 
Further,  while  religion  and  medicine 
agree  on  all  three  purposes,  they 
often  part  ways  when  it  comes  to 
ranking  the  order  of  these  values. 

For  example,  specialty-oriented 
medicine  will  primarily  promote  or 
be  understood  as  promoting  physi- 
cal well-being.  It  will  bring  to  bear 
its  powers  of  research,  analysis,  and 
treatment  to  provide  for  the  self’s 
physical  well-being,  paying  sec- 
ondary attention  to  whether  the  self 
has  a sense  of  significant  meaning  or 
not.  For  example,  if  physicians  are 
concerned  about  a patient  with 
AIDS,  they  basically  are  concerned 
with  finding  physical  health  for  the 
person.  And  physical  health  is  the 
sine  qua  non  of  the  other  values,  or 
so  the  specialist  might  well  presume. 
So  medicine  invokes  and  uses  its 
powers  to  promote  physical  health. 

It  can  do  so  without  regard  to 
whether  the  self  (patient)  has  a sense 
of  self-worth,  of  significant  meaning. 
But  it  cannot  do  so  finally  without 
regard  to  dignity,  the  dignity  of  the 
self.  A certain  point  is  reached  in 
treatment  that  intrudes  on,  if  it  does 
not  attach,  the  dignity  of  the  self.  To 
affirm  this  dignity  of  the  self  as  a 
primary  value  grounds  the  legiti- 
macy of  the  patient  in  saying,  “no,” 


to  what  might  advance  mere  physi- 
cal health.  The  practitioner  is  thus 
called  on  to  respect  the  autonomy  of 
the  self  in  affirming  the  self’s  dignity. 

It  is  often  at  the  borders  where 
these  three  values  converge  that  ethi- 
cal issues  arise.  For  religion,  the 
definition  of  the  values  of  life  to  be 
promoted  remain  multiple.  But  reli- 
gion, in  principle,  may  be  more  pre- 
pared to  give  a heavier  weight,  for 
example,  to  significant  meaning  and 
dignity  than  to  physical  well-being. 
Thus,  it  is  plausible,  though  not  doc- 
umented empirically,  that  religion 
may  move  more  readily  than  medi- 
cine to  justify  euthanasia  or  “pulling 
the  plug.”  Religion  may  also  be 
more  ready  than  medicine  to  define 
dignity  in  terms  of  autonomy  and  to 
value  autonomy  above  physical 
health.  This  last  illustration  leads  to 
a third  interface  between  religion 
and  medicine:  the  affirmation  of  the 
particular. 

The  affirmation  of  the  particular 
It  is  attention  to  the  individual 
patient,  the  particular  person,  that 
makes  for  both  good  medicine  and 
good  religion.  The  physician  in  the 
photo  holds  a heart  that  comes  from 
somebody,  not  from  just  a body. 

The  task  of  religion  is  to  person- 
alize — to  attend  to  each  person  as  a 
singular,  unique,  and  beloved  child 
of  God.  The  vocation  of  the  medical 
scientist  is  to  deal  with  the  imper- 
sonal — to  seek  the  continuities,  to 
abstract  from  the  individual.  Relig- 
ion and  medicine  join  in  affirming 
that  the  practice  of  medicine  is 
indeed  properly  grounded  in  the  sci- 
entific and  the  impersonal.  But  both 
religion  and  medicine  should,  do, 
and  may  lobby  for  the  personal,  the 
individual,  and  the  particular  in  ref- 
erence to  medical  treatment.  Relig- 
ion and  medicine  urge  attention  to 


the  particular;  they  stand  in  wonder 
before  the  self  so  that  the  person  is 
not  reduced  to  a case.  Neurologist 
Oliver  Sacks  writes  in  The  Man 
Who  Mistook  His  Wife  for  a Hat: 

Hippocrates  thus  introduced  the 
case  history,  a description,  or 
depiction,  of  the  natural  history 
of  disease  — precisely  expressed 
by  the  old  word  “pathology.” 
Such  histories  are  a form  of  natu- 
ral history  — but  they  tell  us 
nothing  about  the  individual  and 
his  history;  they  convey  nothing 
of  the  person,  and  the  experience 
of  the  person,  as  he  faces,  and 
struggles  to  survive,  his  disease 
(2). 

Further,  religion  and  medicine 
converge  on  an  appreciation  of  the 
healing  potential  of  the  particular 
patient.  To  put  it  bluntly,  drugs  need 
people  for  people  to  get  well.  What 
is  required  is  not  a mechanistic 
model  of  the  human,  but  a humanis- 
tic model  of  the  patient.  Walker 
Percy  writes  in  his  novel  The 
Thanatos  Syndrome: 

My  psychiatric  faith  1 got  in  the 
old  days  from  Dr  Harry  Stack 
Sullivan,  perhaps  this  country’s 
best  psychiatrist,  who,  if  not  a 
genius,  had  a certain  secret  belief 
which  he  himself  could  not 
account  for.  Nor  could  it  be  sci- 
entifically proven.  Yet  he  trans- 
mitted it  to  his  residents.  It 
seemed  to  him  to  be  an  article  of 
faith,  and  to  me  it  is  as  valuable 
as  Freud’s  genius.  “Here’s  the 
secret,”  he  used  to  tell  us,  his  res- 
idents. “You  take  that  last  patient 
we  saw.  Offhand,  what  would 
you  say  about  him?  A loser, 
right?  A loser  by  all  counts.  You 
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know  what  you’re  all  thinking  to 
yourself?  You’re  thinking,  No 
wonder  that  guy  is  depressed. 
He’s  entitled  to  be  depressed.  If  I 
were  he,  I’d  be  depressed  too. 
Right?  Wrong.  You’re  thinking 
the  most  we  can  do  for  him  is 
make  him  feel  a little  better,  give 
him  a pill  or  two,  a little  pat  or 
two.  Right?  Wrong.  Here’s  the 
peculiar  thing  and  I’ll  never 
understand  why  this  is  so:  Each 
patient  this  side  of  psychosis, 
and  even  some  psychotics,  has 
the  means  of  obtaining  what  he 
needs,  she  needs,  with  a little 
help  from  you.  ” 

Do  you  know  that  this  is  true?  I 
don’t  know  why  or  how,  but  it  is 
true.  People  can  get  better,  can 
come  to  themselves,  without 
chemicals  and  with  a little  help 
from  you.  I believed  him. 
Amazing!  I’m  amazed  every  time 
it  happens  (3). 

In  affirming  the  dignity  and 
potentiality  of  a particular  patient, 
religion  and  medicine  converge  also 
on  the  proposition  that  each  individ- 
ual — despite  social  class  or  other 
category  distinctions  — by  virtue  of 
being  human,  has  a legitimate  claim 
on  health  services.  There  is  a democ- 
racy of  vulnerability  to  disease  and 
illness  that  argues  for  a democracy 
of  access  to  both  medical  treatment 
and  religious  services.  This  raises  the 
issue  of  justice,  which  is  a distribu- 
tive category.  Distributive  justice  — 
addressed  in  other  articles  in  this 
series  — is  that  portion  of  ethics 
that  addresses  who  gets  what  and 
why.  Distributive  justice  raises  the 


question  of  criteria  for  distribution 
— need,  capacity  for  rehabilitation, 
usefulness  of  the  person’s  contribu- 
tions to  society,  and  the  capacity  to 
pay.  These  are  both  macro  or  sys- 
temic ethical  issues  — the  allocation 
of  scarce  resources  to  multiple 
claimants  (AIDS  research  versus 
treatment  of  patients  with  AIDS) 
and  micro  or  situational  discus- 
sions — who  will  get  access  to  the 
dialysis  machine,  and  on  what 
grounds.  Religion  and  medicine  join 
normatively  in  acknowledging  and 
seeking  to  serve  the  legitimate  needs 
of  all  people. 

Conclusion 

Religion  and  medicine  relate  posi- 
tively to  each  other  in  a variety  of 
other  ways.  Negative  relationships 
have  existed  as  well.  In  earlier  times, 
for  example,  religions  have  deterred 
medical  research.  But  an  inevitable 
convergence  or  overlap  occurs  be- 
tween religion  and  medicine  because 
these  issues  of  reverence  and  awe, 
power,  and  the  particular  person  are 
perennial  and  significant.  Because 
they  are  genuinely  human  questions, 
they  cannot  be  avoided.  In  address- 
ing them,  we  inevitably  raise  or  are 
brought  face-to-face  with  the  issues 
of  the  ultimate.  What  is  our  ultimate 
concern?  Is  there  an  ultimate  power? 
What  are  the  purposes  of  life?  What 
is  death?  Is  God  a death  dealer  or  a 
life  giver?  What  are  the  purposes  of 
God,  the  ultimate  power?  Some- 
times questions  such  as  these  are 
even  raised  by  a photograph  — per- 
haps of  a physician  cradling  a heart, 
moving  across  the  space  from  death 
to  life. 
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Medicine  as  a profession  is 
entrusted  with  the  responsibility  to 
prevent  disease  and  treat  the  sick  — 
a responsibility  that  has  both  per- 
sonal and  social  dimensions.  The 
profession’s  social  conscience  is 
being  called  upon  anew  as 
Americans  devise  an  ethic  of  the 
common  provision  of  health  care. 
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Medical  practice  as  a public  trust 
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It  is  a commonplace  that  medi- 
cine is  personal.  At  the  heart  of 
medical  practice  lies  the  doctor- 
patient  relationship,  itself  a personal 
relationship  of  trust.  Medicine  is,  of 
course,  immensely  complex  and 
involves  much  more  than  the  doctor- 
patient  relationship,  but  at  its  center 
are  a patient  and  a doctor  talking 
about  what  ails  the  patient. 

Not  only  the  relationship  but  the 
subject  of  the  conversation  is  per- 
sonal. It  is  patients  as  persons  who 
are  ill.  Their  bodies  may  harbor  a 
disease  or  have  suffered  injury,  but 
the  meaning  of  those  anomalies  mat- 
ters to  patients  as  persons.  Patients 
bring  not  their  lesions  or  their  symp- 
toms of  unknown  origin,  but  their 
ailing  selves  to  doctors  for  insight, 
advice,  treatment,  and  succor.  If 
patients  are  to  reveal  themselves, 
doctors  must  he  trustworthy.  Patients 
must  be  confident  that  doctors  are 
knowledgeable  about  what  they  pro- 
fess to  know  and  that  they  can  be 
safely  entrusted  with  another’s 
uncertainties,  anxieties,  and  hopes. 
Medicine  is  personal;  its  practice  is 
predicated  on  mutuality  and  trust. 

Medicine  is  also  social;  its  prac- 
tice is  a public  trust.  Less  obvious, 
this  has  to  do  not  with  a practice 
seen  at  close  range  to  consist  funda- 
mentally of  personal  relations  but 
with  all  the  organized  activities  of 
medicine  viewed  from  an  external 
perspective.  From  this  angle, 
medicine  is  a profession  created  by 
social  need  and  sustained  by  social 
relations.  Because  the  meeting  of  the 
need  to  prevent  disease  and  treat  the 
sick  is  deemed  necessary  to  the 
flourishing  of  society,  society  autho- 
rizes the  medical  profession  to  pre- 
side over  that  domain  much  as  it 
permits  other  professions  to  attend 
to  spiritual  needs,  look  after  educa- 
tional matters,  and  keep  the  peace. 
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Professions  are  distinguished 
from  other  occupations  by  certain 
identifiable  characteristics  (1-2). 
Professionals,  as  has  been  noted, 
profess.  Physicians  reasonably  claim 
to  know  more  than  those  untrained 
in  medicine  about  the  anatomy, 
physiology,  biochemistry,  and 
pathology  of  the  human  body.  From 
this  profession  of  expertise  flow  cer- 
tain consequences  for  professional 
organization,  purview,  responsibil- 
ity, and  reward. 

Because  professional  knowledge 
is  organized  (and  also  increasingly 
specialized),  society  allows  profes- 
sions great  latitude  in  managing 
their  own  affairs.  Professionals 
determine  largely  among  themselves 
the  extent  and  limits  of  their  branch 
of  learning,  which  lines  of  knowl- 
edge if  explored  are  most  likely  to 
improve  practice,  who  is  competent 
to  practice,  and  how  best  to  train 
aspirants  to  the  profession.  And,  in 
the  course  of  training,  a code  of 
acceptable  conduct  is  subtly  passed 
from  seasoned  professional  to  novice. 

Because  knowledge  is  power  and 
power  tends  to  corrupt,  profession- 
als are  expected  to  subordinate  self- 
interest  to  the  common  interest  in 
the  health  of  the  community.  Society 
traditionally  holds  healers  in  high 
esteem  because  of  their  ability  to 
care  and  cure,  and  it  rewards  them 
accordingly.  But  the  esteem  dimin- 
ishes when  healers  begin  to  look  out 
for  themselves  first.  The  balance  is 
especially  difficult  to  maintain  in  a 
society  such  as  ours  in  which  self- 
interest  is  rewarded  financially. 

These  then  are  notable  marks  of 
a profession:  demonstrated  mastery 
of  a branch  of  knowledge,  the  use  of 
that  knowledge  in  the  service  of 
society  and  its  members,  self-regula- 
tion of  professional  conduct,  and  a 
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system  of  rewards  commensurate 
with  such  mastery,  service,  and  self- 
control.  Although  these  characteris- 
tics are  not  present  equally  in  every 
profession,  if  any  one  of  them  is 
missing  altogether,  the  occupation  in 
question  is  unlikely  to  be  accorded 
the  rights  and  privileges  that  accom- 
pany professional  status. 

Among  these  characteristics  is  the 
notion  of  service  to  society.  Modern- 
day  professions  have  difficulty 
grasping  this  notion,  and  medicine  is 
no  exception.  The  idea  of  service 
itself  has  lost  much  of  its  suggestive- 
ness in  our  society  at  large.  Whereas 
to  serve  once  meant  caring  for  oth- 
ers in  need  (serving  the  destitute  and 
the  sick)  and  contributing  to  the 
common  good  (serving  one’s  coun- 
try), activities  considered  estimable 
by  givers  and  receivers  alike,  we 
now  often  hear  disdain  in  talk  of 
“services”  for  the  sick,  the  dispos- 
sessed, and  the  disabled.  Traditions 
of  service  run  deep  in  medicine  and 
are  still  very  much  alive  in  the  prac- 
tice of  personal  medical  care.  But 
medicine’s  identity  as  a caring  pro- 
fession is  beset  from  within  (for 
example,  by  technologies  that 
promise  great  therapeutic  benefit  but 
that  also  build  barriers  between  doc- 
tors and  patients)  and  threatened 
from  without  (as  the  cost  of  a 
needed  hospital  stay  moves  beyond 
the  reach  of  many).  The  challenge  is 
to  reconnect  the  profession  to  the 
dormant  but  still  venerable  traditions 
of  service  to  the  commonweal  — the 
body  politic  — by  reanimating 
physicians’  social  responsibilities. 


Medicine’s  sense  of  social 
responsibility 

The  doctor-patient  relationship  is 
the  core  of  medical  practice.  This 
practice  is  conducted  in  the  context 
of  a profession  that  sets  and  main- 
tains standards  of  competence  and 
conduct.  The  profession,  in  turn,  is 
situated  in  a larger  social  context.  It 
is  influenced  by  and  has  impact  on 
cultural  values,  organizational 
arrangements,  and  economic  and 
legal  systems.  Whereas,  at  the  level 
of  practice,  doctors  are  expected  to 
act  knowledgeably  and  sensitively  in 
personal  interactions  with  patients, 
on  the  social  stage,  doctors  have  the 
power  to  help  or  harm  patients  in 
the  aggregate.  The  responsible  exer- 
cising of  this  power  requires  physi- 
cians to  attend  to  the  value  of  fair- 
ness, understood  as  each  person 
receiving  his  or  her  share  of  a valu- 
able social  resource  held  in  com- 
mon — medical  care  as  a common 
good.  We  need  only  briefly  review 
how  drastically  the  organization  of 
medical  care  has  changed  in  less 
than  a lifetime  to  comprehend  why 
being  fair  in  this  social  sense  has 
become  problematic  (3-6). 

A hundred  years  ago,  the  United 
States  had  fewer  than  200  hospitals 
serving  less  than  150,000  patients 
per  year.  And  well  into  the  20th  cen- 
tury, the  cost  of  medical  care  was 
relatively  low.  In  the  teens  and  twen- 
ties of  our  century,  as  a result  of  sci- 
entific advances  applicable  in 
medicine,  the  locus  of  care  shifted 
dramatically  from  home  to  hospital, 
where  modern  laboratories,  x-ray 
facilities,  and  operating  rooms  were 
available  and  where  complicated 
treatment  could  be  coordinated.  By 
the  1930s,  more  than  6 million 


Americans  were  being  attended  in 
6,400  hospitals  nationwide.  Of 
course,  these  scientific  advances  and 
technological  sophistication  came  at 
a cost.  Fewer  than  10%  of  Ameri- 
cans were  protected  by  health  insur- 
ance at  the  time  of  the  Great 
Depression,  and  the  main  reason 
families  borrowed  money  was  to 
pay  medical  bills.  Then,  as  today, 
the  burden  of  serious  illness  fell  dis- 
proportionately on  the  poor  and 
the  elderly.  As  the  cost  of  medical 
care  escalated,  becoming  seriously 
ill  threatened  financial  as  well  as 
physical  catastrophe  for  all  but  the 
well-to-do. 

Alongside  the  growth  of  medical 
technology  and  concomitant  rise  in 
the  cost  of  medical  care,  a public 
perception  began  to  take  articulate 
form.  Because  health  is  not  a frill 
but  a basic  necessity,  and  because 
health  care  expenditures  cannot  be 
anticipated  like  the  relatively  con- 
stant costs  of  food  and  shelter,  ordi- 
nary people  needed  assistance  in 
managing  their  medical  budgets.  For 
complex  reasons,  the  United  States 
did  not  translate  this  perception  into 
the  creation  of  a national  health  ser- 
vice as  did  many  European  nations 
after  World  War  II.  Nonetheless,  a 
health  insurance  system  evolved  that 
linked  private  health  coverage  and 
tax  subsidies  for  those  with  jobs  to 
public  insurance  for  the  unemployed 
and  the  elderly.  That  system,  though 
constantly  changing  and  imperfect, 
has  until  recently  provided  about 
85%  of  the  American  population 
access  to  basic  medical  care.  Most 
catastrophic  illness  is  still  the  threat 
it  was  throughout  the  period  under 
review,  and  the  remaining  15%  of 
the  population  is  uninsured  and  thus 
has  little  or  no  access  to  the  system. 
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Medicaid  now  covers  fewer  than 
half  of  the  people  whose  incomes 
fall  below  the  poverty  line. 

This  leaves  37  million  people  (46 
million  if  we  include  those  who  need 
help  paying  for  long-term  care)  who 
are  medically  disenfranchised  — 
children  (12  million  of  them, 
accounting  for  one-third  of  the  total 
of  uninsured),  single  women  of 
child-bearing  age  or  with  families, 
homeless  people  who  are  mentally  ill 
or  addicted,  partially  disabled  per- 
sons, many  victims  of  AIDS,  and 
inhabitants  of  isolated  rural  areas 
and  equally  isolated  enclaves  of 
poverty  in  urban  America,  to  cite  a 
few  glaring  examples.  The  number 
of  Americans  with  no  health  insur- 
ance has  risen  over  the  past  decade, 
partly  due  to  inflation  but  mainly 
because  of  economic  changes.  For 
example,  manufacturing  industries 
nationwide  in  which  health  benefits 
are  part  of  the  employment  package 
have  shown  a net  loss  of  a million 
jobs  in  less  than  a decade.  Employ- 
ment growth  has  occurred  chiefly  in 
service  industries  in  which  employ- 
ers often  provide  no  health  cover- 
age. This  helps  explain  why  60%  of 
uninsured  adults  are  working  full 
time  but  cannot  afford  to  pay  doctor 
bills.  Many  physicians  do  not  charge 
patients  who  cannot  pay. 

And,  clearly,  something  is  wrong 
with  an  insurance  system  that  pays 
for  organ  transplants  under 
Medicare  but  does  not  cover  even 
minimal  child  health  care.  Two 
examples  make  the  point.  In  con- 
stant dollars.  Aid  to  Families  with 
Dependent  Children  (AFDC) 
benefits  have  been  cut  by  26%  since 
1977.  In  31  states,  the  maximum 
AFDC  payment  for  a family  of  three 
in  1988  was  less  than  half  the 
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poverty  level.  In  1973,  AFDC  cov- 
ered 84  children  for  every  100  living 
in  poverty.  It  now  covers  only  60  of 
100.  Basic  nutrition  programs  also 
have  been  neglected  lately.  The 
Women,  Infant  and  Children 
Program  is  one  of  the  most  effective 
(and  cost-effective)  social  programs 
ever  invented.  On  average,  $1  in- 
vested in  prenatal  care  saves  $3  in 
short-term  hospital  costs.  Nonethe- 
less, funding  is  falling  off;  last  year, 
only  half  of  those  eligible  were  served. 

As  pressure  increases  to  reduce 
costs  of  medical  care,  those  who 
cannot  pay  their  way  become  less 
welcome  than  those  who  can.  The 
bottom-line  mentality  squeezes 
hardest  those  at  the  bottom  of  the 
social  scale  and  puts  doctors  in  the 
dubious  role  of  keeper  of  the  purse. 
Even  when  physicians  feel  sympathy 
and  generosity  for  the  least  of  those 
among  the  sick,  current  incentives 
urge  them  to  hold  back.  Because 
medical  care  is  a common  good, 
offering  it  to  some  and  withholding 
it  from  others  in  need  is  unfair.  Need 
is  the  key  criterion,  not  ability  to 
pay.  Flere  is  where  medicine’s  tradi- 
tion of  serving  the  well-being  of  the 
whole  community  is  being  called 
upon  anew. 

Physicians  and  social  change 

In  at  least  three  significant  ways, 
physicians  can  contribute  to  the 
devising  of  a more  inclusive,  more 
responsive  health-care  system:  by 
helping  to  create  social  conditions 
for  healthy  living  in  practice  com- 
munities, by  professional  self-regula- 
tion and  the  setting  of  socially 
responsible  professional  goals,  and 
by  conscientious  participation  in  the 
debate  about  the  common  provision 
of  an  adequate  level  of  health  care 
to  all  citizens. 
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Working  for  healthy  living  condi- 
tions in  the  community 
Physicians  are  strategically  placed  in 
communities  to  see  the  ravages  of 
child  abuse,  elder  abuse,  and  drug 
abuse.  They  are  knowledgeable 
about  the  implications  of  malnutri- 
tion, cigarette  smoking,  and  heavy 
drinking.  They  know  the  importance 
of  controlling  hypertension  and  dia- 
betes, screening  for  common  can- 
cers, wearing  seat  belts,  and  practic- 
ing safe  sex.  Although  physicians 
may  have  no  special  expertise 
beyond  medicine,  they  do  see  the 
casualties  of  inhumane  living  condi- 
tions and  unsafe  habits.  Possession 
of  this  knowledge  obligates  them  to 
inform  and  engage  others  in  helping 
to  create  conditions  in  which  all 
members  of  their  community  have  at 
least  a fighting  chance  to  be  healthy. 
Former  Surgeon  General  Koop’s 
advocacy  of  education  about  AIDS 
and  Health  and  Human  Services 
Secretary  Sullivan’s  vocal  opposition 
to  targeted  cigarette  advertising  are 
examples  worthy  of  emulation. 

At  the  turn  of  a decade  that  has 
been  marked  by  widespread  inatten- 
tion to  the  health  needs  of  the 
underinsured  and  the  uninsured,  this 
means,  for  example,  doing  whatever 
it  takes  in  a physician’s  local  com- 
munity to  make  pregnancy  a healthy 
condition  for  all  women.  At  the 
state  level,  it  means  pressing  for 
treatment  for  drug  addicts  who 
want  to  kick  the  habit  but  have  no 
access  to  programs;  and  it  means 
lobbying  for  funds  for  AZT  to  help 
thousands  of  Texans  afflicted  with 
AIDS.  In  the  national  arena,  it 
means  driving  home  the  point  with 
Congress  that  a short  decade  from 
now  the  patients  in  half  of  all  doc- 
tor-patient  encounters  will  be  older 
than  65  years,  with  all  that  fact 
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implies  for  the  need  for  home  care, 
nursing  home  insurance,  and 
dignified  functional  rehabilitation  of 
chronically  disabled  persons. 

Of  course,  care  for  the  ailing 
elderly  person  is  not  exclusively  a 
federal  responsibility.  Most  old  peo- 
ple are  fairly  healthy  most  of  the 
time,  and  a hospital  stay  is  a rare 
event.  It  is  true  that  the  number  of 
persons  who  suffer  from  nonfatal 
disorders  that  lead  to  significant 
impairment  will  increase  as  people 
live  longer.  Nonetheless,  even  with 
Medicare,  families  provide  about 
80%  of  all  home-health  care  to  their 
elders  who  are  partially  disabled. 
Long-term  care  is  paid  for  directly 
out-of-pocket  far  more  often  than  is 
acute  care.  Although  fewer  than  6% 
of  elderly  persons  reside  in  nursing 
homes,  50%  of  the  cost  of  their  care 
is  paid  for  by  them  or  their  families 
compared  to  5.2%  of  inpatient  and 
10.3%  of  outpatient  expenditures. 
These  arrangements  should  be 
encouraged,  but  families  will  need 
help.  Love  and  affection  can  be 
aided  in  practical  ways  by  house 
calls,  nursing  services,  home  help, 
and  respite  care  when  everybody 
needs  a rest.  Helping  thus  to  create 
conditions  for  healthy  living  is  an 
expression  of  public-spiritedness 
that  is  fundamental  to  medicine  as  a 
profession. 

Regulating  the  profession  and 
setting  socially  responsible  goals 
Another  expression  of  public-spirit- 
edness has  to  do  not  with  outreach 
but  with  running  as  tight  a profes- 
sion as  respect  for  individual  differ- 
ences in  practice  will  allow.  Patients 
cannot  become  expert  in  assessing 
physicians’  technical  competence. 
That  assessment  is  the  responsibility 
of  the  profession  through  its  training 


programs  and  licensing  authority. 
Public  confidence  depends  on  pub- 
licly professed  standards  of  practice, 
established  and  enforced  by  physi- 
cians’ peers.  Substandard  care  and 
inappropriate  procedures  or  opera- 
tions performed  at  rates  that  are 
excessive  by  accepted  criteria  should 
be  controlled  by  peers.  Professional 
standards  enhance  the  quality  of 
care,  assure  the  public  that  doctors 
as  a group  are  willing  to  assume 
responsibility  for  sound  practice, 
and  tacitly  limit  corporate  and  gov- 
ernmental administrative  authority 
over  clinical  responsibilities. 

If  medicine’s  professional  house  is 
truly  in  order  and  is  seen  to  be  in 
order  by  the  society  medicine  serves, 
the  need  for  external  regulation  will 
be  minimized.  The  public  is 
impressed  justifiably  when  doctors 
take  the  lead  or  join  the  chorus  in 
calling  for  types  of  care  that  other- 
wise may  get  short  shrift.  Think  of 
the  efforts  of  obstetricians  in  the 
1970s  to  promote  regionalized  peri- 
natal care,  and,  more  recently,  of  the 
local  activities  of  pediatricians  and 
school  health  officials  aimed  at 
improving  immunization  rates  for 
measles.  Here  is  medicine’s  public 
face,  and  it  is  friendly  — seeing 
beyond  the  office  visit  and  the  hospi- 
tal stay,  looking  after  the  good 
health  of  the  community.  Aside  from 
the  intrinsic  value  of  these  activities, 
such  a friendly  face  is  especially  wel- 
come at  a time  when  the  public  is 
increasingly  skeptical  about  whether 
medicine’s  current  preoccupations 
with  health  maintenance  organiza- 
tions, preferred  provider  organiza- 
tions, proprietary  hospitals,  and 
cost-control  strategies  are  apt  to 
coexist  comfortably  with  perennial 
human  health  needs. 


Participating  in  discussions  about 
the  provision  of  adequate  health 
care  for  all 

In  all  likelihood,  public  debate 
about  national  health  insurance  will 
soon  heat  up  again.  Only  this  time, 
the  issue  will  be  not  whether  such 
insurance  is  needed  but  what  form  it 
will  take,  what  will  be  covered,  and 
how  responsibilities  for  financing 
will  be  shared  by  the  public  and  pri- 
vate sectors.  The  debate  has  gone  on 
in  this  country  for  at  least  40  years 
with  no  clear  resolution.  In  April 
1949,  President  Truman  told 
Congress: 

Action  thus  far  taken  falls  far 
short  of  our  goal  of  adequate 
medical  care  for  all  our  citizens. 

If  we  are  to  deal  with  the  prob- 
lem realistically  and  in  its  true 
dimensions,  action  is  required  on 
a broader  scale.  Technical 
resources  have  been  greatly 
increased,  but  as  a nation  we 
have  not  yet  succeeded  in  making 
the  benefits  of  these  scientific 
advances  available  to  all  those 
who  need  them.  The  best  hospi- 
tals, the  finest  research  laborato- 
ries, and  the  most  skillful  physi- 
cians are  of  no  value  to  those 
who  cannot  obtain  their  services. 
Our  objective  must  be  two-fold: 
To  make  available  enough  medi- 
cal services  to  go  around,  and  to 
see  that  everybody  has  a chance 
to  obtain  those  services.  We  can- 
not attain  one  part  of  that  objec- 
tive unless  we  attain  the  other  as 
well  (7). 

Times  have  changed,  but  the 
objective  has  not.  Many  more  medi- 
cal services  are  now  available  at 
much  higher  cost,  but  we  still  must 
decide  how  to  distribute  those  ser- 
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vices  fairly  to  those  who  need  them. 
To  insure  adequate  medical  care  for 
all  citizens  now  requires,  as  it  did  40 
years  ago,  action  on  a broad  scale. 

A President’s  commission  of  a 
decade  ago  recognized  this  require- 
ment in  its  deliberations.  Commis- 
sioned to  study  the  ethical  implica- 
tions of  differences  in  availability  of 
health  services  among  various 
groups  in  the  United  States,  this 
commission  proposed  six  principles 
as  a framework  for  thinking  about 
fair  distribution: 

1.  Society  has  an  ethical  obligation 
to  insure  equitable  (not  equal, 
but  fair)  access  to  health  care  for 
all; 

2.  Individuals  have  an  obligation  to 
pay  a fair  share  of  the  cost  of 
their  own  care; 

3.  Equitable  access  to  health  care 
necessitates  that  all  citizens  be 
able  to  receive  an  adequate  level 
of  care  without  bearing  excessive 
burdens; 

4.  When  private  forces  produce 
equitable  access,  there  is  no  need 
for  government  involvement, 
although  responsibility  ultimately 
rests  with  the  federal  government 
to  insure  that  society’s  obliga- 
tions are  met  through  a mix  of 
public  and  private  sector  arrange- 
ments; 

5.  The  cost  of  achieving  equitable 
access  to  health  care  ought  to  be 
shared  fairly  at  a national  level; 
and 

6.  The  goal  of  cost  containment 
should  not  focus  on  limiting  the 
attainment  of  equitable  access  for 
those  least  well  served  by  current 
arrangements  (8). 


The  third  principle  is  the  key  one, 
in  that  it  defines  what  is  fair  in  terms 
of  adequacy  of  the  level  of  care. 
“Adequate”  was  President  Truman’s 
way  of  putting  it,  too.  Unless  this  is 
a coincidence,  it  would  seem  that 
the  question  of  what  we  as  a society 
mean  by  “adequate  level  of  care”  is 
the  key  question  — the  question  that 
we  are  being  pressed  by  economic 
forces  to  answer. 

As  national  health  insurance 
moves  back  on  to  the  American 
agenda,  the  question  of  what  is  fair 
will  become  central.  The  answer  will 
surely  be  that  each  person  should 
have  access  to  an  affordable  level  of 
care  adequate  to  his  or  her  need.  As 
inequities  in  the  present  delivery  sys- 
tem become  more  widely  known, 
Americans  will  be  less  and  less  com- 
fortable with  the  idea  that  most  of 
us  get  top-notch  medical  care  simply 
by  showing  proof  of  insurance  while 
a significant  minority  of  our  fellow 
citizens  (including  12  million  chil- 
dren) have  no  access  at  all. 

Businesses,  too,  are  beginning  to 
press  for  reform.  In  the  mid-80s, 
health  spending  as  a share  of  the 
gross  national  product  stayed 
steady.  But  since  1985,  it  has  risen 
from  10.4%  of  the  gross  national 
product  (GNP)  to  over  11%  (in 
1949,  it  was  4%;  in  1965,  5.9%). 
With  health  care  costs  climbing  at 
rates  of  20%  per  year,  industries  are 
searching  for  relief  from  what  have 
become  burdensomely  expensive 
health  benefits.  In  such  an  economic 
climate,  alternative  systems  for  con- 
trolling health  expenditures  seem 
more  attractive  (9-11). 

Realities  of  the  marketplace 
should  not,  however,  obscure  the 
fact  that  the  fundamental  question 
remains  an  ethical  one.  We  live  in 


communities,  not  economies  (12).  In 
support  of  its  claim  that  equitable 
access  to  an  adequate  level  of  health 
care  for  all  citizens  is  a shared  social 
responsibility,  the  President’s  com- 
mission argued: 

Health  care  can  relieve  pain  and 
suffering,  restore  functioning, 
and  prevent  death;  it  can  enhance 
good  health  and  improve  an  indi- 
vidual’s opportunity  to  pursue  a 
life  plan;  and  it  can  provide  valu- 
able information  about  a person’s 
overall  health.  Beyond  its  practi- 
cal importance,  the  involvement 
of  health  care  with  the  most 
significant  and  awesome  events 
of  life  — birth,  illness,  death  — is 
a symbolic  aspect  to  health  care: 
it  is  special  because  it  signifies 
not  only  mutual  empathy  and 
caring  but  the  mysterious  aspects 
of  curing  and  healing. 
Furthermore,  while  people  have 
some  ability  — through  choice  of 
lifestyle  and  through  preventive 
measures  — to  influence  their 
health  status,  many  health  prob- 
lems are  beyond  their  control  and 
are  therefore  undeserved.  . . . 
Finally,  the  incidence  and  severity 
of  ill  health  is  distributed  very 
unevenly  among  people.  . . . 
Together,  these  considerations 
lend  weight  to  the  belief  that 
health  care  is  different  from  most 
other  goods  and  services.  In  a 
society  concerned  not  only  with 
fairness  and  equality  of  opportu- 
nity but  also  with  the  redemptive 
powers  of  science,  there  is  a felt 
obligation  to  insure  that  some 
level  of  health  services  is  avail- 
able to  all”  (8,  pp  1 1-12). 
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What  level  is  adequate?  That 
is  the  question  now  requiring 
public  debate.  And  posing  it  in 
this  way  necessarily  will  lead  to 
considerations  of  fairness.  We 
will  not  agree  readily  about 
where  to  draw  the  line  between 
medical  need  and  desire  or  about 
how  much  of  the  system  should 
be  financed  publicly  and  how 
much  privately,  but  the  subject  of 
discussion  is  the  right  one:  What 
do  we  think  is  decent?  And  then, 
and  only  then:  How  much  of 
what  is  decent  can  we  afford? 

Physicians  must  figure  promi- 
nently in  this  debate  because  of 
what  they  know  — what  they  expe- 
rience in  their  practice  day  by  day. 
And,  their  posture  in  the  debate 
must  be  one  of  public-spiritedness 
because  theirs  is  a high  calling  to 
serve  the  sick  wherever  they  are 
found,  with  or  without  a gold  card. 
Serving  the  commonweal  in  these 
ways,  medicine  will  benefit,  too.  The 
personal  nature  that  characterizes 
the  doctor-patient  relationship  will 
imbue  medicine’s  social  relations. 
Medicine  as  a profession  will  not  be 
seen  as  society’s  adversary  but  as  its 
ally  in  the  task  of  preventing  disease 
and  treating  the  sick.  Public  trust 
will  be  restored  and  repaid. 


References 

1.  Friedson  E.  Profession  of  medicine;  a 
study  of  the  sociology  of  applied  knowl- 
edge. New  York,  NY:  Dodd,  Mead;  1970. 

2.  Lynn  KS,  ed.  The  Professions  in  America. 
Beacon  Press,  Boston;  1967. 

3.  Starr  P.  The  social  transformation  of 
American  medicine.  New  York,  Basic 
Books;  1982. 

4.  Graubard  SR,  ed.  America’s  doctors, 
medical  science,  medical  care.  Daedalus, 

J Am  Acad  Arts  Sci.  1986;!  15(2). 

5.  Rosenberg  CE.  The  care  of  strangers:  the 
rise  of  America’s  hospital  system.  New 
York,  Basic  Books;  1987. 

6.  Stevens  R.  In  sickness  and  in  wealth: 
America’s  hospitals  in  the  twentieth  cen- 
tury. New  York,  Basic  Books;  1989. 

7.  Health  Programme  for  the  USA.  The 
Lancet,  April  30,  1949:747^8. 

8.  Securing  Access  to  Health  Care,  A Report 
of  the  President’s  Commission  for  the 
Study  of  Ethical  Problems  in  Medicine 
and  Biomedical  and  Behavioral  Research. 
Washington,  DC;  1983:11^7. 

9.  Evans  RG,  Lomas  J,  Barer  ML,  et  al. 
Controlling  Health  Expenditures  — the 
Canadian  reality.  N Engl  J Med. 
1989;320(9):571-577. 

10.  Reiman  AS.  American  medicine  at  the 
crossroads:  signs  from  Canada.  N Engl  ] 
Med.  1989;320(9):590-591. 

11.  Halper  T.  The  misfortunes  of  others:  end- 
stage  renal  disease  in  the  United 
Kingdom.  Cambridge  University  Press, 
Cambridge;  1989. 

12.  Starr  P.  Transformation  in  defeat:  the 
changing  objectives  of  national  health 
insurance,  1915-1980.  Am  ] Public 
Health.  1982;72(l):78-88. 

13.  Securing  Access  to  Health  Care,  A Report 
of  the  President’s  Commission  for  the 
Study  of  Ethical  Problems  in  Medicine 
and  Biomedical  and  Behavioral  Research. 
Washington,  DC;  1983:11-12. 


92 


Texas  Medicine  / The  Journal 


Volume  87  No.  1 


January  1991 


WHY  SURRENDER... 


When  you  can  choose  a malpractice 
carrier  who  will  defend  you. 


ICA,  the  Professional  Liability  Speeialist,  offers  Texas  physieians: 

■ Free  retirement  tail  at  55  upon  qualifying 

■ In-house  elaims  attorneys  to  answer  your  questions 

■ Superior  loeal  defense  counsel 

■ No  settlement  without  your  consent 

■ New  doctor  discounts  and  sabbaticals 

■ No  surplus  deposits  or  assessments 


For  superior  malpractice  protection,  call  or  write: 


Insurance  Corporation  of  America 
4295  San  Felipe  P.O.  Box  56308 
Houston,  TX  77256-6308 
l-(800)-899-2356 


Texas  Physicians’ 
Directory 


Allergy 


HEADACHE  & MIGRAINE  CLINIC 

(Rhlnology-Allergy-Nutrltlon-Stress) 

Established  in  1 984.  (Concept  of  treatment  outlined  & published  in  International 
Rhinology  Supp.  2 1987)  S.  Hoover  MD 

(Oto-Rhino-laryngologist-allergIst) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recurrent 
Headaches  (namely:  Class,  Migraine,  Clusters,  tension,  premenstrual,  sinus, 
everyday,  and  headache  of  relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives, 
muscle-relaxants,  cafe-ergot,  methylsergide  nor  B Blockers 

1/45  N.  Frwy.  7324  SW  Frwy  @ Fondren 

1 50  W.  Parker  Rd.  Arena  Tower  II  #755 

Houston,  TX  77076  Houston,  TX  77074 

713  694-8188 
F/P<  713  650-1941 


CORPUS  CHRISTI  ALLERGY  & 
ASTHMA  CENTER 
JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christ!,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 


EDWARD  A,  TALMAGE,  MD,  PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks 
Dorsal  Column  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
77082;  713  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD 
XOCHITL  B.  SANCHEZ,  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Chronic  Pain 
Diagnostic  & Therapeutic  Nen/e  Blocks  Neurolytic  Blocks 
Dorsal  Column  Stimulation  Thermography 

7777  Forest  Lane  Suite  C-538  (214)  661  -4890 

Dallas,  Texas  75230  Answered  24  hours 


THE  CENTER  FOR  PAIN  MANAGEMENT 

A multidisciplinary  center  for  comprehensive  treatment  and  management  of  chronic  and 
recurrent  acute  pain. 

OCTAVIO  J.  CALVILLO,  MD,  PhD 
Anesthesiologist 

Diplomate  of  the  American  Board  of  Anesthesiology 

SAN  JACINTO  METHODIST  HOSPITAL  — BAYTOWN 
Independence  Plaza  II.  4301  Garth  Road 
Baytown,  Texas  77521 
(713)  420-8822 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients.  The  center's  total  management  of  each  patient's  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 
Director 

ZACHARIAH  GERGER,  DO  AARON  CALODNEY,  MD 

Coordinator,  Outpatient  Services  Coordinator,  Inpatient  Services 

Diplomates  American  Board  of  Anesthesiology 


Dermatology 


JOHN  ADNOT,  MD 

Mohs  Micrographic  Surgery  for  Skin  Cancer 

4200  S.  Hulen  #400 

Ft.  Worth.  Texas  76109;  817  377-0626 


DAVID  R.  WEAKLEY,  MD,  FACP 
DENIS  L.  BEAUDOING,  MD 

Dermatology  and  related  Surgery 

Dermatologic  Surgery.  Cosmetic  and  Laser  Surgery 

Diseases  of  the  skin,  dermabrasion,  chemical  peeling,  collagen,  sclerotherapy, 
lipoinjection,  allergy  and  cosmetic  counseling 

Medical  City,  Dallas  Suite  21 4A,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


DERMATOLOGY  ASSOGIATES  OF 
SAN  ANTONIO 
James  Lewis  Pipkin,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 
Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209; 

512  222-8651, 222-2001 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Endocrinology 

ERIC  A.  ORZECK,  MD,  FACP 
Endocrinology  & Diabetes 


8181  North  Stadium  Drive.  Houston,  Texas  77054;  713  797-9922 
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Family  Practice 

DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240. 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment, bioteedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 


Hand  Surgery 


L,  LEE  U\NKFORD,  MD 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLVV,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas.  Texas  75246:  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


KENNETH  D.  GU\SS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200.  7777  Forest  Lane.  Dallas.  Texas 
75230:214  661-4797 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DAL^S 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3600  Gaston  Ave..  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 


Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  8116,  Dallas,  Texas  75230; 
214  661-7010 


REGIONAL  HAND  CENTER  FOR  WEST  TEXAS 
AND  EASTERN  NEW  MEXICO 
Royce  C.  Lewis,  Jr.,  MD 

3702  21  Street 

Lubbock,  Texas  79410;  806  795-8261 


Neurological  Surgery 


DOCTORS  SMITH,  WHEELER,  PARKER, 
AND  CRAVENS,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
George  F.  Cravens,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
Gamma  Knife  Radiosurgery 

Charles  W.  Simpson.  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  Terry  Hodd,  MD 

W.  Robert  Hudgins,  MD 

St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd. .Suite  620 
Dallas,  Texas  75235;  214  637-0420 

Presbyterian  Professional  Bldg.,  8230  Walnut  Hill  Lane,  Suite  610; 

Dallas.  Texas  75231;  214  369-7596 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 
HERBERT  0.  ALLEN,  MD,  FACNM 

Texas  Medical  Center.  641 1 South  Main  Street.  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology.  Neurology,  Neurosurgery,  Urology.  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen.  Jr,  MD.  FACNM.  Director — 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  dost  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231 ; 214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas.  Texas  75246;  21 4 821  -4540 


BRUCE  0.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


LOUIS  M,  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton.  El  Paso,  Texas  79902;  915  545-2333 


RETINA-VITREOUS  ASSOCIATES 
W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004 
713  528-1122 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek.  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 
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ARTHUR  M.  CLEMENTS,  MD 

Surgery  & Diseases  of  the  Eye 

Diplomate  American  Board  of  Ophthalmology 

21 1 Medical  Drive.  Suite  1 , Fredericksburg,  Texas  78624 
512  997-6535;  1-800-421-7513 


Orthopedic  Surgery 


L.  Ray.  Lawson,  MD  W.Z.  Burkhead,  Jr,  MD 

Robert  D.  Vandermeer,  MD  Richard  D.  Schubert,  MD 

Wynne  M.  Snoots,  MD  John  A.  Baker,  MD 

R.  Stephen  Curtis,  MD  James  R.  Sackett,  MD 

William  A.  Bruck,  MD  Daniel  E.  Cooper 

W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


ANDREI  A.  CZITROM,  MD.  FRCS,  PHD 

Diplomate  American  Board  of  Orthopedic  Surgery 
Surgery  of  Musculoskeletal  Tumors,  Complex  Reconstructions 
Bone  and  Joint  Transplantation,  Limb  Salvage  Surgery 

Medical  City,  Dallas  7777  Forest  Lane,  Suite  C-707 
Dallas,  Texas  75230;  214  788-6700 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas,  Texas  75235  214  350-7500 

Richard  E.  Jones,  MD  Scott  L.  Blumenthal,  MD 

Donald  M.  Mauldin,  MD  Scott  O.  Paschal,  MD 

James  B.  Montgomery,  MD  L.  T.  Johnson,  MD 

Kevin  Gill,  MD  Kenneth  Driggs,  MD 

James  L.  Ough,  MD  Charles  E.  Cook,  MD 

Marvin  E.  Van  Hal  MD 


Pediatric  Ophthalmoiogy 


ROBERT  D.  GROSS,  MD,  FAAP 

Children’s  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Chiidren 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
817  336-0900  Metro  988-7700 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

1 02  Rosa  Verde  Tower,  343  W.  Flouston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


J.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 


THE  INSTITUTE  FOR  REHABILITATION 

AND  RESEARCH  (TIRR) 

in  the  Texas  Medical  Center,  Houston,  Texas 


Comprehensive  care  hospital  specializing  in  rehabilitation  care  for  persons  dis- 
abled by  injury  or  disease.  Inpatient  and  outpatient  services. 


Spinal  Cord  Injury 
Brain  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 
Restorative  Surgery 
Scoliosis 
Spina  Bifida 
Neuromuscular 


ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street.  Abilene.  Texas  79601 ; 91 5 677-6219 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.W.  Bendel,  Jr,  MD 

E.E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD  Kurt  W.  Rathjen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116 
Dallas,  Texas  75230;  214  661-7010 


Accredited  by;  Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 

Patient  Services  Coordinator:  713  797-5922  or  1 -800-44REHAB 

WARM  SPRINGS  REHABILITATION  HOSPITALS 

Specialized  in-patient  and  out-patient  rehabilitation  programs  and  elec- 
trodiagnotic  evaluation  for  adults  and  children. 

Brain  Injury 

Spinal  Cord  Injury 

Stroke  and  Neurological  Disorders 

Orthopedic 

Gonzales:  PO  Box  58,  Gonzales,  Texas  78629 
800/792-WARM,  512/672-6592-Admissions  Coordinator 

Larry  Browne,  MD  Medical  Director 

William  F.  Blackerby,  Ph.D.  Director  of  Brain  Injury  Systems 

Robert  McNew,  Administrator 


ORTHOPAEDIC  FOOT  SURGERY  AT  DALLAS 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dailas  75231;  214  369-4361 


San  Antonio:  5101  Medical  Drive,  San  Antonio,  Texas  78229  800/451-1350. 
51 2/691  -01 00-Admissions  Coordinator 

Alex  C.  Willingham,  MD,  Medical  Director 
Brian  C.  Buck,  MD,  Director  of  Pediatric  Rehabiliation 
William  F.  Blackerby,  Ph.D.  Director  of  Brain  Injury  Systems 
Rick  Marek,  Administrator 
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Plastic  Surgery  Radiation  Oncology 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  Steven  M.  Hamilton,  MD 

David  J.  Katrana,  DDS,  MD,  FACS 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin.  Suite  750.  Houston,  Texas  77030;  713  795-5575 


PU\STIC  SURGERY  CENTER  OF  THE  SOUTHWEST 

Charles  A.  Wallace,  MD 

Plastic  and  Reconstructive  Surgery  Including: 

Burn  Care  Microsurgery  and  Replantation 

Birth  Defects  Complex  Reconstruction  (Breast  and  Facial) 

Presbyterian  Medical  Offices  North 
17110  Dallas  North  Parkway.  Suite  100 

Dallas,  Texas  75248  2 1 4 380-7090  1 -800-299-9299 


Psychiatry 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeufic  Radiology 
Practice  Limited  to  Radiation  Oncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACR  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


Thoracic  Surgery 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  ABPN;  Psychiatry  Diplomate,  ABPN:  Child-Adolescent 


Presbyterian  Professional  Building  II,  Suite  404 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231 : 21 4 696-0964 


DALLAS  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Services 

• Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 

• Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for  Adolescents 

• Emergency  Evaluation  Services 


Larrie  Arnold,  MD 
Howard  Cohen,  MD 
Gary  Etter,  MD 
Ronald  Flesichmann,  MD 
Bradford  Goff,  MD 
Fred  L.  Griffin,  MD 
Joan  R.  Hebeler,  MD 
Lynne  Inman,  MD 
R.  Sanford  Kiser,  MD 


Prema  Manjunath,  MD 
Gretchen  Megowen,  MD 
Gary  Morton.  MD 
William  M.  Pederson,  MD 
Jaime  Quaintanilla,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Offices:  Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center,  Medical  City.  Irving 
Health  Care  System  Phone  214  247-1150 


DAY  TREATMENT  CENTER  OF  DALLAS 
Gonzalo  A.  Aillon,  MD 
Medical  Director 

AN  ALTERNATIVE  TO  PSYCHIATRIC  HOSPITALIZATION 
1326  Stemmons  Avenue,  Dallas,  Texas  75208;  (214)  943-1878 


ALLAvN  L.  GRAHAM,  MD,  FACS* 

ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  EACS 
Diplomates  American  Board  of  Surgery  and  Board 
of  Thoracic  Surgery 

• Also  certificate  of  special  qualification  in  general  vascular  surgery,  American  Board  of  Surgery 

Cardiac.  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  R MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 


Urology 


FORT  WORTH  UROLOGY  CLINIC 

Hugh  Lamensdorf,  MD  J.  Daniel  Johnson,  MD 

Ira  N.  Hollander,  MD  A.E.  Thurman,  MD 

J.  Scott  Flassell,  MD 

Box  1 1340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 

SOUTHWEST  UROLOGY  ASSOCIATES 
Adult  and  Pediatric  Urology 

Ted  Boone,  MD 
Warren  M.  Greene,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas.  Texas  75208;  214  948-3101 
3450  W,  Wheatland  Road,  #60,  Dallas.  Texas  7521 1 


James  T.  Coggins,  MD 
Wm,  A.  Freeborn,  MD 
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Texas  Physicians’  Directory 


C.F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurouroloqy,  Endouroloqy,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL. 

1 101  North  19th,  Suite  114.  Abilene,  Texas  79601 
915  673-5726 

DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $80  per  column  inch  per  month  and  listings  must  run 
for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for 
six  months’  advance  payment.  New  listings,  changes,  or  can- 
cellations should  be  sent  to  Mark  Bizzell,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is  the 
1st  of  the  month  preceding  publication  month. 


TEXAS  PHYSICIAN  PLACEMENT  SERVICE 


Save  yourself  time 
and  frustration. 

Put  the  Texas  Physician  Placement  Service  and  its  computer  data  bank 
of  practice  opportunities  and  physician  applicants  to  work  for  you. 

• Fast,  personalized  service 

• Low  placement  fees 

• Free  service  for  physician  applicants 

• All  specialties  accepted 

• Urban  and  rural  placements 

• More  than  150  Texas  practice  opportunities  currently  on  file 

A Texas-based  matching  service  offering  Texas  practice  opportunities. 

Call  us  today  at  (512)  477-6704,  Ext.  263 

A joint  service  of  Texas  Medical  Association  and  Texas  Academy  of 
Family  Physicians 
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E^  ■ office  pass: 

V W W I W n ■ A Medicare  audit? 

An  OSHA  inspection? 

A DEA  drug  law  compliance 
inspection? 

Encourage  your  employees  to  join  the  Texas  Society  of  Medical  Assistants  as  it  features 
these  timely  topics  during  its  Winter  Conference,  FEBRUARY  16,  at  the  GUEST 
QUARTERS  HOTEL,  303  West  15th  Street,  Austin,  Texas,  8:00  a. m. -4:30  p.m. 

Speakers:  Linda  Liston— Staff  Services  Specialist  for  Medicare 

Janice  K.  Orem,  CMA— Private  Consultant — Waste  Management 
Michael  Young — Staff  Counsel  for  Texas  State  Board  of  Medical  Examiners 


CONFERENCE  REGISTRATION  FORM  (Detach  and  mail  as  directed) 


Member  registration  free  prior  to  February  10,  1991 $ 75.00 

Nonmember  registration  prior  to  February  10,  1991 $ 90.00 

At-the-door  registration $100.00 


Name TSMA  Member  □ Yes  □ No 

Daytime  Phone  i ) Employer  Name 

Registrant  Address 

Street  City  State  Zip 

Employer  Address 

Street  City  State  Zip 

I request  Continuing  Education  Units  with  AAMA  □ Yes  □ No  (0.5  CEU’s) 

Make  checks  payable  to:  Texas  Society  of  Medical  Assistants 

c/o  Carol  Moller,  CMA 
Registration  Chairman 
P O Box  496 
Runge,  TX  78151 
(512)  239-4215 

No  refunds  after  February  10,  1991.  Refunds  will  be  made  for  cancellations  received  by 

8:00  p.m.  February  10,  1991,  less  $10  administrative  fee. 

Please  contact  the  Guest  Quarters  Hotel  for  hotel  reservations:  (512)  478-7000 

Your  practice  will  benefit  from  TSMA’s  Annual  Winter  Educational  Conference!!! 


Texas 
Society  of 
Medical 
Assistants 

Helping  Physicians 

Care  for  Texans  An  Affiliate  of:  American  Association  of  Medical  Assistants 


Classified 

Advertising 


Opportunities  Available 

Academics 

The  Department  of  Family  Practice  and  Community 
Medicine  at  the  University  of  Texas  Medical  School  at 
Houston  is  seeking  a board  certified  family  physician  for 
clinical  faculty  physicians.  The  clinical  skills  needed  are 
for  the  comprehensive  practice  of  family  medicine  and 
for  teaching  of  medical  students  and  family  pracfice  resi- 
dents. Attractive  salary  and  benefit  package.  Please 
send  CV  to  Harold  T.  Pruessner,  MD,  Chairman,  Depart- 
ment of  Family  Practice  and  Community  Medicine,  Uni- 
versity of  Texas  Medical  School  at  Houston,  Room  6.100 
MSB,  PO  Box  20708,  Houston,  Texas  77225.  The  Uni- 
versity of  Texas  is  an  Equal  Opportunity  Employer. 
Women  and  Minorities  are  encouraged  to  reply. 

Medical  Director  of  Family  Practice  residency  and  faculty 
office  needed.  Full-time  faculty  position  at  The  University 
of  Texas  Medical  School,  Houston,  for  the  36  resident 
family  practice  program  at  Memorial  Southwest  Hospital. 
Responsibilities  include  medical  directorship  of  residency 
model  office,  quality  assurance  program  for  residency 
program,  clinic  practice  and  teaching  of  residents  and 
third  and  fourth  medical  students.  Salary  is  commensu- 
rate with  credentials  and  experience.  Send  CV  and  letter 
of  interest  to  Donald  Koester.  M.D.,  Director,  7600 
Beechnut,  Houston,  TX  77074.  The  University  of  Texas  is 
an  equal  opporfunity  employer.  Women  and  minorities 
are  encouraged  to  apply. 


Cardiology 

Cardiologist  — Invasive/Non-Invasive  BC/BE  to  join  two 
BC  cardiologists  located  in  southwest  Houston.  Good 
salary,  fringe  benefits,  partnership  after  two  years.  Send 
CV  to  P.  McKenzie,  7737  Southwest  Frwy,,  Suite  900 
Houston,  TX  77074. 


Emergency  Medicine 

Needed;  Emergency  physicians,  North  Central  Texas  area, 
full  and  part-time.  For  an  application  call  817-336-8600 
or  write  Emergency  Medicine  Consultants,  PA;  1525 
Merrimac  Circle,  Suite  107,  Fort  Worth,  TX  76107. 

Emergency  Physician  — Local  Houston  ER  group  needs 
experienced  ER  physician.  Fee-for-service  with  guaran- 
tee. Contact  Greater  Houston  Emergency  Physicians 
Associates.  PO.  Box  7445,  Houston,  TX  77248;  713- 
869-6235. 

San  Angeio  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for 
4-day  week,  1 3 hr.  days,  50  weeks/year.  Profif  sharing 
above  guarantee.  Contact  Wayne  Williams.  MD,  91 5- 
942-861 1 , Shamrock  Clinics.  4208  College  Hills,  San 
Angelo,  TX  76904. 

Texas:  Emergency  Medicine,  Dalias/Fort  Worth  and  East 
and  West  Texas  — full-time  and  part-time  positions  avail- 
able with  EmCare,  a progressive  physician-oriented 
group  committed  to  excellence  in  emergency  medicine. 
Opportunities  include  staff  and  directorship  positions,  in 
high  volume.  Level  1 Trauma  Centers,  as  well  as  smaller 
community  hospitals.  We  offer  very  desirable  geographic 
locations  including  the  Dallas/Fort  Worth  area.  East 
Texas,  Amarillo,  Greenville,  Abilene,  Corpus  Christi, 
Houston/Galveston,  Longview,  Waco,  Tyler,  and  Athens. 
Competitive  compensation  rates  range  from  $86,000  to 
$200,000  annually.  Positions  are  also  available  for 
primary  care  physicians  in  clinic  settings  in  Amarillo. 
Contact  Ruth  Hargrove  Dean  or  Kay  Brienzi,  EmCare, 
Inc.,  1717  Main  Street,  Suite  5200,  Dallas.  TX  75201; 
800-527-2145  or  21 4-761  -9200. 


EMERGENCY  CARE 


Emergency  Physician  Practice  Opportunities 
Available  In  The  Following  Areas: 

• Houston.  Texas  • Northeast*Arkansas 

• Golden  Triangle,  Texas  • Other  Opportunities 

• East  Texas  in  TX,  KY,  AL.  AR 

Medical  Networks  has  excellent  career  and  part-time 
practice  opportunities  available  for  phy  sicians  exper- 
ienced  in  emergency  medicine  In  addition  to  paid 
S1M/S3M  professional  liability  insurance,  our  attrac- 
tive compensation  packages  range  up-to  SI ’5.000  an- 
nually. Hourly  ratc-vs. -percentage  arrangements  avail- 
able in  some  locations. 

See  our  classified  ads  in  this  issue  for  more  details, 
or  contact; 

Physician  Resources  Department 
Medical  Networks.  Inc. 

P.O.  Box 

Houston.  Texas  21()H-t-j8 

in  Texas  call  collect:  Outside  Texas 

(713)446-9696  (800)  231'0223 


Southeastern  Texas:  Part-time  emergency  department 
and  ambulatory  care  positions  available  in  the  Hous- 
ton/Beaumonl  areas.  Position(s)  offer  flexible  scheduling, 
competitive  compensation  package  including  malprac- 
tice insurance.  Contact:  Emergency  Consultants,  Inc., 
2240  South  Airport  Road.  Room  29,  Traverse  City,  Ml 
49684;  1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 


EmCare 

GOVERNMENT  SERVICES,  INC. 

Family  Practice  - Internal  Medicine  — 
Emergency  Medicine 
Qualified  Physicians  Being  Recmited 
For  Opportunities  Offering 

Competitive  Guaranteed  Income  with  Fee  for 
Service  Income  Potential 
Professional  Liability  Insurance 
Excellent  Health.  Life  and  Disability  Insurance  for 
Full-Time  Independent  Contractors 
On-site  Administrative  and  Support  Personnel  Provided  by  EGSI 
Billing  and  Corporate  Support  Provided 

For  additional  information  on  opportunities  and  locations  contact 

Glenn  W Farmer 
Director 

Catherine  M.  Dawson 
Assistant  Director 

1-800-527-2145 

EGSI,  1717  Main  Street,  Suite  5200 
Dallas,  Texas  75201 
214/761-9200 


San  Antonio  — Full  time  position  available  for  BE/BC  ER 
physician  at  moderately  busy  Level  II  urban  hospital. 
Applicants  with  commensurate  experience  considered. 
Adults  only.  Excellent  specialty  back-up  and  remunera- 
tion based  on  fee-tor-service.  Contact  Curtis  S.  Heinrich 
MD,  216  Sheffield,  San  Antonio,  TX  78213.  512-344- 
0404  or  4831 . 

Emergency  Department  Physician  Needed  For  hospital  ih 
Southwest  Houston.  Full  time  position.  Texas  license 
required.  Must  be  board  eligible  or  board  certified.  Call 
Frances  Southerland  713-464-1981  tor  appointment 
with  medical  director. 

Austin,  Texas  — Physician(s)  needed  for  full  time,  part 
time,  weekdays,  weekends  to  staff  a free  standing 
urgent  care  center.  Remuneration  commensurate  with 
experience.  Send  CV  and  application  to  Austin  Medicen- 
ter,  c/o  Sheila  Twyman,  Medical  Administrator,  6343 
Cameron  Rd.,  Austin,  TX  78723  or  call  512-467-2052 

Texas-Dallas-Fort  Worth/Longview/Tyler:  Modern  physician 
managed  emergency/ambulatory  care  centers  seeking 
well-rounded  practitioner.  Full  or  part-time.  Guaranteed 
minimum  $104,000+  annually.  Superior  professional  lia- 
bility coverage  paid.  Directorship  available.  Send  CV  or 
call  Keith  D.  Williams,  MD  or  Jackie  Hall,  Abilene  General 
Partner,  Inc.  3305  North  Third,  Suite  304,  Abilene,  Texas 
76903  915-676-3023, 

Texas  — LongviewA-ufkin/Brownwood:  Emergency  depart- 
ment staff  positions  in  modern  1 00+  bed  hospitals  with 
volumes  of  8,500  to  1 1 ,500  annually.  Guaranteed  mini- 
mum of  $123,000  to  $148,000  annually.  Excellent 
backup.  Superior  professional  liability  coverage  paid. 
Medical  Directorship  available.  Send  CV  or  call  Keith  D. 
Williams,  M.D.  or  Jackie  Hall.  Emergicare  Systems  Cor- 
poration, 3305  North  Third,  Suite  304,  Abilene,  TX 
76903  915-676-3023. 

Texas  — Three-man  group  that  provides  services  tor  our 
hospital  in  College  Station  is  seeking  a fourth  member. 
Partnership  with  increasing  income  potential  based  on 
performance.  Our  ER  averages  over  1 ,000  visits/month 
with  a 25%  yearly  increase.  For  more  information,  send 
your  CV  to:  Gordon  Crawford,  Professional  Relations, 
Humana  Inc.,  Dept.  II-01A,  500  West  Main  Street. 
Louisville,  KY  40201  - 1 438.  Or  call  Toll-Free 
1-800-626-1590. 


Endocrinology 

Beaumont-Houston  — A young,  board-certified  Endocri- 
nologist practicing  in  Beaumont  is  now  seeking  an  asso- 
ciate to  join  his  growing  practice.  He  is  currently  director 
of  the  newly  expanded,  25-bed  Diabetes  Unit  at  our 
250-bed  hospital  and  also  has  privileges  at  two  other 
local  hospitals  with  ah  additional  856  beds.  The  exten- 
sive referral  base  includes  a large  area  of  southeast 
Texas  and  southwest  Louisiana  with  a total  population  of 
300,000.  This  practice  is  1 00%  endocrihology  and  dia- 
betes. Candidates  with  interest  in  Pediatric  Endocrinol- 
ogy are  especially  welcome.  Also,  there  is  an  opportunity 
in  the  Clear  Lake  area  just  south  of  Houston.  For  more 
information  about  these  attractive  opportunities,  send 
your  CV  to:  Manager,  Professional  Relations,  Humana 
Inc.,  Dept.  11-01 E,  500  West  Main  Street,  Louisville  KY, 
40201-1438.  Or  call  Toll  Free  1 -800-626-1590, 


Family  Practice 

Well-established  reputable  multi-specialty  clinic  is 
seeking  a family  practice  physician,  preferably  American 
graduate.  Clinic  located  in  a thriving  industrialized  area 
30  minutes  from  Houston  and  1 5 minutes  from  Galve- 
ston. Close  proximity  to  excellent  educational  facilities, 
universities,  colleges  and  recreational  areas.  May  begin 
immediately.  Excellent  salary,  income  proportional  to 
effort.  Please  forward  C.V.  or  contact  Dr.  Cochrane, 
Beeler-Manske  Clinic,  P.O.  Box  3333,  Texas  Cky,  TX 
77592-3333;  409-948-8521  (Collect). 


100 


Texas  Medicine  Volume  87  No.  1 January  1991 


Classified  Advertising 


Family  Physician  or  Internist  needed  for  East  Texas  com- 
munity near  large,  recreational  lake.  Financially  sound, 
22-bed  hospital  with  referral  area  of  1 5,000  persons. 
Shared  E/R  call  weekdays  only.  Contact  Administrator, 
PO  Box  471 , Trinity,  TX  75862,  PH  409-594-3541 . 


locum  tenens 


PRN  Physician  Staffing 
since  1982 


INTERIM 


NETWORK 


1-800-531 -11 22 


Family  Practitioner  (BC/BE)  to  associate  with  F.R  with 
busy  Family  Practice  including  OB.  Small  town  of  8,000 
(D.A.  20,000).  Forty-five  minutes  south  of  San  Antonio. 
Compensation  exceeds  $1 00,000.  Contact:  Oscar 
Garza  M.D.,  322  Berry  Ranch  Road,  Pearsall,  TX  78061 , 
512-334-4142. 

Family  Practitioner  (BC/BE)  to  associate  with  FP  with  busy 
predominately  ambulatory/emergency  practice.  Guaran- 
tee plus  incentive.  Beautiful  small  town  of  5,000  (DA 
18,000)  in  Texas  Hill  Country  near  San  Antonio.  Contact: 
Jim  McCoy,  MD,  120  Medical  Dr.,  Boerne,  Texas  78006, 
512-249-9307. 


Family  Practice  Opportunity 

Texas  City-  Outstanding  opportunity  for  Family 
Practitioner  with  Industrial  and  Emergency 
Medicineexperience.  Hospital  is  seeking  Medical 
Director  with  desire  to  build  industrial  medicine 
practice.  Compensation  package  $1 20,000 
annually  plus  malpractice. 

Contact  Lori  Clay,  1 -800-486-3763, 

841 4 Cole  Ave,  Suite  804,  Dallas, Texas  75204. 


Due  to  explosive  growth,  family  practitioners  needed  for 
booming  multi-specialty  group.  Excellent  compensation 
package  including  productivity  incentives,  malpractice 
coverage,  and  comprehensive  fringe  benefits  package. 
Send  CV  to:  Physician  Recruiter.  Health  First  Medical 
Group.  850  Ridge  Lake  Boulevard,  Suite  G02,  Memphis. 
TN  38120  EOE/M/F/HA/ 

Family  Practice:  Well  rounded,  experienced  practitioner. 
GP  or  FP  with  Texas  license  for  full  time  position.  Ideal 
candidate  should  have  particular  interest  or  strong  back- 
ground in  pain  management.  Competitive  salary  & 
benefits.  Send  replies  with  C.V.  to:  Deanna  Courreges, 
Manager;  3417  Hillcrest  Drive.  Waco.  Texas  76708. 


Family  practitioner  needed  in  South  Texas  area.  Centrally 
located  to  metro  areas.  Group  with  satellite  office.  Excel- 
lent hospital  with  emergency  room  coverage  and  week- 
ends. Guaranteed  salary.  Contact  Cuero  Medical  Clinic, 
615  N.  Esplanade,  Cuero,  TX  77954,  512-275-3466. 

BE/BC  Family  Practitioners  needed  for  positions  through- 
out Texas  including:  Hill  Country,  north,  north  central, 
and  south  Texas.  For  details,  send  CV  to  PRACTICE 
DYNAMICS,  11222  Richmond,  Ste.  125  Houston,  Texas 
77082  or  call  713-531-091 1 . 

Dallas  Texas  — BE/BC  family  practitioner  needed  to  join 
2 young  aggressive  busy  FP's.  $96K  minimum  1 st  year 
guarantee.  Send  CV:  Doctor’s  Office,  4333  Josey  Lane 
#100,  Carrollton,  TX  75010. 

Family  practice  available  in  choice  metroplex  location. 
Long  established  physician  desires  change.  For  further 
information  contact  Jerry  Lewis  at  1 -800-666-1 377. 

Family  Practitioner:  BC/BE  Join  two-man  practice.  On 
site  laboratory/x-ray.  State-of-the-art  hospitals.  No 
HMO’s.  Excellent  schools,  community,  universities,  medi- 
cal school.  Lowell  S.  Johnson.  M.D..  4501  50th,  Lub- 
bock, TX  79414,  806-795-5241. 

General  Surgery 

General  Surgeon  — 42  y/o  BC  general  surgeon  is  seeking 
BC  general  surgeon  to  share  busy  solo  practice.  Interest 
in  endoscopy  is  needed.  The  practice  is  in  a historic, 
rural,  centrally  located  Texas  town  with  good  churches, 
schools,  and  recreational  facilities.  Hospital  is  non-profit 
and  community  owned.  Reply  Ad  Box  770,  Texas  Medi- 
cal Association,  Attn:  Mark  Bizzell,  1801  N.  Lamar, 

Austin,  TX  78701 . 

General  Surgeon  — Board  Certified,  sought  to  establish 
private  practice  associated  with  99-bed  hospital  in  West 
Texas  town  of  12,000  plus,  income  guarantee  and  other 
financial  incentives  are  available.  Contact:  Thomas  R. 
Hochwalt,  CEO.  Cogdell  Memorial  Hospital,  Cogdell 
Center.  Snyder,  TX  79549;  915-573-6374. 

Internal  Medicine 

A prosperous  and  well-established  22-physician  multi- 
specialty group  serving  an  eight  county  area  of  rural 
southeast  Texas  has  an  excellent  opportunity  for  an 
internist.  The  group  is  an  independent,  fee-for-service 
entity  offering  an  attractive  salary  and  benefits.  No  initial 
investment  required  by  the  physician.  If  interested,  con- 
tact William  Schlotter  at  1-800-333-6153  or  send  cur- 
riculum vitae  to  Brenham  Clinic  Association,  600  North 
Park,  Brenham,  TX  77833, 

Third  Internist  Needed  for  Busy  Dtfice,  January  1991  or 
until  right  one  comes  along.  Opportunities  unlimited  for 
hard  working  and  caring  physician  who  wants  to  do  bet- 
ter than  average.  Salary  $105,000  plus  bonus.  Call  214- 
586-0766  or  write  Vincent  H.  Wang  MD,  1005  S.  Jack- 
son,  Jacksonville,  TX  75766. 

Internal  Medicine  physicians  needed.  Due  to  explosive 
growth,  multi-specialty  group  seeks  BE/BC  physicians  in 
Internal  Medicine.  Excellent  guaranteed  salary  and 
benefits  package  with  productivity  incentives.  Excellent 
fringe  benefits  package  included.  Wonderful  lifestyle. 
Send  CV  to  Physician  Recruiter,  Health  First  Medical 
Group,  850  Ridge  Lake  Blvd.,  Suite  G02,  Memphis,  TN 
38102.  or  call  901-684-3434.  EOE/M/F/V/H 

Gold  Mine  for  Internist:  Wanted,  aggressive  and  energetic 
physician.  BE/BC  to  join  a group  of  family  physicians. 
Must  be  able  to  do  procedures.  Very  competitive  fee  for 
service  income  available,  including  benefits.  Send  CV  to 
Nancy  Bloomfield,  4010  College  St.,  Suite  200,  Beau- 
mont, TX  77707. 


General  Internist  needed  ASAP  to  associate  with  estab- 
lished young  internist  in  Amarillo  with  very  busy  practice. 
BC/BE  only.  There  is  no  HMO  exposure,  and  excellent 
income  potential  with  a first  year  income  guarantee. 

Send  CV  to  PO  Box  50105,  Amarillo,  TX  79159  or  call  1 - 
800-749-0582  during  business  hours. 

Bryan/College  Station  — Two  busy  Internists  with  1 3 
years  total  experience  here  are  seeking  another  associ- 
ate. Income  guarantee  or  possible  first  year  salary.  Send 
CV  to:  Gordon  Crawford,  Professional  Relations, 

Humana  Inc.,  Dept,  11-01 G,  500  West  Main  Street, 
Louisville,  KY  40201-1438.  Or  call  TOLL-FREE 
1-800-626-1590. 


Neonatology 

Houston  Area  — Neonatologist  needed  to  provide  ser- 
vices to  our  459-bed  hospital  in  the  Clear  Lake  area  that 
offers  a Level  II  -r  Nursery,  with  1220-130  births  per 
month.  Negotiate  with  our  hospital  or  possible  university 
affiliation.  Send  your  CV  to:  Gorden  Crawford.  Profes- 
sional Relations.  Humana  Inc.,  Dept  11-01 B,  500  West 
Main  Street,  Louisville,  KY  402201-1438.  Or  call  Toll  Free 
1-800-626-1590. 


OB/GYN 

OB/GYN  to  join  another  established  OB/GYN  within  a well- 
established,  expanding  multi-specialty  group  in  a choice 
rural  area  of  central  Texas.  Salary  with  an  incentive  bonus 
opportunity.  Excellent  benefits.  Independent  fee-for-ser- 
vice  22-physician  group  with  drawing  area  of  100,000-r. 
Send  curriculum  vitae  or  call  William  Schlotter,  Brenham 
Clinic  Association,  600  North  Park,  Brenham,  TX  77833, 
or  call  1-800-333-6153. 

Obstetricians/Gynecologists  needed.  Booming  multi-spe- 
cialty practice  seeks  BE/BC  OB/GYN  physicians  to  begin 
as  soon  as  possible.  Excellent  compensation/fringe 
benefits  package.  Signing  Bonus  for  experienced  OB's 
and  Wonderful  Lifestyle.  Send  CV  to:  Physician  Recruiter. 
Health  First  Medical  Group,  850  Ridge  Lake  Boulevard, 
Suite  G02,  Memphis,  TN  38102  EOE/M/F/H/V 

Ophthalmologist 

Ophthalmologist  — Board  eligible  or  certified  to  join  busy 
30  year  old  solo  medical  and  surgical  practice  with  future 
buy  out  potential  in  Dallas,  Texas.  Send  CV  to:  Ad  Box 
777,  ADVERTISING  DEPT.,  Texas  Medical  Association, 
1801  North  Lamar,  Austin,  TX  78701 


Orthopedics 

Beaumont  — A busy,  two-man  group  in  Beaumont  is  now 
seeking  to  add  a third  member.  This  group  has  a thriving 
and  expanding  sports  medicine  clinic.  For  more  informa- 
tion, send  your  CV  to:  Gordon  Crawford,  Professional 
Relations,  Humana  Inc.,  Dept.  11-01 F,  500  West  Main 
Street,  Louisville,  KY  40201-1438.  Or  call  Toll  Free 
1-800-626-1590. 


Pathologist 

Beaumont  — Excellent  opportunity  for  a Pathologist  to 
assume  leadership  of  the  Department  of  Pathology  at 
our  250-bed  hospital  in  Beaumont,  Texas.  The  hospital 
serves  a referral  area  of  300,000.  Send  CV  to:  Gordon 
Crawford,  Professional  Relations,  Humana  Inc.,  Dept.  II 
01 H,  500  West  Main  Street,  Louisville,  KY  40201-1438. 
Or  call  Toll  Free  1-800-626-1590. 
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Classified  Advertising 


Pediatrics 

A Welt  Established  and  expanding  multi-specialty  group 
in  a choice  rural  area  of  central  Texas  wishes  to  add  a 
pediatrician  to  two  established  pediatricians  within  the 
group.  Salary  with  incentive  opportunity.  Excellent 
benefits.  Independent  fee-for-servlce.  A 22-physlclan 
group  with  drawing  area  of  lOO.OOO-i-.  Send  curriculum 
vitae  or  call  William  Schlotter,  Brenham  Clinic  Associa- 
tion. 600  North  Park,  Brenham,  TX  77833,  or  call  1 -800- 
333-6153. 

Abilene  — Unique  opportunity  for  a pediatrician  in  offices 
next  to  our  new  replacement  hospital  in  the  high-growth 
section  of  Abilene.  Immediate  referrals  and  attractive 
financial  assistance.  Abilene  is  the  heart  of  a 22-county 
trade  area  and  is  home  to  three  universities  and  Dyess 
AFB.  Send  CV  to:  Manager.  Professional  Relations, 
Humana  Inc.,  Dept.  II-01D,  500  West  Main  Street, 
Louisville,  KY  40201-1438.  Or  call  Toll-Free  1 -800-626- 
1590. 

Busy  Pediatrician  looking  for  an  associate  B.C./B.E.  in 
Pediatrics  for  a dynamic  office  based  practice.  Close  to 
Dallas  Metroplex.  Attractive  compensation  package. 

Must  have  a Texas  license.  Please  contact:  AD  Box  771 , 
Texas  Medical  Association,  Advertising  Department, 

1801  North  Lamar.  Austin.  TX  78701. 

Pediatric  Practice  in  prime  metroplex  location.  Perfect  for 
experienced  doctor  wanting  to  relocate.  For  further  infor- 
mation contact  the  Lewis  Group  1-800-666-1377. 

Primary  Care 

BE/BC  Primary  Care  Doctors.  Needed  immediately.  Both 
part-time  and  full-time  near  Austin.  For  further  informa- 
tion contact  Jerry  Lewis,  The  Lewis  Group  @ 1 -800- 
666-1377. 


Primary  Care  Physician 

VAMC  Houston  is  recnjiting  for  F/T 
or  PA  MD  (IM  or  FP)  for  our  Qjtpatient 
Clinic,  Lufkin,  TX.  Interested  candidates 
should  contact: 


VAMC 

Personnel  (05E) 

2002  Holcombe  Blvd., 
Houston,  TX  77030 
(713)795-7463/EOE 


Preventive  Medicine 

Preventive  Medicine  Physician  — State  Correctional  Sys- 
tem in  Huntsville,  TX.,  is  seeking  qualified  Physician  with 
TX-Lic.  and  a specialty  in  preventive  medicine  or  Mas- 
ters/Ph.D  in  public  health.  This  Huntsville  based  position 
directs  and  supervises  the  delivery  of  public  health  care 
at  all  (35)  units  within  the  State  Correctional  System. 
Salary  $94,400  plus  excellent  benefits.  More  information, 
pis.  contact:  409-294-2755  or  TDCJ,  Box  99  Personnel 
Annex,  Huntsville  TX  7734. 

Radiology 

BE/BC  Radiologists  needed  immediately  for  Texas  com- 
munities. Both  solo  and  group  practices.  Partnership 
potential.  For  further  information  contact  Jerry  Lewis, 

The  Lewis  Group  @ 1 -800-666-1377. 


Radiology:  Full  or  part-time  position  working  for  diagnos- 
tic radiology  in  Dallas  based  practice.  All  modalities. 
BE/BC.  Send  CV  to  Medical  Director,  Radiology,  RO. 

Box  4446,  Dallas,  TX  75208. 

Rheumatology 

College  Station,  A rheumatologist  is  needed  in  this  uni- 
versity community,  where  our  hospital  has  established  a 
Physical  Medicine  and  Rehabilitation  Institute  which 
includes  water  therapy.  The  successful  candidate  will  be 
welcomed  by  a newly  established  Physiatrist  and  our 
Orthopedic  Surgeons,  as  many  patients  are  now  referred 
out  of  the  community.  Excellent  financial  assistance. 
Send  your  CV  to:  Gordon  Crawford,  Manager,  Profes- 
sional Relations,  Dept.  1 1 -01 C,  500  West  Main  Street, 
Louisville,  KY  40201 -1438.  Or  call  Toll-Free  1-800-626- 
1590. 


Sports  Medicine 

Director  of  Athletic  Medicine/Staff  Physician,  The  Univer- 
sity of  Texas  at  Austin  — The  University  of  Texas  at  Austin 
is  seeking  applicants  for  the  Director  of  Athletic  Medicine 
for  the  University  of  Texas  Men's  Intercollegiate  Athletics 
Department.  This  will  be  a shared  position  between  the 
Department  of  Men's  Intercollegiate  Athletics  and  the 
University  of  Texas  Student  Health  Center.  Responsible 
for  the  overall  administration  and  supervision  of  athletic 
medical  programs  in  the  Men's  Intercollegiate  Athletic 
Program  as  well  as  for  providing  direct  patient  care  as  a 
staff  physician  to  UT  Austin  students  20  hours  per  week. 
Requires  a Doctoral  degree  in  medicine;  current  license 
or  eligibility  for  licensure  to  practice  medicine  in  the  State 
of  Texas;  and  Board  Certification  or  current  Board  Eligi- 
bility in  family  practice,  internal  medicine,  or  pediatrics. 
Post-residency  experience  in  sports  medicine  preferred. 
Position  available  July  1 , 1991.  Qualified  applicants 
should  send  letter  of  Interest  and  resume  by  February 
28,  1991,  to:  Melinda  McMIchael,  MD,  Medical  Director. 
Student  Health  Center,  The  University  of  Texas  at  Austin, 
Box  7339,  University  Station,  Austin,  Texas  78713.  An 
Equal  Opportunity  Employer. 

Other  Opportunities 

Position  Available;  Seeking  BC/BE  Family  Practice,  Gen- 
eral Internist.  Endocrinologist,  OB/GYN  to  join  estab- 
lished multi-specialty  clinic.  Excellent  benefits  and  guar- 
antee. Send  CV  to  Leroy  W.  Kitch,  Administrator,  Skinner 
Clinic,  124  Dallas  St.,  San  Antonio,  TX  78205. 


Correctional  Facilitles-Several 
locations,  full-time  Physicians,  63K-84K, 
Psychiatrist  82K-129K.  Excellent 
Benefits,  Texas  Lie.  Huntsville,  Rusk, 
Gatesville,  Palestine,  Amarillo,  Marlin, 
Houston  area.  Inquiries:  TDC,  Bx  99 
Pers.  Annex,  Huntsville,  TX  77342 
(409)  294-2755. 


Spine  Surgeon  needed  for  elite  Texas  group.  Beautiful 
area  of  the  state.  Competitive  financial  package  & 
benefits.  For  information,  please  send  CV  to:  Ad  Box 
775/Advertising,  Texas  Medical  Association,  1801  North 
Lamar,  Austin,  TX  78701 

Texas 
Medicus, 

RA. 

Medicus  is  a group  of  career  emergency 
and  primary  care  specialists  who 
combine  high  standards  in  physician 
staffing  with  expertise  in  emergency 
department  and  primary  care  manage- 
ment. We  offer  outstanding  director- 
ship and  staff  opportunities  for  qualified 
physicians  with  lucrative  compensa- 
tion, incentives  and  paid  malpractice. 

We  currently  staff  over  25  facilities  in 
ideal  locations  throughout  Texas  & 
Louisiana. 

Call  our  Recruiting  Department  today  or 
send  y our  C.V.  for  career  opportunities  in: 

Texas  East  Texas 

Dallas, Ft.  Worth  HillCountry 

Houston  Area  North  Texas 

San  Antonio  Area 

Texas  Medicus,  P.A. 

4515  Cole  Ave,  Suite  804 
Dallas,  Texas  75205 
(800)  486-3736  (214)  522-9591 


Medical  doctor  wanted  to  primarily  perform  physical 
examination  and  prescribe  conservative  therapy  in  a 
multidisciplinary  back  and  neck  center.  In-depth  knowl- 
edge of  musculoskeletal  system  not  necessary.  50K 
base  per  year.  Approx.  35  hour  work  week.  Please  send 
CV  to  PO  Box  94902-1 1 1 Wichita  Falls,  TX  76308 


Donton  Stato  School/Fort  Worth  Stato  School  — has  Imme- 
diate opportunity  for  a full  time  Staff  Psychiatrist.  Excel- 
lent benefits!  Please  submit  resume  in  confidence  to 
Denton  State  School,  RO.  Box  368,  Denton,  TX  76202- 
0368  or  contact  Claudia  at  81 7-387-3831  Ext.  3374; 

Fort  Worth  State  School,  5000  Campus  Drive,  Ft.  Worth. 
TX  76119-5997  or  contact  Frances  at  817-534-4831 
Ext.  400. 

General  Physician  III,  BD  elig.  or  cert.,  Texas  Medical 
License.  Wichita  Falls  State  Hospital,  accredited  JCAHO. 
Salary:  from  73-87K,  + board  certification  pay.  Opportu- 
nity for  additional  income  with  dual  employment.  Wichita 
Falls,  Texas  is  a progressive  university  city  of  1 00,000 
located  two  hours  from  Dallas/Fort  Worth  metroplex. 
Write:  Richard  Bruner,  Superintendent;  Box  300;  Wichita 
Falls,  Texas  76307.  or  call  collect  81 7-692-1220.  An 
equal  opportunity/affirmative  action  employer. 


PRIVATE  PRAaiCE  OPPORTUNITIES 

(in  OH  speebities) 

Texas  & SunbeH  States 


CaH  1-BCXJ-284-4560 

Houston  785-3722  Reuben 

B r o n $ t e i n 


or  Serb  CV:  11140  Wesfhetmer 
Suite  144 

Houston  TX  77042 


& Associates 


Continued  on  p 1D4 
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Medical  Practice 

■ Appraisal 

■ Brokerage 

■ Management 
Consulting 


ANESTHESIOLOaV 


NORTHEAST  TEXAS 

Busy  regional  medical  center  in  attractive,  pro- 
gressive NE  Texas  community  of  27,000  (refer- 
ral area  150,000)  seeks  BE/BC  anesthesiologist. 
Modem  200-bed  hospital  with  latest  technology. 
Shared  call  coverage.  Strong  economy, 
excellent  schools;  many  recreational  and  social 
opportunities.  Contact:  Vicki  Truitt. 


CARDIOLOGY 


SOUTH  TEXAS 

Thirty  minutes  from  Padre  Island.  Young,  grow- 
ing, cardiology  group  seeks  non-invasive 
associate.  Must  be  BC  or  BE  seeking  certifica- 
tion. Spanish  speaking  helpful  buf  not  required. 
Excellent  location.  Great  opportunity  for 
qualified  candidate.  Contact:  Barry  Strittmatter. 


FAMILY  PRACTICE 


CENTRAL  TEXAS 

Medical  staff  of  50-bed  hospifal  in  beaufiful  cen- 
tral Texas  (within  one  hour  of  Austin),  seeks 
BE/BC  family  physician  for  private  practice  (to 
share  a call  with  three  other  BC  FPs).  Solo  or 
group  environment.  OB  a plus,  but  not  required. 
Progressive,  family-oriented  community  with 
excellent  schools.  Many  social  and  recreational 
opportunities.  Competitive  incentive  package  to 
qualified  physician.  Contact:  Jim  Truitt 


45  MINUTES  FROM  DALLAS 

Two  family  physicians  seek  third  associate  for 
group  practice  near  lake  area.  Attractive,  fully 
equipped  office.  Ultra-modern  hospital.  Shared 
call,  competitive  incentive  package  to  qualified 
physician.  Contact:  Jim  Truitt. 


NEAR  AUSTIN  AND  SAN  ANTONIO 

Community  of  5,000  (referral  area  24,000) 
seeks  board  certified  family  physician.  Shared 
call  with  two  other  family  physicians;  OB  need- 
ed. Financially  sound,  30-bed  hospital  offering 
competitive  incentive  package  to  qualified  physi- 
cian. Contact:  Jim  Truitt. 


DALLAS 

Established  fee-for-service  practice  available  tor 
assumption.  Full  scope  of  family  medicine,  ex- 
cept OB.  Average  gross  $320K  -i-  annually.  Bi- 
lingual (Spanish)  skills  helpful.  Retiring  physician 
will  Introduce.  Financing  available  to  qualified 
candidate.  Contact:  Jim  Truitt. 


WEST  TEXAS 

Three  board  certified  family  physicians  seek 
fourth  associate  for  busy  practice.  OB  prefer- 
red. Friendly  town,  good  schools.  Within  35 
minutes  of  larger  city.  Very  lucrative  financial 
situation.  Excellent  for  pilot  physician. 
Contact:  Jim  Truitt. 


PANHANDLE 

Texas  community  of  8,000  (referral  area 
16,000)  seeks  BC  FPs  for  group.  Share  call  with 
two  recently  trained  BC  FPs.  New  hospital 
under  construction.  Sound  economy,  good 
schools,  airport.  Generous  incentive  package 
including  income  guarantee,  relocation,  office 
space,  more.  Contact:  Jim  Truitt. 

PANHANDLE 

Panhandle  community  seeks  BE/BC  family 
practitioner  to  complement  very  busy,  recent- 
ly trained,  BC  family  practitioner.  Excellent  hos- 
pital facilities.  Ideal  location  for  outdoorsman. 
Generous  incentive  package  available  for 
qualified  candidate.  Contact:  Barry  Strittmatter. 

D/FW  METROPLEX 

Recently  trained,  BC  family  physicians,  sought 
for  private,  single  specialty  group  practice  in 
affluent  NE  Tarrant  County  community.  Modern 
hospital  will  sponsor  qualified  physician.  Ex- 
cellent schools  and  quality  of  life  in  this 
desirable  area.  Contact:  Vicki  Truitt. 


SOUTH  TEXAS 

Within  one  hour  of  San  Antonio  — South  Texas 
community  seeks  BE/BC  family  practitioner  for 
service  area  of  20,000,  OB  is  available,  but  not 
required.  Flunting,  fishing  (fresh  and  salt  water) 
and  other  recreational  activities  abound.  Forty- 
two  bed  hospital  will  offer  generous  incentive 
package  to  qualified  candidate. 

Contact:  Barry  Strittmatter. 


GENERAL  SURGERY 


SW  LOUISIANA 

Small  southwest  Louisiana  community  seeks 
BE  / BC  general  surgeon.  Assured  referrals  from 
five  primary  care  physicians.  Friendly  communi- 
ty. Within  20  minutes  of  metropolitan  area.  Ideal- 
ly suited  for  the  outdoorsman.  Generous  incentive 
package  to  qualified  candidate. 

Contact:  Barry  Strittmatter 


INTERNAL  MEDICINE 


EAST  TEXAS 

Two  BC  internists  seek  compatible  associate 
for  group  practice  in  community  of  approxi- 
mately 12,000  (referral  area  50,000).  Shared 
call  and  overhead.  Ultra-modern,  lOOi-bed  hos- 
pital, Attractive  community;  many  social  and 
recreational  opportunties.  Forty-five  minutes 
from  Dallas.  Competitive  Incentive  package. 
Contact:  Jim  Truitt. 


THE  TEXAS  SPECIALISTS 


— Working  in  Texas  for  Texans,  since  1984  — 


WEST  TEXAS 

Four  American  trained,  board  certified  internisfs 
seek  compafible  associate  for  busy  group  prac- 
tice in  Texas  community  of  100,000  + . Office 
adjacent  to  modern  250-bed  hospital.  Excellent 
call  arrangement,  salary  and  benefits.  Full 
associate  status  in  second  year. 

Contact:  Jim  Truitt, 


SOUTH  TEXAS 

Busy  BC  internist  seeking  compatible  associate. 
City  population  60,000  (referral  area  150,000). 
400-1-  bed  hospital.  Thirty  minutes  from  Padre 
Island.  Great  climate  and  lifestyle.  Recreational 
opportunities  abound  in  this  city  near  the  Gulf 
of  Mexico.  Excellent  income  potential. 
Contact:  Barry  Strittmatter 


WEST  TEXAS 

Community  of  approximately  9,000  (referral 
area  population  17,000)  seeks  BE/BC  internist. 
Modern  50-bed  hospital.  Friendly  town,  good 
schools.  Within  35  miles  of  200,000 -r  popula- 
tion center.  Especially  attractive  to  sports- 
minded  individuals.  Many  recreational  amenities 
available.  Generous  incentive  package  to 
qualified  candidate.  Contact:  Barry  Strittmatter 


NEUROLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000  seeks 
BE/BC  neurologists:  fee  for  service,  for 
associate  practice  (or  solo  sharing  call).  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy,  excellent  schools. 
Many  social  and  recreational  opportunities. 
Generous  incentive  package  to  qualified  physi- 
cian. Contact:  Vicki  Truitt. 


OBSTETRICS  / GYNECOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000  seeks 
BE/BC  OB/GYN  for  private  practice  (to  share  call 
with  three  other  OB/GYNs).  Progressive,  family- 
oriented  community  with  strong,  diversified 
economy,  excellent  schools.  Many  social  and 
recreational  opportunties.  Competitive  incentive 
package  to  qualified  physician. 

Contact:  Vicki  Truitt. 


EAST  TEXAS 

Recently  trained,  board  certified  OB/GYN  seeks 
compatible  associate  for  pracfice  in  communi- 
fy  of  approximately  12,000  (referral  area 
50,000).  Shared  call  and  overhead,  Ulfra- 
modern,  100-bed  hospital.  Attractive  commun- 
ity: many  social  and  recreational  opportunities. 
Forty-five  minutes  from  Dallas.  Competiflve  in- 
centive package.  Contact:  Jim  Truitt. 


ONCOLOGY 


NORTH  DALLAS 

Well-established,  board  certified  oncologist 
seeks  compatible  associate  for  busy  practice. 
Office  adjacent  to  modern,  934-bed  hospital. 
Competitive  incentive  package;  excellent  poten- 
tial for  clinically  interesting  and  financially 
rewarding  pracfice,  Atfractive  life  style  In 
dynamic  Dailas/Fort  Worth  metropolitan  area. 
Contact:  Jim  Truitt, 


ORTHOPEDIC  SURGERY 


EAST  TEXAS 

Board  certified  orthopedic  surgeon  seeks  com- 
patible associate  for  practice  in  community  of 
approximately  12,000  (referral  area  50,000) 
Shared  call  and  overhead.  Well-equipped,  ultra- 
modern, 100-bed  hospital.  Attractive  communi- 
ty: many  social  and  recreational  opportunities. 
Forty-five  minutes  from  Dallas  Competitive  in- 
centive package  to  qualified  physician. 
Contact:  Jim  Truitt 


EAST  TEXAS 

Medical  staff  of  100-bed  hospital  seeks  ortho- 
pedic surgeon  for  referral  area  of  approximately 
50.000,  Attractive  community  of  14,000  with 
strong,  diversified  economy.  Excellent  fishing 
and  hunting  One  hour  from  Dailas.  Competitive 
incentive  package  to  qualified  physician. 
Contact;  Barry  Strittmatter. 


PEDIATRICS 


FORT  WORTH 

Medical  staff  in  well  established  Metroplex 
hospital  seeks  BE/BC  pediatrician  to  establish 
nucleus  of  single  specialty  group.  Solo  prac- 
tice option  also  available.  Competitive  incen- 
tive package  from  hospital  and  medical  staff 
support  will  be  offered  to  qualified  candidates. 
Contact:  Barry  Strittmatter. 


D/FW  METROPLEX 

Young  American  trained,  BC  pediatrician  seeks 
associate  for  practice  in  affluent  suburban  com- 
munity in  the  heart  of  thriving  D/FW.  Office  on 
campus  with  modern  hospital.  Excellent 
schools  and  quality  of  life 
Contact:  Vicki  Truitt. 


SOUTH  TEXAS 

Two  American  trained  - BC  pediatricians  seek 
compatible  associate  to  join  rapidly  growing 
practice.  Excellent  income  potentiai  in  an  area 
acclaimed  for  its  great  climate  and  recreational 
opportunities.  Contact:  Barry  Strittmatter 


PULMONARY  MEDICINE 


WEST  TEXAS 

Four  man  group  of  American  trained,  board 
certified  internists  seeks  compatible  pulmonary 
medicine  associate.  Community  of  100, 000 -t- 
Dffice  adjacent  to  modern  250-bed  hospital. 
Shared  call,  excellent  income  and  benefits.  Full 
associate  status  in  second  year 
Contact;  Jim  Truitt. 


RHEUMATOLOGY 


NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center  seeks 
board  certified  rheumatologist  to  establish  ser- 
vice in  referral  area  of  approximately  200,000. 
Strong  economy,  excellent  schools:  many 
recreational  and  social  opportunties.  Modern 
hospitals.  Generous  incentive  package  to 
qualified  physician.  Contact:  Vicki  Truitt. 


UROLOGY 


D/FW  METROPLEX 

Recently  trained,  BC  urologist  seeks  associate 
for  practice  in  affluent  NE  Tarrant  County  com- 
munity On  campus  with  modern  hospital. 
Competitive  incentive  prackage  to  qualified  can- 
didate. Excellent  schools  and  quality  of  life. 
Contact:  Vicki  Truitt. 


Houston 

Excellent  opportunity  for  a conscientious  and  in- 
dustrious individual  with  good  clinical  skills  to  join 
a sole  practitioner  with  a large  inpatient/outpatient 
practice.  Applicant  needs  to  be  board  eligible/ 
certified  and  have  the  ability  to  relate  to  other 
physicians.  Opportunity  for  medical  school  affili- 
ation. Excellentcompensation  package  in  part 
determined  by  productivity,  and  the  opportunity  to 
develop  a joint  practice  arrangement.  Prefer 
some  familiarity  with  substance  abuse  patients. 
Send  resume  and  salary  history  to: 

George  S.  Glass,  M.D.,  2616  South  Loop  West, 
Suite  500,  Houston,  Texas  77054. 


Physician  For  Nationwide  Travel.  Health  research  organi- 
zation seeks  physician  for  National  Health  & Nutrition 
Examination  Survey  sponsored  by  the  U.S.  Public  Health 
Service.  Individual  will  be  part  of  a large  medical  team 
conducting  health  examinations  in  govt,  mobile  exam 
centers  traveling  to  88  areas  of  the  U.S.  through  1993. 
Must  be  licensed  in  one  state.  One  year  minimum  com- 
mitment and  FULL-TIME  CONTINUOUS  TFiAVEL 
REQUIRED.  Competitive  salary,  paid  malpractice,  per 
diem,  car,  four  weeks  paid  vacation  per  year,  holidays, 
and  health,  life,  dental,  disability  insurance  offered.  Call 
Beverly  Geline,  800-937-8281 , ext.  8248.  WESTAT,  INC. 
Rockville,  Maryland.  EOE/M/F/V/H 

Situations  Wanted 

Positions  Wanted 

Radiologist,  board  certified  with  interventional  fellowship, 
desires  to  locate  in  Texas.  Proficient  in  all  modalities.  Uni- 
versity trained  with  academic  experience.  Permanent, 
part-time  and  locum  positions  will  be  considered.  Reply 
to:  Texas  Medical  Association,  Advertising  Depart.,  Ad 
Box  776,  1801  N.  Lamar,  Austin,  TX  78701. 

For  Sale  or  Lease 

Medical  Equipment 

Quality  Used  Medical  Equipment  — Special  this  month  — 
X-Rays  and  C-Arms.  We  Buy-Sell  All  Types  of  Equip- 
ment. MedExchange,  3021  Carmel.  Dallas,  TX  75204 
214-824-5040  EAX  823-9428. 

COLONOSCOPE;  Olympus  CF  P10UOES.  Purchased  in 
1985.  Used  less  than  12  times  in  office  setting.  Com- 
plete original  accessories.  Also  SD-9U  Diathermic  Snare 
Set.  $8,500.  Chris  DeSocarraz  915-697-9477 

Practices 

Selling  Your  Practice?  We  offer  practice  evaluations  & 
brokerage,  physician  recruiting,  and  partnership  buy-in 
services.  We  can  help  you  make  the  right  decisions.  For 
a free  brochure,  call  or  write;  Practice  Dynamics,  Dept  T, 
11222  Richmond.  Ste  125.  Houston,  TX  77082: 
713-531-0911. 

Move  to  Colorado  — Pleasant  university  town  near  moun- 
tains. Active  Internal  Medicine/Geriatric  practice  and 
building  for  sale.  Solo  corporation,  1000  ft.  building, 
large  lot,  near  hospital.  Call  303-482-4510  evenings. 


Classified  Advertising 


Family  Practice  — Victoria,  Texas:  Well  established, 
profitable,  solo  practice  for  sale.  Excellent  community, 
highly  competitive  health  care  facilities.  Any  reasonable 
offer  considered.  Inquires:  Texas  Medical  Association, 
Advertising  Dept.  Ad  Box  #773,  1801  N Lamar,  Austin, 
TX  78701 . 

Attractive,  active  General  Medical  Practice  Immediately 
available  in  rural  SW  Texas  Community.  Owned  by  retir- 
ing physician.  No  OB.  Call  Eduardo  Morena,  MD  512 
497-4272. 


Business  and  Financial 
Services 

Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  cour- 
teous service.  Competitive  fixed  rate.  Physicians  Service 
Association,  Atlanta,  Georgia.  Toll  free  1-800-241-6905. 
Serving  MDs  for  over  10  years. 

Consulting  Services  — Assistance  with:  Starting,  Reloca- 
tions. Selling  or  Reorganizing  your  Practice  — Employ- 
ment Contracts  — Professional  Association  and  Partner- 
ship Agreements  — Compliance  with  Medicare  Rules 
and  Regulations.  PLEASE  CONTACT:  Doug  McSwane, 
McSwane  and  Associates,  1121  Hampshire  Ln.,  Suite 
235,  Richardson.  Texas  75080,  Phone  214-669-3359. 

Advertising  Rates  & Data:  Regular  classified  advertising 
sells  for  $2,00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the).  Display 
classified  advertising  sells  for  $95  per  column  inch,  per 
month.  A variety  of  typefaces,  logos,  and  borders  may 
be  used  in  display  classified  ads.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  listings 
cannot  be  given  out  unless  specific  permission  to  do  so 
has  been  given.  The  advertising  office  will  not  contact  ad 
box  number  holders  except  by  mail.  Federal  laws  pro- 
hibit references  to  race,  color,  religion,  sex.  natural  origin, 
or  age  unless  bona  fide  occupational  qualifications.  Copy 
deadline  is  the  1st  of  the  month  preceding  publication. 
Send  copy  to  Mark  Bizzell,  Classified  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin.  TX  78701. 


Advertising  Directory 


American  Medical  Association  31 

American  Environmental  Health 
Foundation  112 

American  Physicians 
Service  Group  70 

Apple  Medical  Leasing  58 
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Avis  Rent-A-Car  56 
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Control-O-Fax  56 

Davis  & Davis  65 
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Palisades  Pharmaceutical  69 
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Publication  of  an  advertisement  in  Texas 
Medicine  is  not  to  be  considered  an  endorse- 
ment or  approval  by  the  Texas  Medical  Aiso- 
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Good 
News  For 
Anyone 

Who  Has 
One  Of 
These. 


The  good  news  is  you  can 
lower  your  major  risk  factors  for 
heart  disease.  And  the  best  news 
is  that  Americans  have  done  just 
that.  You've  quit  smoking, 
balanced  your  diet  and  watched 
your  blood  pressure. 

In  fact,  since  1977, death  rates 
from  heart  attack  have  gone 
down  by  30.9%.  Death  rates  from 
stroke  have  gone  down  37.3%. 

So  keep  up  the  good  work.  And 
we'll  keep  on  working  to  support 
the  scientific  breakthroughs 
and  medical  innovations  that 
help  us  all  make  progress  against 
America's  number  one  killer. 

To  learn  about  reducing  your 
risk,  contact  your  local 
American  Heart  Association. 

Your  Life  Is  In  Your  Hands. 


American  Heart 
Association 


“What  did  the  doctor  teli  you?” 

“Yo  no  se.” 

Patients  don’t  follow  instructions.  They  forget  what 
you  tell  them.  They  call  back  and  ask  questions. 

And  it’s  all  your  fault. 

Put  it  in  writing. 


Give  your  patients  instructions  in  plain  English  and  Spanish  with 
the  Discharge  Instruction  System™  package. 

• Patients  don’t  hare  to  remember  everything. 

• Compliance  is  improved. 

• Telephone  questions  are  reduced. 

• Patients  like  good,  written  instructions. 

Other  instruction  packages  cost  over  $5,000.  Here’s  what  ours 
does  for  only  $495: 


• Over  200  different  patient  instructions. 

• All  instructions  in  both  languages. 

• Edit  and  add  your  own  instructions  with  the  included  word 
processor. 

• Runs  on  any  IBM-compatible  PC  and  printer. 

• 30-day,  money-back  guarantee.  If  you  don’t  like  it  for  any 
reason,  just  send  it  back  for  a full  refund.  Period. 


Call  us!  Eree  demo  disk,  $495  for  the  complete  package. 
MasterCard,  Visa,  COD,  checks  and  hospital  P.O.  accepted. 


Automedics,  Inc. 

476  Hwy  A1  A,  Suite  6A  • Satellite  Beach,  FL  32937  • (407)  773-0012 

Reseller  Inquiries  Invited 


This  space  provided  as  a public  service. 


Courses 

February 

Allergy  and  Immunology 

Feb  6-10,  1991 

Update  on  Allergy  and  Immunology. 
Keystone,  Colo.  Contact  National  Jew- 
ish Center  for  Immunology  and  Respira- 
tory Medicine  (1-800)  222-5864,  ext 
1828 

Anesthesiology 

Feb  22-24,  1991 

Anesthesia  Conference  for  Obstetrics. 
Houston.  Contact  Office  of  CME,  The 
University  of  Texas  Medical  School  at 
Houston,  1 100  Holcombe  Blvd,  Rm 
15.1509,  Houston,  TX  77030  (713) 
792-5346 

Feb  23-24,  1991 

Refresher  Course  in  Anesthesiology. 
Lubbock,  Tex.  Contact  Texas  Tech  Uni- 
versity Health  Sciences  Center,  Office  of 
CME,  Lubbock,  TX  79430  (806)  743- 
2929 

Cardiolngy 

Feb  1-3,  1991 

Perspectives  on  New  Diagnostic  and 
Therapeutic  Techniques  in  Clinical  Car- 
diology. Orlando,  Fla.  Contact  Ameri- 
can College  of  Cardiology,  Extramural 
Programs,  Dept  5080,  Washington,  DC 
20061-5080  (1-800)  897-5400 

Feb  6-9,  1991 

Cardiovascular  Conference.  Snowbird, 
Utah.  Contact  American  College  of  Car- 
diology, Extramural  Programs,  Dept 
5080,  Washington,  DC  2006 1-5080  ( 1 - 
800)  897-5400 

Feb  8-10,  1991 

Advances  in  Diagnostic  and  Therapeutic 
Cardiac  Catheterization.  Orlando,  Fla. 
Contact  American  College  of  Cardiol- 
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ogy.  Extramural  Programs,  Dept  5080, 
Washington,  DC  20061-5080  (1-800) 
897-5400 

Feb  11-15,  1991 

Cardiovascular  Conference.  Kohala 
Coast,  Hawaii.  Contact  American  Col- 
lege of  Cardiology,  Extramural  Pro- 
grams, Dept  5080,  Washington,  DC 
20061-5080  (1-800)  897-5400 

Emergency  Medicine 

Feb  14-15,  1991 

Advanced  Cardiac  Life  Support.  Temple, 
Tex.  Contact  Scott  & White  Memorial 
Hosp,  Office  of  CME,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

Eeb  23-24,  1991 
High  Risk  Cases  in  Emergency 
Medicine.  Dallas.  Contact  American 
College  of  Emergency  Physicians,  PO 
Box  61991  1,  Dallas,  TX  75261-9911 
(1-800)  798-1822  or  (214)  550-0911 

Family  Practice 

Feb  15-16,  1991 

Diabetes  Mellitus  & Practical  Endo- 
crinology. Houston.  Contact  The  Uni- 
versity of  Texas  Health  Science  Center, 
Office  of  CME,  1 100  Holcombe  Blvd, 
HMB  15.1509,  Houston,  TX  77030 
(713)  792-5346 

General  Medicine 

Eeb  8-9,  1991 

Lipids.  Houston.  Contact  Baylor  College 
of  Medicine,  Office  of  CME,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798- 
6020 

Feb  23,  1991 

Controversies  in  Breast  Cancer:  A Clini- 
cal Perspective.  San  Antonio,  Tex.  Con- 
tact St  Luke’s  Lutheran  Hosp,  7940 
Floyd  Curl  Dr,  San  Antonio,  TX  78229 
(512)  692-8719 


Feb  28-Mar  2,  1991 

Advances  in  Pulmonary  and  Critical 

Care  Medicine.  Montego  Bay,  Jamaica. 

Contact  Southern  Medical  Association, 

35  Lakeshore  Dr,  PO  Box  190088, 

Birmingham,  AL  35219-0088  (1-800) 

423-4992 

Internal  Medicine 

Feb  22-23,  1991 

Infectious  Diseases  Symposium.  El  Paso, 
Tex.  Contact  Providence  Memorial 
Hosp,  Education  Dept,  2001  N Oregon, 
El  Paso,  TX  79902  (915)  452-6698 

Neurology 

Eeb  15-17,  1991 

Recent  Advances  in  Neurology.  San 
Erancisco.  Contact  the  University  of  Cal- 
ifornia, Extended  Programs  in  Medical 
Education,  Rm  C-124,  San  Erancisco, 

CA  94143-0742  (415)  476-4251 

Obstetrics  and  Gynecology 

Eeb  2-3,  1991 

Clinical  Applications  of  Transvaginal 
Sonography  in  Ob-Gyn.  Houston. 
Contact  Baylor  College  of  Medicine, 
Office  of  CME,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-6020 

Eeb  15-17,  1991 

Advanced  Endoscopic  Surgery.  Dallas. 
Contact  Presbyterian  Healthcare  System, 
Office  of  CME,  8200  Walnut  Hill  Ln, 
Dallas,  TX  75231  (214)  696-8458 

Feb  16-17,  1991 

Clinical  Applications  of  Transvaginal 
Sonography  Including  Doppler  in  Ob- 
Gyn.  Houston.  Contact  Baylor  College 
of  Medicine,  Office  of  CME,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798- 
6020 
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Ophthalmology 

Feb  22-23,  1991 

Viers  Lectureship  & Ophthalmology 
Conference.  Salado,  Tex.  Contact  Scott 
& White  Memorial  Hosp,  Office  of 
CME,  2401  S 31st  St,  Temple,  TX 
76508  (817)  774-4083 

Orthopedic  Surgery 

Feb  6-10,  1991 

Texas  Orthopedic  Pathology  Workshop. 
Dallas.  Contact  Continuing  Education, 
The  University  of  Texas  Southwestern 
Medical  Center,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)  688-2166 

Pathology 

Feb  14-17,  1991 
Cytopathology  Review  Course. 

Houston.  Contact  Baylor  College  of 
Medicine,  Office  of  CME,  One  Baylor 
Plaza,  Houston,  TX  77030  (713) 
798-6020 

Pediatrics 

Feb  9,  1991 

Update  in  Practical  Pediatrics.  Houston. 
Contact  Baylor  College  of  Medicine, 
Office  of  CME,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-6020 

Feb  21-22,  1991 

Pediatric  Advanced  Life  Support.  Tem- 
ple, Tex.  Contact  Scott  & White  Memo- 
rial Hosp,  Office  of  CME,  2401  S 31st 
St,  Temple,  TX  76508  (817)  774-4083 

Physical  Medicine  and  Rehabilitation 

Feb  21-24,  1991 

Practical  Electrodiagnosis.  San  Antonio, 
Tex.  Contact  The  University  of  Texas 
Health  Science  Center,  Office  of  CME, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)  567-4444 


Preventive  Medicine 

Feb  21-23,  1991 

Cancer  Prevention  Conference.  Hous- 
ton. Contact  The  University  of  Texas 
M.D.  Anderson  Cancer  Center,  Confer- 
ence Services,  Box  131,  1515  Holcombe 
Blvd,  Houston,  TX  77030  (713)  792- 
2222 

Psychiatry 

Feb  13-15,  1991 

Conference  on  Alcoholism  and  Drug 
Abuse.  El  Paso,  Tex.  Contact  Office  of 
CME,  Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock,  TX  79430  (806) 
743-2929 

Feb  14-16,  1991 

Conflicts,  Creativity  & the  Arts.  San 
Antonio,  Tex.  Contact  Laura  Palmer 
(512)  338-8100 

Feb  22-23,  1991 

Sleep/Wake  Disorders.  Dallas.  Contact 
Presbyterian  Healthcare  System,  Office 
of  CME,  8200  Walnut  Hill  Ln,  Dallas, 
TX  75231  (214)  696-8458 

Radiology 

Feb  4-8,  1991 

Visiting  Fellowship  in  MRL  San  Anto- 
nio. Contact  The  University  of  Texas 
Health  Science  Center,  Office  of  CME, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)  567-4444 

Feb  11-15, 1991 

Basic  Radiological  Health.  San  Antonio. 
Contact  The  University  of  Texas  Health 
Science  Center,  Office  of  CME,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)  567-4444 

Feb  28-Mar  2,  1991 
Innovations  in  Radiological  Technology. 
Cancun,  Mexico.  Contact  Southern 
Medical  Association,  35  Lakeshore  Dr, 
PO  Box  190088,  Birmingham,  AL 
35219-0088  (1-800)  423-4992 


Urology 

Feb  9-13,  1991 

Genitourinary  Pathology  and  Radiology. 
Dearborn,  Mich.  Contact  American 
Urological  Association,  Inc,  Office  of 
Education,  6750  W Loop  South,  Ste 
900,  Bellaire,  TX  77401  (713)  665-7500 

Feb  11-15, 1991 

Genitourinary  Radiologic  Imaging. 
Dearborn,  Mich.  Contact  American 
Urological  Association,  Inc,  Office  of 
Education,  6750  W Loop  South,  Ste 
900,  Bellaire,  TX  77401  (713)  665-7500 

Feb  18-22,  1991 

Female  Urology.  Cancun,  Mexico.  Con- 
tact American  Urological  Association, 
Office  of  Education,  6750  W Loop 
South,  Ste  900,  Bellaire,  TX  77401 
(713) 665-7500 

February-March 

Risk  Management 

For  information  on  the  following 
courses,  contact  Rosemary  Gafner,  EdD, 
Medical  Risk  Management,  Inc,  2500 
City  West  Blvd,  Ste  300,  Houston,  TX 
77030  (713)  789-3375 

Anesthesiology  Risk  Management 
Feb  19,  1991,  Houston 

Communicating  for  Patient  Rapport 
March  9,  1991,  McAllen 

Emergency  Risk  Management 
Feb  7,  1991,  Houston 

Five  Steps  to  Medical  Risk  Management 
Feb  23,  1991,  Corpus  Christ! 

Feb  26,  1991,  San  Antonio 
Feb  28,  1991,  Beaumont 

Forensic  Obstetrics 
Feb  9,  1991,  Harlingen 
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Medico-Legal  Issues  in  Medical  Risk 
Management 

Feb  23,  1991,  Corpus  Christi 

Techniques  of  Reducing  the  Frequency 
of  Medico-Legal  Lawsuits  Using  Para- 
communicattons  and  Neurolinguistics 
Feb  9,  1991,  Houston 
Feb  22,  1991,  Corpus  Christi 

March 

Computer  Applications 

Mar  2,  1991 

GRATEFUL  MED:  Computer  Access  to 
Information.  Austin,  Tex.  Contact  Texas 
Medical  Association  Library,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704,  ext  193 

Emergency  Medicine 

Mar  10-15,  1991 

Emergency  Medicine  Ski  Conference. 
Mammoth  Lakes,  Calif.  Contact  Medi- 
cal Conferences,  Inc,  PO  Box  52-B, 
Newport  Beach,  CA  92662  (714)  650- 
4156 

Mar  28-29,  1991 

Advanced  Cardiac  Life  Support.  Temple, 
Tex.  Contact  Scott  & White  Memorial 
Hosp,  Office  of  CME,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

Family  Practice 

Mar  23,  1991 

Depression  Management:  The  Physician 
Has  A Choice.  Houston.  Contact  The 
University  of  Texas  Health  Science  Cen- 
ter, Office  of  CME,  1100  Holcombe 
Blvd,  HMB  15.1509,  Houston,  TX 
77030  (713)  792-5346 

General  Medicine 

Mar  2,  1991 

Pulmonary  Disease  Update.  Dallas. 
Contact  Continuing  Medical  Education, 


St  Paul  Medical  Center,  5909  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214) 
879-3789 

Mar  8-9,  1991 

Frontiers  in  Gastroenterology.  Houston. 
Contact  Baylor  College  of  Medicine, 
Office  of  CME,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-6020 

Mar  9,  1991 

Critical  Issues  in  Acute  Care.  Houston. 
Contact  Baylor  College  of  Medicine, 
Office  of  CME,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-6020 

Mar  16,  1991 

Cancer  Update  1991.  San  Antonio,  Tex. 
Contact  Baptist  Memorial  Hosp  System, 
1 1 1 Dallas  St,  San  Antonio,  TX  78205 
(512)  222-8431, ext  5435 

Mar  16,  1991 

A Centennial  Celebration  of  Aging. 
Galveston.  Contact  Office  of  CME,  The 
University  of  Texas  Medical  Branch, 
Route  J-34,  Shearn  Moody  Plaza  #7101, 
Galveston,  TX  77550  (409)  761-2934 

Mar  16,  1991 

Geriatrics  for  the  Primary  Care  Physi- 
cian. Dallas.  Contact  Continuing  Medi- 
cal Education,  St  Paul  Medical  Center, 
5909  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)  879-3789 

Infectious  Diseases 

Mar  15-17,  1991 

Office  Management  of  Infectious  Dis- 
eases. Destin,  Fla.  Contact  Southern 
Medical  Association,  35  Lakeshore  Dr, 
PO  Box  190088,  Birmingham,  AL 
35219-0088  (1-800)  423-4992 

Mar  17,  1991 

Future  Considerations  in  Anti-Retrovi- 
ral Therapy.  Houston.  Contact  Baylor 
College  of  Medicine,  Office  of  CME, 
One  Baylor  Plaza,  Houston,  TX  77030 
(713)  798-6020 


Obstetrics  and  Gynecology 

Mar  11-12,  1991 

Advances  in  Obstetrics  and  Gynecology 
Midwifery  Section.  Houston.  Contact 
Baylor  College  of  Medicine,  Office  of 
CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Mar  15,  1991 

Clinical  Advancements  in  Breastfeeding. 
Dallas.  Contact  Texas  Association  of 
Breastfeeding  and  Lactation  Specialties, 
7777  Forest  Ln,  Ste  C-525,  Dallas,  TX 
75230 (214) 788-6190 

Ophthalmology 

Mar  15-17,  1991 

The  Cullen  Eye  Course.  Houston.  Con- 
tact Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston, 

TX  77030  (713)  798-6020 

Mar  27,  1991 

Medical  Retina.  East  Elmhurst,  NY. 
Contact  Long  Island  Jewish  Medical 
Center,  Office  of  CME,  New  Hyde  Park, 
NY  11042  (718)  470-8650 

Pediatrics 

Mar  1-3,  1991 

Neonatal  Pediatric  Pulmonary  Function 
Testing.  Orlando,  Fla.  Contact  Presbyte- 
rian Healthcare  System,  Office  of  Con- 
tinuing Eduction,  8200  Walnut  Hill  Ln, 
Dallas,  TX  75231  (214)  696-8458 

Mar  22-24,  1991 

Pediatrics  for  the  Practitioner.  San  Anto- 
nio, Tex.  Contact  The  University  of 
Texas  Health  Science  Center,  Office  of 
CME,  7703  Floyd  Curl  Dr,  San  Antonio, 
TX  78284  (512)  567-4444 
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Physical  Medicine  and  Rehabilitation 

Mar  11-21,  1991 

Comprehensive  Review  Course  in  Physi- 
cal Medicine  and  Rehab.  Houston.  Con- 
tact Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston, 

TX  77030  (713)  798-6020 

Plastic  Surgery 

Mar  9-11,  1991 

Eighth  Annual  Texas  Rhinoplasty  Sym- 
posium. Dallas.  Contact  Continuing 
Education,  The  University  of  Texas 
Southwestern  Medical  Center,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235 
(214) 688-2166 

Psychiatry 

Mar  1-3,  1991 

Harvard  Medical  School  Psychopharma- 
cology 1991.  Austin,  Tex.  Contact  John 
Carrick,  MD,  3215  Steck  #100,  Austin, 
TX  78758  (512)  458-9253 

Mar  2,  1991 

Geriatric  Psychiatry  Review.  Dallas. 
Contact  Office  of  CME,  The  University 
of  Texas  Southwestern  Medical  Center, 
5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)  688-2166 

Mar  7-10,  1991 

Psychiatric  Update  Conference  for 
Physicians.  Whistler,  British  Columbia. 
Contact  Dr  Alan  Buchanan,  102-180  W 
Broadway,  Vancouver,  BC  V5Z  4C9 
(604)  922-3570 

Mar  17-22,  1991 

New  Developments  in  Clinical  Practice. 
Park  City,  Utah.  Contact  The  Menninger 
Clinic,  PO  Box  829,  Topeka,  KS  66601- 
0829  (1-800) 288-7377,  ext  5991 

Radiology 

Mar  13-15,  1991 

State  & JCAHO  Regulations  for  Equip- 
ment Performance  & Radiation  Expo- 
sure. San  Antonio.  Contact  The  Univer- 


sity of  Texas  Health  Science  Center, 
Office  of  CME,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  (512)  567-4444 

Mar  14-16,  1991 
Diagnostic  Radiology  Update.  San 
Antonio.  Contact  The  University  of 
Texas  Health  Science  Center,  Office  of 
CME,  7703  Floyd  Curl  Dr,  San  Antonio, 
TX  78284  (512)  567-4444 

Urology 

Mar  8-10,  1991 

Ultrasonography  in  Urology.  Dallas, 

Tex.  Contact  American  Urological  Asso- 
ciation, Inc,  Office  of  Education,  6750 
W Loop  South,  Ste  900,  Bellaire,  TX 
77401  (713)  665-7500 

Mar  22-24,  1991 

Infertility.  Chicago.  Contact  American 
Urological  Association,  Inc,  Office  of 
Education,  6750  W Loop  South,  Ste 
900,  Bellaire,  TX  77401  (713)  665-7500 

April 

Allergy  and  Immunology 

Apr  19-21,  1991 

Southwest  Allergy  Eorum.  San  Antonio. 
Contact  The  University  of  Texas  Health 
Science  Center,  Office  of  CME,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)  567-4444 

Cardiology 

Apr  12-14,  1991 

Frontiers  in  Cardiology.  Palm  Beach, 

Fla.  Contact  American  College  of  Cardi- 
ology, Extramural  Programs,  Dept  5080, 
Washington,  DC  20061-5080  (1-800) 
897-5400 

Apr  15-19,  1991 

Electrocardiographic  Interpretation  of 
Complex  Arrhythmias.  Indianapolis. 
Contact  American  College  of  Cardiol- 


ogy, Extramural  Programs,  Dept  5080, 
Washington,  DC  20061-5080  (1-800) 
897-5400 

Emergency  Medicine 

Apr  5-6,  1991 

Emergency  Medicine  Oral  Board 
Review  Course.  East  Elmhurst,  NY. 
Contact  Long  Island  Jewish  Medical 
Center,  Office  of  CME,  New  Hyde  Park, 
NY  11042  (718)  470-8650 

Apr  12-16,  1991 

Essential  Topics  in  Emergency  Medicine. 
La  Jolla,  Calif.  Contact  American  Col- 
lege of  Emergency  Physicians,  PO  Box 
619911,  Dallas,  TX  75261-9911  (1- 
800)  798-1822  or  (214)  550-0911 

Apr  25-26,  1991 

Advanced  Cardiac  Life  Support.  Temple, 
Tex.  Contact  Scott  & White  Memorial 
Hosp,  Office  of  CME,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

Family  Medicine 

Apr  8-12,  1991 

Family  Practice  Review.  Galveston,  Tex. 
Contact  Office  of  CME,  The  University 
of  Texas  Medical  Branch,  Route  J-34, 
Shearn  Moody  Plaza  #7101,  Galveston, 
TX  77550  (409)  761-2934 

Apr  17-21,  1991 

Family  Medicine  Review.  Austin,  Tex. 
Contact  Scott  & White  Memorial  Hosp, 
Office  of  CME,  2401  S 31st  St,  Temple, 
TX  76508  (817)  774-4083 

Apr  29-May  3,  1991 
Review  Course  in  Family  Medicine. 
Houston.  Contact  Baylor  College  of 
Medicine,  Office  of  CME,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798- 
6020 
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General  Medicine 

Apr  26-28,  1991 

Focus  on  the  Athletic  Patient.  Kiawah, 
SC.  Contact  Southern  Medical  Associa- 
tion, 35  Lakeshore  Dr,  PO  Box  190088, 
Birmingham,  AL  35219-0088  (1-800) 
423-4992 

General  Surgery 

Apr  18-20, 1991 

Current  Topics  in  General  Surgery. 
Dallas.  Contact  Continuing  Education, 
The  University  of  Texas  Southwestern 
Medical  Center,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)  688-2166 

Nephrology 

Apr  5-6,  1991 

3rd  Annual  Nephrology  for  the  Non- 
Nephrologist.  El  Paso,  Tex.  Contact 
Providence  Memorial  Hosp,  Education 
Dept,  2001  N Oregon,  El  Paso,  TX 
79902  (915)  452-6284 

Oncology 

Apr  5-6,  1991 

Cancer  Conference.  Temple,  Tex.  Con- 
tact Scott  & White  Memorial  Hosp, 
Office  of  CME,  2401  S 31st  St,  Temple, 
TX  76508  (817)  774-4083 

Apr  12-13,  1991 

Controversies  in  the  Management  of 
Breast  Cancer.  New  York.  Contact  Long 
Island  Jewish  Medical  Center,  Office  of 
CME,  New  Hyde  Park,  NY  11042  (718) 
470-8650 

Orthopedic  Surgery 

Apr  26-28,  1991 

Orthopedic  Surgery  Review.  Dallas. 
Contact  Continuing  Education,  The  Uni- 
versity of  Texas  Southwestern  Medical 
Center,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)  688-2166 


Otolaryngoiogy 

Apr  6,  1991 

Otolaryngology  Head  and  Neck  Surgery 
Symposium.  San  Antonio,  Tex.  Contact 
The  University  of  Texas  Health  Science 
Center,  Office  of  CME,  7703  Eloyd  Curl 
Dr,  San  Antonio,  TX  78284  (512)  567- 
4444 

Pediatrics 

Apr  3,  1991 

Symposium  on  Prevention  of  Infection. 
San  Erancisco.  Contact  Continuing  Edu- 
cation, The  University  of  Texas  South- 
western Medical  Center,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Apr  4-6,  1991 

National  Pediatric  Infectious  Disease 
Seminar.  San  Erancisco.  Contact  Contin- 
uing Education,  The  University  of  Texas 
Southwestern  Medical  Center,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235 
(214) 688-2166 

Apr  7,  1991 

What  To  Do  When  the  Malpractice  Ax 
Falls.  San  Erancisco.  Contact  Continuing 
Education,  The  University  of  Texas 
Southwestern  Medical  Center,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)  688-2166 

Apr  19-20,  1991 

Pediatric  Postgraduate  Symposium. 
Houston.  Contact  Baylor  College  of 
Medicine,  Office  of  CME,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798- 
6020 

Apr  26-27,  1991 

Current  Practice  and  Recent  Advances. 
New  Orleans.  Contact  Continuing  Med- 
ical Education,  Alton  Ochsner  Medical 
Eoundation,  1516  Jefferson  Hwy,  New 
Orleans,  LA  70121  (504)  838-3702 


Radiology 

Apr  1-5,  1991 

Visiting  Fellowship  in  MR/.  San  Anto- 
nio. Contact  The  University  of  Texas 
Health  Science  Center,  Office  of  CME, 
7703  Eloyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)  567-4444 

Apr  24-26,  1991 

Non-Ionizing  Radiation:  Physical  Char- 
acteristics & Biological  Effects.  San 
Antonio.  Contact  The  University  of 
Texas  Health  Science  Center,  Office  of 
CME,  7703  Eloyd  Curl  Dr,  San  Antonio, 
TX  78284  (512)  567-4444 

Rheumatology 

Apr  10-14,  1991 

International  Conference  on  HLA-B27 
Related  Disorders.  Dallas.  Contact  Con- 
tinuing Education,  The  University  of 
Te.xas  Southwestern  Medical  Center, 
5323  Harry  Hines  Blvd,  Dallas,  TX 
75235 (214) 688-2166 

Urology 

Apr  4-5,  1991 

Endoscopy/Laparoscopy.  Houston.  Con- 
tact Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston, 

TX  77030  (713)  798-6020 

Apr  13-14,  1991 

Lasers  in  Urology.  Rochester,  Minn. 
Contact  American  Urological  Associa- 
tion, Office  of  Education,  6750  W Loop 
South,  Ste  900,  Bellaire,  TX  77401 
(713)  665-7500 
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Video  Programs  for  CME  Credit 

Teleconference 
Network  of  Texas 

Eor  information  on  programming 
offered  through  the  Teleconference  Net- 
work of  Texas  contact  Teresa  Saad,  The 
University  of  Texas  Health  Sciences  Cen- 
ter, 7703  Eloyd  Curl  Dr,  San  Antonio, 
TX  78284-7978  (512)  567-2700. 

Eebruary-April 

Drug  Therapy  Update 
Eeh  21,  1991 
Mar  21,  1991 
Apr  18.  1991 

harttily  Practice  Today 
Eeb  1,  1991 
Eeb  15,  1991 
Mar  1,  1991 
Mar  15,  1991 
Apr  12,  1991 

Innovations  for  Infection  Control 
Practices 

Eeb  19,  1991  Mar  19,  1991 
Apr  16,  1991 

Urinary  Tract  Infections 
Eeb  7,  1991 


Caiendar  of  Meetings 

•Denotes  Texas  meeting 

January 

Jan  20-25,  1991,  Breckenridge,  Colo 
Texas  Academy  of  Family  Physicians 
Annual  Winter  Symposium 
Contact  TAEP,  8733  Shoal  Creek  Blvd, 
Austin,  TX  78766  (512)  451-8237 

•Jan  24-27,  1991,  San  Antonio,  Tex 
Texas  Society  of  Pathologists  Annual 
Meeting 

Contact  TSP,  1801  N Lamar  Blvd, 
Austin,  TX  7870 1(512)  477-6704,  ext 
241 

February 

Eeb  17-20,  1991,  San  Erancisco 
Society  of  Thoracic  Surgeons 
Contact  STS,  111  E Wacker  Dr, 

Chicago,  IL  60601  (312)  644-6610 

March 

Mar  1-6,  1991,  San  Erancisco 
American  Academy  of  Allergy  and 
Immunology  Annual  Meeting 
Contact  AAAI,  61 1 E Wells  St,  Milwau- 
kee, WI  53202  (414)  272-6071 

Mar  1-3,  1991,  Austin,  Tex 

•Texas  Medical  Association  1991  Winter 
Leadership  Conference 

Contact  Jon  Hornaday,  TMA,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6794 

Mar  3-7,  1991,  Atlanta 

American  College  of  Cardiology  Annual 

Meeting 

Contact  ACC,  9111  Old  Georgetown 
Rd,  Bethesda,  MD  29814  (301)  897- 
5400 


•Mar  13-15,  1991,  San  Antonio,  Tex 
American  Society  for  Clinical  Pharma- 
cology and  Therapeutics 
Contact  ASCPT,  1718  Gallagher  Rd, 
Norristown,  PA  19401-2800  (215)  825- 
3838 

Mar  25-28,  1991,  Maui,  Hawaii 
American  College  of  Emergency  Physi- 
cians Winter  Symposium 
Contact  ACEP,  PO  Box  619911,  Dallas, 
TX  75261-991  1 (1-800)  798-1822  or 
(214) 550-0911 

April 

•April  5-7,  1991,  Austin,  Tex 
Texas  Academy  of  Family  Physicians 
Interim  Session 

Contact  TAPP,  8733  Shoal  Creek  Blvd, 
Austin,  TX  78766  (512)  451-8237 

Apr  14-17,  1991,  New  York. 

American  College  of  Surgeons  Spring 
Meeting 

Contact  ACS,  44  E Erie  St.,  Chicago,  IL 
6061  1 (312)  664-4050 

Apr  21-27,  1991,  Boston 
American  Academy  of  Neurology 
Annual  Meeting 

Contact  AAN,  2221  University  Ave,  SE, 
Ste  335,  Minneapolis,  MN  55414  (612) 
623-8115 

Apr  21-25,  1991,  New  Orleans 
American  Association  of  Neurological 
Surgeons  Annual  Meeting 
Contact  AANS,  22  S Washington  St, 
Park  Ridge,  IL  60068  (312)  692-9500 
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The  American  Environmental  Health  Foundation  presents- 

THE  NINTH  ANNUAL  INTERNATIONAL 
SYMPOSIUM  ON  MAN  AND  HIS 
ENVIRONMENT  IN  HEALTH  AND  DISEASE 

February  28  - March  3 Dallas,  Texas  The  Grand  Kempinski  Hotel 


Join  many  of  the  world's  top  experts  on  file  research  and  (reatment  of  environmental  effects  on  health  and 
isease  processes  in  the  human  body.  Thirty-two  speakers  from  nine  countries  will  address  topics  ranging 
troni  environrnental  illness  to  food  sensihvity  diagnosis  and  treatment.  A special  focus  on  health  effects  of 
electromagnetic  fields  will  be  presented. 


FACULTY 

INCLUDES: 


IntemT  — Ronald  Finn  M.D.,  Royal  Liverpool  Hospital;  Emilio  Del  Guidice,  Ph.D.,  Instituto  di  Fisica 
Nudeare,  Italy;  Satoshi  khiLawa,  M.D.,  Kitasato  University,  Japan;  Yaqin  Pan,  Beijing  Union  Hospital, 
China,  Cyril  Smith,  Ph.D.,  University  of  Salford,  England,  and  many  more. 

T Becker,  M.D.;  Robert  Holcomb,  M.D.,  Ph.D.,  and  Michael  McClean,  M.D  , Ph  D and 

John  W^wo,  l^.D.,  VanderbUt  University  School  of  Medicine;  William  Rea,  M.D.,  Environmental 
Health  Center  - Dallas;  Russel  Reiter,  Ph  D.,  D.Med.  (Hon.),  University  of  Texas  Health  Sdence  Center 
at  San  .^tomc^ Andrew  Marmo,  M.D.,  Louisiana  State  University  School  of  Medidne;  Thomas 
Tentforde,  Ph.D.,  Battelle  Padfic  N.W.  Laboratory,  and  many  more. 

Indudes  Sodal  Hours,  Luncheon  and  Dinner  Gala 
($345  at  door) 


. $345  ($395  at  door)  . . . Non-M.D.'s  . . . $295 


CLIP  & MAIL 


AEHF,  8345  Walnut  Hill  Lane,  Suite  200,  Dallas,  TX,  75231 
information  or  to  charge  by  VISA  or  MasterCard.) 

□ Please  send  me  a program  and  registration  packet.  □ 

Name 

Street 


or  FAX  your  registration  to  214/691-8432.  (CaU  214/368-4132  for  more 
Enclosed  is  registration  of  □ $345  □ $295  (Non-M.D.'s) 


City 


_ State 


Zip 


Phone 


A PA 


A II  ,s  r 


N 
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associates 


FACULTY 


Austin  Psychiatric  Associates  and  The  Massachusetts  General 
Hospital  Department  of  Psychiatry  present  the  faculty  of 

Harvard  Medical  School 

PSYCHOPFIARMACOLOGY  1991 

March  1-3, 1991  Radisson  Plaza  Hotel  @ Austin  Centre 


I Steven  E.  Hyman,  M.  D. 
I Michael  Jenike,  M.  D. 

I John  Herman,  M.  D. 


I Jerrold  F.  Rosenbaum,  M.  D. 
I Andrew  Brotman,  M.  D. 


I Ned  H.  Cassem,  M.  D. 

I Joseph  Biederman,  M.  D. 


TOPICS 


Ncurobiology  and  treatment  of  Psychosis,  Anxiety  Disorders,  Obsessive  Compulsive  Disorder,  Eat- 
mg  Disorders,  Mood  Disorders,  Cardiovascular  effects  of  Psychotropics,  Drug  Treatment  of  Mescal 
and  Surgical  Emergencies,  and  Psychopharmacology  of  Children,  Adolescents,  and  Geriatrics. 

19  hrs.  CME  credit,  reception  Saturday  night.  Continental  Breakfast  and  Breaks $425 

[Residents  & non  MEKs $275]. 


Hospitality  by  QX:  Capital  Hospital,  St  David's  Pavilion,  HCA  9ioal  Creek  Hospital 

CLIP  & MAIL  TO 

registration  to:  512  458^37. 

tcall  blZ  4S8-9253  for  more  information  or  to  charge  by  VISA  or  MasterCard.) 

Please  send  me  a program  for  PSYCHOPHARMACOLOGY  1991.  Enclosed  is $425  (or  $275  for  non  MEYs) 

Street 

City 


State 


Zip 


Phone 


m^lsducafai  aolvily  aa  meetrglheaitenafcr  19«dittoj,aofcatB90,y  lolthe 
^y^ans  recc^nition  award  of  the  Amencan  Medical  Assoaation.  The  Central  Texas  Medical  Foundation  is  accredited  by  the  Texas  Me^  ^odation 
to  sponsor  continuing  education  for  physiaans.  Continuing  education  unit  (CEU'S)  aedits  fa  Psychologists,  sodal  worker  and  LPC's  are  pendij 
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Don't  overlook  the  least  expensive 

way  to  finance  a car. 


Autoflex  Medical  Leasing  is  Texas'  largest 
auto  leasing  company  and  has  been  the  choice 
of  physicians  all  over  Texas  since  1982.  Our 
20,000  foot  auto  leasing  supercenter  is 
designed  to  save  you  time  as  well  as  money. 

just  one  phone  call  to  1-800-634-0304  and 
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Obstetrical  risk 
management 

Walker’s  discussion  of  obstetrical 
risk  management  [Texas  Medicine, 
June  1990,  pp  32-38],  although 
helpful  in  a general  sense,  seemed  to 
assume  that  all  allegations  brought 
by  plaintiff  attorneys  and  “their 
experts”  had  true  basis  in  fact.  As  a 
consequence,  he  made  several  con- 
crete recommendations  and  gave 
rigid  definitions  in  his  article  that 
are  not  accurate  reflections  of  the 
quoted  references.  Two  examples 
serve  to  illustrate  this: 

Walker  states  that  electronic  fetal 
monitoring  should  be  performed 
during  the  first  30  minutes  of  admis- 
sion for  low-risk  pregnancies,  and 
that  high-risk  pregnancies  should 
have  continuous  electronic  fetal 
monitoring  throughout  labor.  The 
cited  reference,  Leveno,  et  al  (1), 
however,  states  that  there  were  no 
differences  in  outcome  between 
groups  of  infants  when  “universal” 
versus  “selective”  monitoring  of 
labor  was  utilized.  Additionally,  no 
30-minute  period  of  electronic  mon- 
itoring of  low-risk  patients  was  per- 
formed or  recommended.  Although 
Leveno  and  co-authors  continue  to 
recommend  monitoring  of  high-risk 
pregnancies,  they  did  not  feel  this 
was  necessary  for  the  low-risk 
patient. 

Walker’s  reference,  Tack,  et  al 
(2),  is  an  abstract  in  the  program  of 
the  1986  meeting  of  the  American 
Pediatric  Society  — Society  for  Pedi- 
atric Research.  The  abstract  was  not 
selected  for  presentation  nor  were 
the  contents  of  the  abstract  subject 
to  peer  review.  Contrary  to  the 
statement  of  Walker,  the  abstract 
does  not  define  asphyxia.  It  uses  a 
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I definition  of  the  authors  to  study 
whether  those  parameters  actually 
predicted  infants  who  had  asphyxia. 
Their  findings  were  summarized  as 
follows:  “No  relationship  was  noted 
between  1 and  5 minutes  Apgar, 
scalp  pH,  cord  pH  or  cord  pC02.” 
Further,  “organ  injury  could  not  be 
predicted  from  scalp  pH,  cord  pH, 
cord  pC02,  or  requirement  for  vol- 
ume re-expansion.” 

The  practice  of  medicine  is  not 
an  exact  science.  To  write  otherwise 
is  a falsehood  of  the  most  grievous 
kind.  Further,  one  cannot  legislate  a 
good  outcome.  As  most  patients 
who  subsequently  develop  cerebral 
palsy  cannot  be  identified  by  events 
that  occur  during  the  labor  and 
delivery  process  (3),  it  is  difficult,  if 
not  impossible,  to  “cookbook” 
obstetrical  care.  Good  medical  prac- 
tice demands  the  utmost  diligence, 
including  accurate  and  complete 
medical  records,  but  not  assembly- 
line mechanics,  where  the  patient  is 
treated  as  an  object. 

Michael  E.  Speer,  MD 
Section  of  Neonatology,  Departmetit  of 
Pediatrics,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030. 
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Author’s  response 

Dr  Speer’s  letter  is  appreciated,  but 
he  misunderstood  the  purpose  for 
which  the  article  was  written.  The 
primary  purpose  — summed  up  in 
the  title,  “Obstetrical  risk  manage- 
ment: establishing  documents  of  de- 
fense” — was  to  place  obstetricians 
in  a better  defensive  posture  by 
teaching  the  importance  of  docu- 
mentation. 

At  no  point  did  I intend  to  call 
for  “cookbook  obstetrical  care.” 
However,  charting  practices  remain 
one  of  physicians’  greatest  weak- 
nesses, and  good  charting  begins  by 
being  able  to  “cookbook”  the  pro- 
cess of  charting. 

Dr  Speer  refers  to  the  paper  by 
Leveno,  et  al,  discussing  “universal” 
vs  “selective”  electronic  fetal  moni- 
toring (EFM).  The  fact  that  their 
final  recommendation  is  for  “selec- 
tive” monitoring  of  high  risk  preg- 
nancies does  not  negate  the  necessity 
to  “rule-in”  fetal  well-being. 

Plaintiffs  and  their  attorneys  will 
challenge  anything  to  prove  their 
case,  and  inadequate  documentation 
usually  supports  their  allegations. 
Employing  EFM  upon  admission 
can  greatly  help  a physician  clarify 
the  circumstance  as  it  truly  was. 
Having  done  so,  the  obstetrician 
should  then  be  selective.  I do  not 
advocate  “universal”  continuous 
monitoring,  only  universal  risk  man- 
agement screening. 

The  American  Academy  of  Pedia- 
tricians and  the  American  College  of 
Obstetricians  and  Gynecologists  rec- 
ommend that,  “The  fetal  heart  rate 
should  be  determined  and  recorded 
as  soon  as  the  patient  arrives  ...  so 
that  a baseline  measurement  will  be 
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available  should  feral  distress  be  sus- 
pected” (1).  However,  it  should  be 
noted  that  Curzen  found  only  a 
27.4%  positive  predictive  value  for 
any  abnormal  EFM  tracing  (2). 

Dr  Speer  states  that  1 seemed  to 
assume  that  all  allegations  brought 
against  physicians  have  merit.  He  is 
incorrect,  but  of  far  greater  concern 
is  the  patient’s  perception  of  injury 
or  malpractice.  Patients’  perceptions 
are  the  reality  upon  which  they  will 
respond.  Only  proper  and  adequate 
documentation  will  provide  the  facts. 

Finally,  Dr  Speer  addresses  the 
Tack  reference  responding  to 
asphyxia.  “Asphyxia”  is  probably 
one  of  the  worst  and  most  misused 
words  in  obstetrical  and  newborn 
charts.  Asphyxia  is  frequently  applied 
to  newborns  with  only  low  Apgars, 
and  often  confused  with  hypoxia 
and  ischemia,  and  no  abnormal  clin- 
ical findings.  It  is  one  of  the  most 
legally  volatile  words  in  obstetrics. 
The  article  to  which  I referred  sup- 
ports and  summarizes  other  litera- 
ture as  to  the  true  definition,  chemi- 
cal and  clinical,  of  asphyxia. 

The  following  are  observations 
one  should  make  if  asphyxia  is 
present: 

— True  asphyxia  may  result  in  mul- 
tiple systemic  organ  damage. 

— This  condition  may  have  a grave 
prognosis  despite  maximal  resus- 
citative  efforts. 

— True  asphyxia,  partial  or  com- 
plete, is  more  often  a result  of 
placental  perfusion  problems 
unrelated  to  delivery  and/or  the 
obstetrician. 


These  facts  are  significant  to 
the  patient  and  physician  in  that 
most  babies  suffering  neurologic 
damage  had  some  precursory  injury, 
unknown  to  the  obstetrician,  well  in 
advance  of  term  delivery.  Yet,  the 
physician  remains  the  focus  of  blame 
and  litigation. 

“When  bad  men  combine,  the 
good  must  associate;  else  they  will 
fall  one  by  one,  an  unpitied  sacrifice 
in  a contemptible  struggle.”  — 
Edmond  Burke  (3). 

Richard  W.  Walker,  Jr,  MD 
400  Medical  Center  Bind,  Suite  207, 
Webster  TX  77598. 
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Cisneros  to  headline 
TMA  leadership 
conference 

Former  City  of  San  Antonio 
mayor  Henry  G.  Cisneros  will 
be  a featured  speaker  at  TMA’s  1991 
Winter  Leadership  Conference,  Sat- 
urday, March  2,  1991,  at  the  Stouffer 
Austin  Hotel. 

Other  speakers  confirmed  for  the 
conference  include  Joseph  T.  Painter, 
MD,  Houston,  chairman  of  the 
AMA  Board  of  Trustees,  who  will 
share  his  views  about  why  strong 
leadership  is  crucial  in  these  chang- 
ing times  for  medicine.  Dr  Painter  is 
vice  president  for  health  policy  at 
The  University  of  Te.xas  M.D. 
Anderson  Cancer  Center. 

Attorney  Gary  W.  Eiland  will  ex- 
plore the  future  of  government- 
financed  health  care  and  what  it 
means  for  your  practice.  Mr  Eiland,  a 
partner  with  Wood,  Lucksinger  &: 
Epstein  in  Houston,  is  experienced 
in  Medicare  law  and  regulations  and 
physician  reimbursement.  He  will 
present  the  Philip  R.  Overton  Annual 
Eecture  in  Medicine  and  the  Law. 

Nancy  Gibbs,  associate  editor  of 
TIME  magazine,  will  talk  about 
what  individual  physicians  can  do  to 
improve  the  less-than-rosy  picture 
the  media  paints  of  physicians  and 
the  practice  of  medicine.  Ms  Gibbs 
has  written  cover  stories  on  emergency 
care,  the  right  to  die,  the  changing 
physician-patient  relationship,  and 
the  plight  of  America’s  children. 

Three  panel  sessions  will  focus  on 
legislative  and  socioeconomic  issues. 
Eormer  TMA  President  Max  C.  But- 
ler, MD,  Houston,  will  moderate 
“Examining  the  Dimensions  of 
Access  of  Care.”  The  panel  will  review 
TMA’s  legislative  proposals  about 
the  state’s  health  insurance  crisis  and 


will  look  at  health  insurance  from 
legislative,  insurance,  and  consumer 
perspectives.  Panelists  include  State 
Representative  Jack  Harris  (R- 
Pearland),  a practicing  dentist;  John 
Hildreth,  director  of  the  Southwest 
Regional  Office  of  Consumer’s 
Union;  and  Jo  Ann  Howard,  board 
member  of  the  State  Board  of  Insur- 
ance. Dr  Butler  and  Rep  Harris  are 
members  of  TMA’s  Ad  Hoc  Com- 
mittee on  Einancing  and  Availability 
of  Health  Insurance. 

Another  former  president  of 
TMA, Jim  Bob  Brame,  MD,  Eldo- 
rado, member  of  the  Physician  Pay- 
ment Review 
Commission, 
will  moder- 
ate “Sizing 
Up  OBRA’s 
Impact  on 
the  Practicing  Physician.”  Panelists, 
who  will  talk  about  the  ins  and  outs 
of  the  Omnibus  Budget  Reconcilia- 
tion Act  of  1990,  include  leadership 
conference  speaker  Gary  Eiland  and 
John  S.  Zapp,  DDS,  Washington, 


DC,  vice  president  for  government 
affairs  for  the  American  Medical 
Association. 

Panelists  for  “Eegislative  Close- 
up:  Exploring  Medicine’s  Agenda” 
will  take  an  in-depth  look  at  medical 
issues  before  the  72nd  Texas  Eegis- 
lature  and  the  102nd  Congress. 

A pre-conference  “dawn  duster” 
session  on  how  to  run  a more  efficient 
medical  practice  by  maximizing  rev- 
enues and  minimizing  overhead  will 
be  presented  by  practice  manage- 
ment expert  George  Conomikes, 
president  of  Conomikes  Associates, 
Inc,  a Eos  Angeles-based  practice 
management  consulting  firm. 

The  dawn  duster  session  begins  at 
7:45  am.  The  general  conference  ses- 
sions and  pan- 
el sessions  run 
from  9:30  am 
to  4:45  pm, 
with  a com- 
plimentary 
luncheon 
hosted  by  the  Texas  Medical  Associ- 
ation Insurance  Trust.  The  confer- 
ence closes  with  a reception  for  all 
participants,  from  5:30  to  7 pm. 
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TMA’s  leadership  conferences, 
held  twice  a year,  help  keep  TMA 
members  and  leaders  aware  of  the 
association’s  activities.  The  confer- 
ences generally  focus  on  significant 
health  and  socioeconomic  issues. 
Most  of  the  association’s  40  boards, 
councils,  and  committees  meet  dur- 
ing conference  weekends.  The  theme 
of  the  1991  winter  conference  is 
“Exploring  Medicine’s  Dimensions.” 

There  is  no  registration  fee  for 
TMA  members  and  association 
guests.  Pre-registration  is  suggested 
but  not  required  for  those  who  plan 
to  attend  the  leadership  conference 
program..  For  further  information, 
contact  Jon  R.  Hornaday,  Director, 
Special  Services,  TMA,  1801  N 
Lamar  Blvd,  Austin,  TX  78701, 
phone  (512)  477-6704,  ext  104. 

What  do  Lubbock,  Texas 
and  Hato  Rey,  Puerto 
Rico  have  in  common? 

They  are  hometowns  of  physi- 
cians who,  early  last  Decem- 
ber, joined  their  AMA  colleagues 
from  around  the  nation  to  speak  out 
for  doctors  and  patients  back  home. 

Converging  in  Orlando,  Fla,  dele- 
gates sometimes  spoke  softly  and,  at 
other  times,  hotly  debated  the  topics 
at  hand.  They  wanted  to  make  sure 
that  physicians  practicing  in  Lubbock, 
Texas  and  everywhere  else  would  be 
adequately  reimbursed  for  services 
and  that  public  health  concerns 
would  have  proper  physician  input. 

The  Texas  delegates  — who  came 
from  all  parts  of  the  state  — won 
approval  for  five  resolutions  adopted 
by  the  TMA  House  of  Delegates  last 
November.  Three  resolutions  were 
adopted  outright  and  the  intent  of 
the  remaining  two  was  adopted  in 
modified  form. 


The  resolutions  spoke  out  for  the 
AMA  to: 

• support  equality  of  military  pay 
between  active  military  personnel 
and  members  of  the  National 
Guard  and  Military  Reserve  who 
are  called  to  active  duty; 

• seek  legislation  requiring  Medi- 
care to  reimburse  physicians  and 
hospitals  for  the  reasonable  cost 
of  copying  medical  records 
required  for  postpayment  audit 
[see  related  article,  “Medicare 
asked  for  it.  Medicare  should 
pay,  p 28]; 

• take  appropriate  steps  to  assure 
proper  payment  for  office  emer- 
gency services  and  office  services 
provided  by  physicians  outside 
normal  practice  hours  [also  see  p 
281; 

• initiate  discussions  with  private 
insurers  to  assure  that  state  medi- 
cal associations  and  appropriate 
specialty  societies  are  consulted 
regarding  the  approval  of  cover- 
age for  new,  safe,  and  cost-effec- 
tive medical  procedures  and  on 
any  proposed  medical  policy 
changes;  and 

• continue  opposing  proposed  leg- 
islation by  Congress  calling  for 
use  of  triplicate  prescription 
forms  for  Schedule  II  through  V 
drugs  [see  related  article,  “AMA 
joins  fight  against  triplicate  pre- 
scriptions, p 37]. 

In  other  actions,  the  delegates: 

• adopted  updated  guidelines  for 
the  use  of  Do-Not-Resuscitate 
orders;  and 

• adopted  several  policies  regard- 
ing HIV,  including:  (1)  physicians 
being  able  to  confidentially  dis- 
cuss a patient’s  serostatus  with 
other  health  care  providers  with- 
out fear  of  legal  sanctions;  (2) 


calling  for  AMA-developed  meth- 
ods and  guidelines  for  care  and 
counseling  for  health  care  work- 
ers exposed  to  HIV,  and  (3)  sup- 
porting classification  of  HIV 
(AIDS)  as  a communicable  and  a 
sexually  transmitted  disease 
(STD). 

Delegates  further  called  on  the 

AMA  to: 

•address  issues  and  concerns 
affecting  minorities,  including 
health,  medical  education,  and 
membership  in  AMA; 

• expand  grassroots  participation 
in  congressional  advocacy  both 
locally  and  in  Washington,  DC; 

•study  the  hardship  of  physician 
reservists  called  to  active  military 
duty  and  develop  materials  and 
mechanisms  to  assist  those 
preparing  for  activation; 

• urge  the  Liaison  Committee  on 
Medical  Education  (LCME)  to 
strongly  encourage  every  medical 
school  to  develop  a Department 
of  Family  Practice; 

• seek  adequate  professional  liabil- 
ity protections  for  physicians 
called  to  military  duty; 

• urge  a smoking  ban  on  commer- 
cial international  flights  originat- 
ing or  arriving  in  the  United 
States;  and 

• urge  continued  studies  on  alcohol 
and  drug  use  by  general  aviation 
pilots. 

The  AMA  also: 

• adopted  a major  report  on  His- 
panic health  in  the  United  States, 
amending  the  report  to  address 
significant  areas  of  concern  raised 
by  Texas  delegates.  The  latter 
included  the  high  rates  of  infec- 
tious disease,  basic  health  prob- 
lems created  by  temporary  shel- 
ters, occupational  health  hazards 
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such  as  pesticides,  migrant 
worker  conditions  and  the  indi- 
gent patient  burden  on  US  hospi- 
tals alone;  and 

• addressed  suicide  issues  pertain- 
ing to  children,  adolescents,  and 
senior  patients.  Delegates  opposed 
media  presentations  that  directly 
or  indirectly  encourage  suicide  in 
young  children  or  adolescents 
and  called  on  the  AMA  to  edu- 
cate physicians  about  increased 
suicide  rates  among  the  elderly.  | 

For  details  on  other  AMA  actions 
intended  to  assure  adequate  reim- 
bursement to  physicians,  see  p 28  of  < 
this  issue  of  Texas  Medicine.  \ 

Texas  physician  to 
chair  national  resident 
group 

Bruce  Alan  Scott,  MD,  chair-  i 
man  of  TMA’s  Resident  Physi- 
cian Section,  was  elected  chairman- 
elect  of  the  American  Medical 
Association’s  Resident  Physician  Sec- 
tion (AMA-RPS)  at  its  meeting  in 
December.  He  will  begin  his  term  as 
chairman  in  June  1991. 

Only  two  other  Texans  have 
chaired  the  AMA-RPS:  Marie 
Kuffner,  MD,  1980-1981;  and 
Randy  Eckert,  MD,  1987-1988. 

Dr  Scott,  a fourth-year  otolaryn- 
gology resident  at  The  University  of 
Texas  Medical  Branch  at  Galveston, 
said  he  was  particularly  honored  to 
be  chosen  to  lead  the  section  “at  this 
crucial  time  in  history  when  resi-  j 
dents  face  unprecedented  challenges.”  i 
Dr  Scott  received  his  baccalaure- 
ate degree  from  Vanderbilt  Univer- 
sity in  1983  and  his  medical  degree 
from  The  University  of  Texas  Medi- 
cal Branch  in  1987.  While  a student, 
he  co-directed  the  national  Student 

1 2 


Research  Forum.  In 
1987,  he  received  the  Upjohn  Medi- 
cal Achievement  Award  for  scholar- 
ship, character,  and  leadership. 

Dr  Scott  has  been  active  as  a resi- 
dent in  both  the  TMA  and  the  AMA. 
He  was  secretary  of  the  Governing 
Council  of  the  AMA-RPS  for  two 
terms.  He  is  resident  editor  of  the 
section’s  publication  Code  Blue,  and 
recently  was  one  of  two  residents 
chosen  as  spokespersons  for  Health 
Access  America,  the  AMA’s  major 
legislative  initiative  for  the  1990s. 

Through  his  involvement  with 
TMA’s  Resident  Physician  Section, 
Dr  Scott  helped  develop  a resident 
peer-to-peer  recruitment  program. 
He  is  resident  representative  to  the 
TMA  Council  on  Medical  Education 
and  the  TMA  Council  on  Annual 
Session  and  Scientific  Programming. 

Now  in  its  14th  year,  the  AMA’s 
Resident  Physician  Section  boasts 
membership  of  more  than  40,000 
resident  physicians.  The  section  has 
been  active  on  issues  such  as  gradu- 
ate medical  education  reform,  occu- 
pational HIV  exposure,  residency 
indebtedness,  and  maternity/pater- 
nity leave. 

Momentum  builds  for 
A Legacy  of  Caring 
campaign 

e’re  off  and  running,” 
■■  ■e  says  Max  Butler,  MD, 
chairman  of  the  Texas  Medical 
Association’s  capital  campaign.  The 
campaign,  A Eegacy  of  Caring,  will 


establish  an  endowment  to  fund  key 
programs  to  enhance  the  health  of 
Texans. 

At  the  beginning  of  1991,  eight 
of  seventeen  regional  campaign  com- 
mittees organized  for  the  campaign 
had  begun  actively  soliciting  funds. 
Campaign  members  were  personally 
asking  other  physicians  in  their  com- 
munities to  make  leadership  gifts  to 
initially  fund  the  TMA  Education 
and  Research  Foundation  endowment. 

The  active  campaign  committees 
are  Rio  Grande  Valley,  Gulf  Coast, 
Central  Texas,  Southeast  Texas,  East 
Texas,  Northeast  Texas,  Dallas/ 
North  Texas,  and  Big  Country. 
These  eight  committees  expect  to 
raise  about  45%  of  the  overall  $2 
million  goal  for  the  endowment. 


After  that  goal  is  reached,  TMA- 
ERF  plans  to  build  upon  the  initial 
endowment  by  seeking  contributions 
from  foundations  and  corporations. 
The  long-term  objective  is  to 
increase  the  endowment  to  at  least 
$20  million  to  annually  fund  all  pri- 
ority projects  in  the  key  program 
areas  of  public  health  and  medical 
information  and  education. 
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TMA’s  new  building 
nears  completion 

With  the  basic  construction  of 
its  exterior  completed  at  the 
beginning  of  1991,  work  on  TMA’s 
new  office  building  at  15th  and 
Guadalupe  Streets  in  Austin  now 
focuses  on  finishing  out  the  interiors. 

Intended  as  a focal  point  for 
health  care  in  Texas,  the  building 
will  house  an  auditorium  for  meet- 
ings of  health-related  groups,  an 


TMA’s  present  properties,  income 
from  leasing  portions  of  the  new 
building  until  the  space  is  needed  by 
the  association,  and  TMA’s  building 
reserve  fund  comprised  of  allocations, 
since  1975,  of  $15  of  each  regular 
member’s  annual  dues  payment. 

Because  construction  of  the  new 
building  is  ahead  of  schedule,  the 
association  may  occupy  its  new 
quarters  as  early  as  May,  two 
months  earlier  than  anticipated. 


exhibit  on  the  history  of 
medicine,  the  association’s 
library,  conference  rooms  for 
TMA  boards,  councils,  and 
committees,  and  office  space  for 
employees  of  TMA  and  the 
Texas  Medical  Association 
Insurance  Trust. 

The  cost  of  the  10-story 
building,  which  will  include 
six  floors  of  office  space  and 
four  floors  of  parking,  will  be 
supported  by  the  sale  of 


Editorial  Committoe 
says,  ‘call  us’ 

So  TMA  members  can  easily 
communicate  with  them,  the 
Editorial  Committee  of  Texas 
Medicine  has  asked  that  the  phone 
number  of  each  of  its  members  be 
printed  in  the  magazine. 

The  committee  serves  as  overall 
advisor  on  the  content  of  the  publi- 
cation, and  is  establishing  the  new 
focus  for  the  Journal  section.  The 
committee  will  select  topics  and 
guide  the  acquisition  and  reviewing 
of  manuscripts  for  that  section. 

The  committee  members  and 
their  phone  numbers  are:  Glen  E. 
Journeay,  MD,  PhD,  chairman,  Austin 
family  practitioner,  (512)  452-9527; 
Timothy  E.  Field,  MD,  Jacksonville 
obstetrician  and  gynecologist,  (903) 


586-5993;  Julie  Graves-Moy,  MD, 
Houston  family  practitioner,  (713) 
792-5252;  G.  Richard  Holt,  MD, 
San  Antonio  head  and  neck  surgeon, 
(512)  590-9124  [Dr  Holt  is  cur- 
rently on  military  duty  in  the  Persian 
Gulf];  Eugene  M.  Hoyt,  Jr,  MD, 
Houston  internist,  (713)  797-9191; 
Frederick  L.  Merian,  MD,  Yoakum 
family  practitioner,  (512)  293-3553; 
Martin  N.  Raber,  MD,  Houston 
oncologist,  (713)  792-7765;  Fazlur 
Rahman,  MD,  San  Angelo  oncolo- 
gist, (915)  949-9555;  Giro  V. 
Sumaya,  MD,  San  Antonio  pediatri- 
cian, (512)  567-5247;  Luther  B. 
Travis,  MD,  Galveston  specialist  in 
diabetes,  (409)  761-2538;  B.  David 
Vanderpool,  MD,  Dallas  surgeon, 
(214)  823-2650;  and  Susan  Rudd 
Wynn,  MD,  Fort  Worth  allergist, 
(817)  731-7511. 


Each  month,  the  names  and 
phone  numbers  of  the  Editorial 
Committee  members  also  will  be 
printed  in  the  masthead,  on  page  4 
of  the  magazine. 

TMA  members  interested  in  sug- 
gesting topics  to  be  covered  in  Texas 
Medicine  are  encouraged  to  contact 
Editorial  Committee  members  or  the 
editorial  office  at  TMA,  Texas 
Medicine , 1801  N Lamar  Blvd, 
Austin,  TX  78701,  phone  (512) 
477-6704. 
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Four  days  in  Dallas: 
Annual  Session  packs 
in  education  and  fun 

When  physicians  and  guests 
converge  on  Dallas’  luxuri- 
ous Loews  Anatole  Hotel  for  TMA’s 
124th  Annual  Session,  May  9-12, 
plenty  of  action  awaits  them. 

During  the  4-day  conference,  all 
TMA  members  are  invited  to; 

• participate  in  House  of  Dele- 
gates’ reference  committee  hear- 
ings, where  all  members  of  the 
Association  have  a voice; 

• view  200  technical  and  scientific 
exhibits  displaying  state-of-the- 
art  health  care 
products,  services 
and  medical  tech- 
niques; and 

• hear  internation- 
ally recognized 
guest  speakers 
and  eminent 
Texas  physicians 
discuss  the  latest 
medical  advances  and  most  perti- 
nent medical  issues  during  more 
than  350  scientific  presentations. 

But  there’s  fun  on  the  agenda,  also. 
To  kick  things  off,  TMA  will  spon- 
sor a reception,  5:30-7  pm,  Thurs- 
day, May  9,  in  the  sunken  foyer  of 
the  Anatole’s  Chantilly  Ballroom. 
Complimentary  light  hors  d’oeuvres 
and  cash  bars  will  be  provided. 

On  Friday  night.  May  10,  TMA/ 
TMAA  have  planned  cocktails  and 
dinner  and  two  dances: 

•“Playback  — Big  Band  and 
More”  is  the  theme  of  the  dance 
to  be  held  in  the  Grand  Ball- 
room, 9 pm  to  midnight.  Dance 


to  the  nostalgic  sounds  of  the 
Mai  Fitch  Orchestra,  a 12-piece 
ensemble  Texas  Monthly  des- 
cribed as  “the  most  popular  soci- 
ety and  convention  orchestra  in 
the  state  of  Texas.” 

•A  more  informal  “Fast  For- 
ward — 50’s  and  Beyond”  dance 
will  be  held  the  same  night,  8:30 
pm-12:30  am,  in  the  Peacock 
Terrace.  Vince  Vance  and  the 
Valiants,  a crowd-pleasing,  ener- 
getic show  band,  will  perform. 
The  Valiants  are  widely  known 
for  their  high-stepping  choreog- 
raphy, frequent  costume  changes, 
and  explosive  showmanship. 

Cocktails  at  6:45 
pm  and  dinner  at 
7:30  pm  are  sched- 
uled in  the  Grand 
Ballroom.  Tickets 
for  the  dinner  and 
either  dance  are 
$50;  dance  tickets 
for  either  band  are 
$20.  Cash  bars  will 
be  open  throughout 
the  evening  during  both  events. 

Other  possibilities  for  fun  during 
Annual  Session  1991  include  TMA- 
sponsored  sports  events  — golf,  ten- 
nis, and  a fun  run. 

All  TMA  events  during  Annual 
Session  will  be  held  in  the  Loews 
Anatole,  the  largest  hotel  in  the 
Southwest.  It  contains  an  impressive 
collection  of  fine  art,  15  restaurants 
and  lounges,  specialty  boutiques,  a 
7-acre  park,  its  own  lake,  and  a 
world-class  spa  and  sports  center. 

The  Loews  Anatole  is  near  the 
West  End  entertainment  district.  Fair 
Park,  and  the  downtown  arts  district. 
The  Dallas  Zoo,  Six  Flags  Over 
Texas,  and  Southfork  Ranch  are  other 
popular  Dallas  entertainment  spots. 
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Look  for  registration  and  ticket 
order  forms  in  the  Annual  Session 
Advance  Program,  to  be  mailed  to 
the  TMA  membership  in  mid-Febru- 
ary, or  on  pp  65-68  of  this  issue  of 
Texas  Medicine.  Nonmembers  can 
receive  the  Advance  Program  by 
contacting  the  Annual  Session  and 
Scientific  Programming  Department, 
1801  N Lamar  Blvd,  Austin,  TX 
78701,  phone  (512)  477-6704). 

TMA  speakers  bureau 
spreads  the  news 
across  Texas 

The  Forum  on  Medical  Issues, 
TMA’s  speakers  bureau,  has 
members  and  staff  flying  and  driving 
from  one  end  of  the  state  to  the 
other  talking  to  physicians.  From 
Amarillo  to  McAllen  and  Midland 
to  Beaumont,  speakers  from  the 
bureau  help  TMA  keep  its  members 
up-to-date  on  issues  affecting  their 
practices. 

Bureau  speakers  address  county 
medical  societies  and  hospital  medi- 
cal staffs  about  medical,  public  health, 
legislative,  communication,  and 
socioeconomic  issues,  among  others. 
They  also  discuss  TMA’s  advocacy 
and  leadership  in  these  issues  on  a 
national,  state,  and  local  level. 

Last  year,  TMA  speakers  addressed 
more  than  40  hospitals  and  county 
medical  societies  on  issues  such  as 
payment  reform,  politics,  quality 
assurance/utilization  review,  managed 
health  care,  rural  Texas  health  care, 
and  smoking  cessation  counseling. 

To  schedule  a speaker,  call  TMA’s 
Public  Relations  Department  at 
(512)  477-6704,  ext  212. 
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tdqihone  consuiution  and 
reftml  service  that  offers  yon  direct  access  to  fiiatlty 
specialists  at  The  Unisietsity  of  Ibtas  Southwestern 
' Medical  {enter  at  DaiJas, 

Calhoil-frec  to  access: 

• k free  medical  consultaiion 
'3^:  m Current  research  and  protocol  information 
'3' m KefoCT  to  faculty  speciilists 
i3 -ii  ''^itrking  rekthouships  with  faculty  members 
« lm|Tfovcd  health  care  deih’ery 
.s  • ti  „ As  consultants.  1 IT  Souihwester tr  faoiity  facilitate  a 
mniti-disciplimry  apppacb  to  patiait  management  by 
providing  the  most  np-tcr  clate  clinical  and  invcsttgalkmal 

infbrmjttioc  without  increasing  the  cost  of  patient  care. 

%is  > " 

..4_  Kefernu  so-vices  are  provided  at  the  James  W.  iAston 

srJa?  'S*® 

#rTAnibukor\^  Care  Center,  Cliildren's  Medical  Center, 
j^fkknd  Memori^  Hospital  and  7nie  lipshy  University 
Hospital  at  Southwestern  Medical  Center. 

^ Siirtoly  dial  tlte  toll-free  numltef  1-800®  322 -SWfS 
(Dail3s/688~SWfe),  Mcaiday  through  Friday  8 a.m. 
to  5 p.m.  Specially  trained  S\?1S  Consultation  Sp<;cjaUsts 
’ will  direct  uiur  call  to  tl  le  appropriate  faculty  member. 


!'r*.'c--'t‘rn  V,'-v5i( « tr.ift-i  f tarrv  5Iir!e.s lton!c\'.ird  /Dailas,  Texas  75235 

',  .-.jtj.dfwv «■!•<:. t’.'i,  nr-rK'-ti 


IVatefi  fmdetaSs  about  our  new,  expanded  senrices 


For  some  malpractice  carriers,  easy  come  meant  easy 
go.  But  not  The  Medical  Protective  Company.  Our  finan- 
cial stability  is  a legend  in  our  industry.  And  has  been 
since  we  invented  professional  liability  coverage  at  the 


turn  of  the  century.  Ninety  years  in  business  and  a 
continual  A-i-  (Superior)  rating  from  A.M.  Best  prove  it. 
Don't  gamble  your  premium  dollars.  Put  your  money 
on  a sure  thing  and  call  our  general  agent  today. 


tii  f 98 » cti  t.'  toxt’.agtMiaa  S;! 

KO  OODBT. 


Dallas  Houston  San  Antonio 

Suite  570,  Allied  Lakewood  Bank  Center  Suite  346  Suite  224 

6301  Gaston  Avenue  950  Echo  Lane  14800  San  Pedro 

Dallas,  Texas  75214-3947  Houston,  Texas  77024  San  Antonio,  Texas  78232 

(214)821-4640  (713)465-4445  (512)490-1081 


Lubbock 

Suite  1 

7212  Joliet  Avenue 
Lubbock.  Texas  79423 
(806)  796-7208 


Get  out  of  your  rut! 
Discover  South  Carolina 


Call  1-800-768-DOCS 

for  information  on  practice  opportunities. 


loan  repayment  and  incentive  grant  programs.  Competitive 
^ ! salary  and  attractive  benefit  package  available. 


APA 

AUSTIN 

PSYCHIATRIC 

ASSOCIATES 


Austin  Psychiatric  Associates  and  The  Massachusetts  General 
Hospital  Department  of  Psychiatry  present  the  faculty  of 


Harvard  Medical  School 

PSYCHOPHARMACOLOGY  1991 


March  1-3, 1991  Radisson  Plaza  Hotel  @ Austin  Centre 

FACULTY  ■ Steven  E.  Hyman,  M.  D.  ■ Jerrold  F.  Rosenbaum,  M.  D.  ■ Ned  H.  Cassem,  M.  D. 

■ Michael  Jenike,  M.  D.  ■ Andrew  Brotman,  M.  D.  ■ Joseph  Bicderman,  M.  D. 

■ John  Herman,  M.  D. 

T OPICS  Neurobiology  and  treatment  of  Psychosis,  Anxiety  Disorders,  Obsessive  Compulsive  Disorder,  Eat- 

ing Disorders,  Mood  Disorders,  Cardiovascular  effects  of  Psychotropics,  Drug  Treatment  of  Medical 
and  Surgical  Emergencies,  and  Psychopharmacology  of  Children,  Adolescents,  and  Geriatrics. 

19  hrs.  CME  credit,  reception  Saturday  night.  Continental  Breakfast  and  Breaks $425 

[Residents  & non  METs $275]. 

Hospitality  by  CPC  Capital  Hospital,  St  David's  Pavilion,  HCA  Shoal  Creek  Hospital 

CLIP  & MAIL  TO 

Austin  Psychiatric  Associates,  3215  Steck  Avenue,  Ste.  ICXl,  Austin,  TX  78758  or  FAX  your  registration  to:  512  458-8337. 

(Call  512  458-9253  for  more  information  or  to  charge  by  VISA  or  MasterCard.) 

Please  send  me  a program  for  PSYCHOPHARMACOLOGY  1991.  Enclosed  is $425  (or $275  for  non  MIX s) 


Name 

Street 

Citv 

State 

Zip 

Phone 

The  Central  Texas  Medical  Foundation  designates  this  continuing  medical  education  activity  as  meeting  the  criteria  for  1 9 aedit  hours  of  category  I of  the 
physicians  recognition  award  of  the  American  Medical  Association.  The  Central  Texas  Medical  Foundation  is  acaedited  by  the  Texas  Medical  Association 
to  sponsor  continuing  education  for  physidans.  Continuing  education  unit  (CEU’S)  aedits  for  Psychologists,  social  workers  and  LPC's  are  pending. 


Newsmakers 

Joseph  Agris,  MD,  HouStOIl  plastic 
surgeon,  was  named  by  President 
Bush  as  the  316th  “Daily  Point  of 
Light”  in  recognition  of  his  work  to 
help  low-income  individuals  receive 
the  medical  attention  they  need. 
Daily  Points  of  Light  are  those  who 
successfully  address  the  nation’s 
most  pressing  social  problems 
through  direct  and  consequential 
acts  of  community  service. 

Bernard  “Barney”  Barrett,  Jr,  MD, 

has  been  named  to  the  board  of 
trustees  for  the  Physicians  For  Peace 
Foundation,  Inc,  a volunteer  a-polit- 
ical  and  non-proht  organization 
headquartered  in  Norfolk,  Virginia. 
Dr  Barrett  is  founder,  chairman  and 
president  of  the  Texas  Institute  of 
Plastic  Surgery  in  Houston. 


Bernard  “Barney” 
Barrett,  Jr,  MD 

H.M.  “Tim”  Burgess,  MD,  Argyle  gen- 
eral surgeon  and  a founding  physi- 
cian of  the  Medical  Surgical  Clinic 
in  Denton,  has  received  the  Gold 
Cane  award  from  the  Denton 
County  Medical  Society.  The  Gold 


Gane  is  awarded  for  excellence, 
selflessness,  and  service  both  to 
medicine  and  the  community. 

R.  Edward  Carter,  MD,  director  of  the 
Spinal  Gord  Injury  Program  at  The 
Institute  for  Rehabilitation  and 
Research,  has  been  re-elected  for  a 
second  term  of  2 years  as  president 
of  the  International  Medical  Society 
of  Paraplegia.  Dr  Carter  is  a found- 
ing member  of  the  American  Spinal 
Injury  Association  and  the  American 
Trauma  Society  of  Harris  County. 

E.  Stanley  Crawford,  MD,  profeSSOr 

of  surgery  at  Baylor  College  of 
Medicine,  has  received  the  DeBakey 
Award  of  the  Michael  E.  DeBakey 
International  Surgical  Society.  Dr 
Crawford  was  honored  for  his  inno- 
vations in  the  surgical  treatment  of 
diseases  of  the  aorta. 

Michael  E.  DeBakey,  MD,  chancellor 
and  chairman  of  surgery  at  Baylor 
College  of  Medicine,  is  the  first  for- 
eign surgeon  to  receive  an  honorary 
membership  in  the  Japanese  Associ- 
ation for  Thoracic  Surgery.  Dr 
DeBakey  was  recognized  for  his  con- 
tributions to  the  field  of  thoracic 
surgery  and  for  his  work  training 
Japanese  surgeons. 

Gilbert  H.  Fletcher,  MD,  profcSSOr  of 

radiotherapy  at  The  University  of 
Texas  M.D.  Anderson  Cancer  Cen- 
ter, has  received  the  American  Can- 
cer Society’s  Medal  of  Honor  in 
Atlanta.  The  American  Cancer  Soci- 
ety’s most  prestigious  award  recog- 
nizes Dr  Fletcher  “for  revolutioniz- 
ing the  field  of  radiotherapy  and 
improving  the  quality  of  life  of  can- 
cer patients.” 


Emil  J.  Freireich,  MD,  is  One  of  tWO 

recipients  of  the  first  annual 
National  Institutes  of  Health  Distin- 
guished Alumni  Awards,  for  his 
accomplishments  in  cancer  treat- 
ment research.  Dr  Freireich  is  Ruth 
Harriet  Ainsworth  Professor  of 
developmental  therapeutics  and 
director  of  the  adult  leukemia 
research  program  at  M.D.  Anderson 
Cancer  Center,  and  professor  of 
medicine  at  The  University  of  Texas 
Medical  School  at  Houston. 

waun  Ki  Hong,  MD,  chief  of  the  Sec- 
tion of  head,  neck,  and  thoracic 
medical  oncology  at  The  University 
of  Texas  M.D.  Anderson  Cancer 
Center,  has  received  a Milken  Family 
Medical  Foundation  clinical  investi- 
gator’s award.  The  $50,000  prize 
recognizes  Dr  Hong’s  contributions 
in  head  and  neck  oncology  research. 

Kermit  B.  Knudsen,  MD,  president  of 

Scott  and  White  Clinic  and  chief  of 
staff  of  Scott  and  White  Memorial 
Hospital,  has  been  named  to  the 
National  Advisory  Council  for 
Health  Care  Policy,  Research,  and 
Evaluation  by  Secretary  of  Health 
and  Human  Services  Eouis  W.  Sulli- 
van, MD. 

Neil  A.  Kurtzman,  MD,  chairman  of 
the  department  of  internal  medicine 
at  Texas  Tech  University  Health  Sci- 
ences Center  in  Eubbock,  has  been 
elected  vice  president  of  the 
National  Kidney  Eoundation. 

Gabriel  Lopez-Berestein,  MD,  chief  of 

the  section  of  immunology  and  bio- 
logical therapy  at  The  University  of 
Texas  M.D.  Anderson  Cancer  Cen- 
ter, has  received  the  Stohlman 
Memorial  Scholar  Award  from  the 
Eeukemia  Society  of  America.  This 
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award  recognizes  researchers  for 
outstanding  contributions  to 
leukemia  studies. 

Luther  B.  Travis,  MD,  haS  been 

appointed  the  first  holder  of  the 
William  W.  Glauser  Professorship  in 
pediatric  nephrology,  in  honor  of  his 
many  years  of  dedication  to  the  Held 
of  children’s  renal  diseases  in  both 
management  of  patient  illness  and 
investigations  into  its  causes.  Dr 
Travis  is  professor  of  pediatrics  and 
director  of  the  divisions  of  nephrol- 
ogy and  diabetes  at  The  University 
of  Texas  Medical  Branch  at  Galveston. 

Please  let  Texas  Medicine  know 
about  your  honors  and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers 
section  are:  TMA  member,  election  or 
appointment  to  an  office  of,  or  honors  from, 
a national  or  state  organization;  or,  space 
permitting,  recognition  at  the  local  level. 
Items  for  the  Newsmakers  section  are 
published  at  the  discretion  of  the  managing 
editor.  Submit  items  for  consideration  to 
People,  Texas  Medicine,  1801  N Lamar  Blvd, 
Austin,  TX  78701. 


Obituaries 

Ariel  Bar-Sela,  MD,  60;  HouSton; 
Baylor  University  Gollege  of  Medi- 
cine, 1959;  died  October  27,  1990. 

Fritz  Herman  Borg,  MD,  93;  Fort 
Worth;  Northwestern  University 
Medical  School,  1929;  died  July  1, 
1990. 

Juan  A.  Cabrera,  MD,  39;  HouStOn; 
National  University  San  Marcos, 
Peru,  1978;  died  September  13,  1990. 

Charles  F.  Campbell,  MD,  65;  Diana; 
Southwestern  Medical  School,  1956; 
died  June  4,  1990. 


Angel  Arturo  Cervera,  MD,  74;  Dal- 
las; University  of  Havana,  1941; 
died  October  29,  1990. 

Gillon  Mattney  Cole,  MD,  78;  Dallas; 
Baylor  University  College  of  Medi- 
cine, 1941;  died  December  2,  1990. 

John  Odell  Duvall,  MD,  43;  HouStOn; 
Medical  University  of  South  Carolina, 
1973;  died  September  12,  1990. 

George  Verlon  Edgar,  MD,  68;  Mid- 
lothian; The  University  of  Texas, 
1945;  died  October  23,  1990. 

Richard  William  Ernst,  MD,  63;  Fort 
Worth;  National  Autonomous  Uni- 
versity of  Mexico,  School  of 
Medicine,  1951;  died  November  29, 
1990. 

Con  Dudley  Hamilton,  Jr,  MD,  73; 

Cleburne;  University  of  Tennessee, 
Center  for  Health  Sciences,  1941; 
died  November  2,  1990. 

Ralph  Franklin  Hartman,  MD,  74;  San 

Antonio;  University  of  Arkansas, 
School  of  Medicine,  1941;  died 
October  28,  1990. 

Virgil  Mordie  Holland,  MD,  72; 

Carthage;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1950; 
died  October  30,  1990. 

Victor  Leon  Kahler,  MD,  56;  Webster; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1960;  died 
November  25,  1990. 

Van  Lloyd  Lawrence,  MD,  61;  Hous- 
ton; Baylor  University  College  of 
Medicine,  1952;  died  November  24, 
1990. 


Arthur  Noble  Lewis,  Jr,  MD,  85; 

Houston;  Tulane  University,  School 
of  Medicine,  1936;  died  June  19, 
1990. 

Keith  William  McFatridge,  MD,  79; 

Wichita  Falls;  Baylor  University  Col- 
lege of  Medicine,  1937;  died 
November  3,  1990. 

Robert  Stuart  Nelson,  MD,  79;  Hous- 
ton; University  of  Minnesota,  Medi- 
cal School,  1934;  died  November 
20,  1990. 

Mario  A.  Ochoa,  MD,  56;  Snyder; 
University  of  Guadalajara  School  of 
Medicine,  1956;  died  October  14, 
1990. 

Wilmer  Eugene  Parrish,  MD,  73;  Big 

Sandy;  University  of  Oklahoma, 
1943;  reported  deceased. 

R.  Neal  Schneiderman,  MD,  60;  Dal- 
las; Northwestern  University  Medi- 
cal School,  1955;  died  November 
15,  1990. 

James  Millard  Thomas,  MD,  55;  Fort 
Worth;  Loma  Linda  University 
School  of  Medicine,  1963;  died 
September  26,  1990. 

Douglas  James  Thompson,  MD,  68; 

Port  Arthur;  University  of  Virginia 
Medical  School,  1949;  reported 
deceased. 

Orian  Clyde  Westbrook,  Jr,  MD,  64; 

Houston;  Baylor  University  College 
of  Medicine,  1952;  died  October  26, 
1990. 

Jose  Wong,  MD,  61;  Houston;  Uni- 
versity of  Havana  School  of  Medi- 
cine, 1954;  died  August  23,  1990. 
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Timberlawn 
Psycliiatric  Hospital 

232  Bed  Psychiatric  Facility 
JCAl  lO  Approved 

Departments  of  Psychiatry  • Psychology 
Social  Work  • 24  Hour  Nursing  Care 
Therapeutic  Recreation 
Occupational  Therapy 
12  Grade  Accredited  School 

ESTABLISHED  IN  1917 

HOSPITAL  SERVICES 

Treatment  of 
Children 
Adolescents 
Adults 

SUBSTANCE 
ABUSE  PROGRAMS 

Inpatient  Treatment 
Outpatient  Treatment  and 
Recovery  Groups 
Health  Professionals  Program 
After  Care  Monitoring 

PROFESSIONAL 
EDUCATION  PROGIU^MS 

Residency  Training  Programs 
Child  Training  Residency 

OUTI’ATIENT  SERVICES 

Comprehensive 
Diagnostic  Evaluation 
Individual  and  Group 
Psychotherapy 
Eamily  Assessment 
ancf  Therapy 

ALTERNATIVE  CARE 

Day  1 lospital 
Children 
Adolescents 
Adults 

Medication  Supervision 

RESIDENTIAL  SERVICES 

After  Care  Programs 
Residential  Programs 

ACCEL 

Executive  Professionals  Program 

For  your  pnticnts'conveiiicnce,  evaluntioiis 
may  be  done  at  any  of  our  five  locations: 
the  main  hospital  canipus  in  Dallas,  the 
Timberlaivn  North  Dallas  Center, 
the  Thnberhnvn  Las  Colinas  Center, 
Timberlazon  at  The  Aerobics  Center, 
or  the  Timberlawn  DeSoto/Duncanville 
Center. 

Admissions: 

P.O.  Box  151489  • 4600  Samuell  Blvd. 
Dallas,  TX  75315-1489 
(214)381-7181  • 1-800-426-4944 


Each  capsule  contains  5 mg  chlordiazepoxide  HCLand  2.5  mg  cUdinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows; 

■'Possibly''  effective;  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  cobtis)  and  acute  enterocoUtis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCl  and/or  cUdinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  {e  g , operating  machinery,  driving) . 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
ta] malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  antichoUnergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debiUtated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated)  Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  estabbshed.  inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Ructions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debibtated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges,  ^mcope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrap5n-amidal  symptoms,  increased  and 
decreased  bbido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCl,  making  periodic  blood  counts  and  bver  function  tests 
advisable  during  protracted  therapy  Adverse  effects  reported  with  Librax  typical 
of  antichobnergic  agents,  i e , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmotytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

PI.  0288 

Roche  Products  Roche  Products  Inc. 

Manati.  Puerto  Rico  00701 
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In  IBS,*  when  it^s  brain  versus  bowel, 


ib  insist 
flie  brand, 
be  sure  to  i 
sign  oil  the  | 
^Dispense  1 
as  Writtm” 
line  of  your 
prescripflion. 


ITS  TIME 
[OR  THE 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Lihrax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

*Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HCl  and  2.5  mg  clidinium  bromide. 


Copjrright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 


NIH  awards  genome 
project  grant  to  Baylor 
College  of  Medicine 

Baylor  College  of  Medicine  has 
received  a $10  million  NIH 
grant  to  study  the  X chromosome 
and  chromosomes  /7  and  6 as  part 
of  the  $3  billion  project  to  map  the 
human  genome.  With  the  announce- 
ment in  late  December,  Baylor 
joined  four  other  major  US  institu- 
tions previously  named  as  centers  in 
the  human  genome  project,  an 
endeavor  described  by  some  as  the 
biological  equivalent  of  the  US 
moon  walk  or  the  Manhattan  Project. 

David  Ledbetter,  PhD,  professor 
of  molecular  genetics  and  co-direc- 
tor  of  the  new  center,  says  Baylor 
will  participate  in  all  aspects  of  the 
giant  mapping  project,  from  devel- 
opment of  new  mapping  techniques 
to  the  mapping  itself.  But  the  Baylor 
program  is  especially  notable  as  a 
bridge  from  basic  science  research  to 
clinical  applications,  he  says. 

“We  have  the  technology  that 
other  places  have.  We  are  interested 
in  making  a complete  map  of  chro- 
mosomes, but  the  biggest  strength 
we  have  here  is  a lot  of  clinical 
activity,  a lot  of  research  in  human 
genetic  disease,”  he  says.  “We’re 
interested  in  how  to  accelerate  the 
rate  that  we  can  use  our  understand- 
ing of  human  genetic  disease  and 
bring  that  understanding  into  clini- 
cal diagnosis,  prenatal  diagnosis, 
presymptomatic  diagnosis,  and  even- 
tually gene  therapy  applications.” 

Centers  announced  previously 
are  the  Massachusetts  Institute  of 
Technology,  Washington  University 
in  St  Louis,  the  University  of  Michi- 
gan at  Ann  Arbor,  and  the  Univer- 
sity of  California  at  San  Francisco. 
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Additional  announcements  were 
anticipated  as  Texas  Medicijie  went 
to  press. 

The  US  genome  project  is  headed 
by  Nobel  laureate  James  D.  Watson, 
who  predicts  the  15-year  project  will 
bring  about  fundamental  changes  in 
medicine.  “The  major  impact  of  the 
genome  project  on  medicine  will  be 
a slow  but  steady  conceptual  evolu- 
tion — a change  in  the  way  that  we 
think  about  disease  and  normal 
physiology,”  he  wrote  in  the  June 


1990  issue  of  the  Journal  of  the 
American  Medical  Association . 
“This  will  not  replace  population 
biology,  organismal  biology,  cellular 
physiology,  or  biochemistry,  but  will 
supplement  them  with  a new  and 
powerful  foundation  of  knowledge.” 

Already  the  labor  of  genetic 
exploration  is  beginning  to  pay  off, 
says  Dr  Ledbetter.  For  example,  the 
identification  of  individual  genes 
participating  in  disease  has  led  to 
better  understanding  of  etiology  and 


Deadline  nears  for  physicians 
to  name  best  Texas  science 
teachers 


Who  are  the  finest  science  teachers 
in  Texas? 

That’s  a tough  call,  but  the  Texas  Medical 
Association  wants  to  know.  And  to  find  out, 
the  association  is  seeking  nominations  for  its 
second  annual  Award  for  Excellence  in  Science 
Teaching. 

Already  Texas  physicians  have  been  asked  to  submit  nominees,  and  nomi- 
nation forms  will  be  mailed  this  month  to  the  leadership  of  county  medical 
societies  and  TMA  and  to  members  and  affiliates  of  the  Science  Teachers 
Association  of  Texas.  All  physicians  are  encouraged  to  make  nominations  by 
the  March  15  deadline. 

The  Award  for  Excellence  will  go  to  a nominee  considered  by  the  TMA 
Council  on  Scientific  Affairs  and  the  Board  of  Trustees  to  exemplify  excellence 
in  teaching  of  students  in  grades  K through  12.  TMA  also  may  present  awards 
of  merit  to  other  outstanding  Texas  science  teachers. 

The  TMA  awards  are  part  of  the  association’s  drive  to  encourage  students 
to  consider  science-related  careers  and  to  foster  scientific  literacy,  an  area  in 
which  many  experts  believe  the  US  is  seriously  lacking. 

The  recipient  of  the  1991  award  will  receive  a commemorative  plaque  and 
$1,000  at  TMA’s  Annual  Session  in  May. 

To  request  a nomination  form,  write  to  Mary  Rust,  Scientific  Program 
Coordinator,  Public  Health  and  Scientific  Affairs  Department,  Texas  Medical 
Association,  1801  N Lamar  Blvd,  Austin,  TX  78701,  or  call  (512)  477-6704. 
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improved  diagnosis  of  diseases  such 
as  cystic  fibrosis,  neurofibromatosis, 
and  Duchenne  muscular  dystrophy. 

“Those  have  been  very  exciting 
successes,”  he  says,  “but  it’s  been 
very  expensive  to  get  them  one  at  a 
time.  So  the  process  of  identifying 
an  individual  disease  gene  is  very 
inefficient  and  expensive.  The 
genome  project  to  my  mind  is  say- 
ing, ‘Let’s  do  it  more  efficiently  by 
systematically  finding  every  gene 
instead  of  trying  to  localize  one 
gene,’  which  is  sort  of  a needle  in  a 
haystack  problem,  moving  closer  and 
closer  until  eventually  you  find  it.” 

The  Baylor  center  is  headed  by  C. 
Thomas  Caskey,  MD,  professor  of 
medicine,  biochemistry,  and  cell 
biology.  Other  Baylor  faculty 
involved  in  the  genome  center 
research  include  Huda  Zoghhi,  MD, 
assistant  professor  of  pediatrics, 
molecular  genetics,  and  neurology; 
Richard  Gibbs,  PhD,  assistant  pro- 
fessor of  molecular  genetics;  A. 
Craig  Chinault,  PhD,  associate  pro- 
fessor of  molecular  genetics;  Edward 
McCabe,  MD,  PhD,  professor  of 
medical  genetics;  Andrea  Ballabio, 
MD,  assistant  professor  of  molecu- 
lar genetics;  David  Nelson,  PhD, 
assistant  professor  of  molecular 
genetics;  Stephen  J.  Elledge,  PhD, 
assistant  professor  of  biochemistry; 
and  Charles  Lawrence,  PhD, 
research  associate  professor  of  cell 
biology. 


Who  decides  when 
death  should  come? 

...  A 20-year-old  girl  named  Deb- 
bie was  dying  of  ovarian  cancer.  . . . 
As  / approached  the  room,  I could 
hear  loud,  labored  breathing.  . . . 
The  patient  was  tired  and  needed 
rest.  I could  not  give  her  health,  but 
I could  give  her  rest.  I asked  the 
nurse  to  draw  20  mg  of  morphine 
sulfate  into  a syringe.  Enough,  I 
thought,  to  do  the  job.  . . . I injected 
the  morphine  intravenously  and 
watched  to  see  if  my  calculations  on 
its  effects  would  be  correct.  . . . 
With  clocklike  certainty,  within  4 
minutes  the  breathing  rate  slowed 
even  more,  then  became  irregular, 
then  ceased. 

Soon  after  this  description  of 
euthanasia  appeared  in  the 
Journal  of  the  American  Medical 
Association,  the  editors  were  the 
center  of  national  controversy,  read- 
ers protested  its  publication,  and 
others  wanted  to  track  down  and 
prosecute  the  anonymous  resident 
physician  who  had  written  it.  One 
letter  writer  reflected  widespread 
opinion  by  calling  the  mercy  killing 
“a  textbook  example  of  medical 
arrogance,  ignorance,  and  criminal 
conduct.” 

The  resident  physician’s  role  in 
killing  a patient  was  not  universally 
condemned,  however.  One  physician 
wrote  to  congratulate  the  physician 
for  “having  the  courage  to  submit 
this  account”  and  recalled  how  he 
had  been  tempted  to  take  similar 
measures  as  a resident  faced  with  a 
suffering  patient.  “.  . . I just  didn’t 
have  the  strength  to  relieve  a young 
man’s  suffering  in  view  of  the  possible 
repercussions  of  such  an  action,”  he 
wrote.  “It  is  encouraging  to  learn  that 


at  least  one  of  us  has  risked  his  career 
to  relieve  the  suffering  of  another.” 

Another  physician  wrote  to  “ap- 
plaud the  courage  of  the  author  and 
to  write  about  his  humaneness  ...” 

Was  the  resident  a guardian  angel 
offering  peaceful  passage  to  a suffer- 
ing patient?  Or  did  he  simply  com- 
mit murder? 

Perhaps  you’ve  had  to  make  such 
a decision.  Or  perhaps  you  will. 

TMA’s  Section  on  Psychiatry  will 
address  these  and  other  tough  ques- 
tions of  “active  and  passive” 
euthanasia  at  a May  10  Annual  Ses- 
sion symposium  in  Dallas:  When 
can  a physician  ethically  and  legally 
withhold  or  remove  life  support? 
What  must  the  physician  consider  in 
cases  involving  incompetent 
patients?  What  are  the  moral  impli- 
cations of  providing  the  means  of 
suicide  to  a patient,  as  in  the  widely 
publicized  case  of  Dr  Kevorkian  and 
his  “suicide  machine”?  Is  there  a 
place  in  medicine  for  mercy  killing? 

John  A.  Robertson,  JD,  James 
Watt  Gregory  Professor  of  Law  at 
The  University  of  Texas,  is  one  of  two 
speakers  at  the  Section  on  Psychiatry 
who  will  focus  on  these  life-and- 
death  decisions,  which  he  calls  “an 
area  of  great  interest”  for  physicians. 

“There’s  a wide  consensus  that 
competent  individuals  should  be 
able  to  refuse  necessary  medical 
treatment,”  Professor  Robertson 
says.  “If  the  patient  is  competent 
and  saying,  ‘Don’t  treat  me,’  that’s 
widely  accepted  and  there’s  no  legal 
problem  with  that,”  he  adds. 

But  he  says  other  cases  are  not  so 
legally  clear-cut,  such  as  patients 
who  are  “nonterminally  ill”  and 
incompetent,  although  “legal  recog- 
nition of  a living  will  takes  care  of  a 
lot  of  that.” 
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“The  main  battleground  now 
with  competent  patients  is  whether 
some  form  of  active  euthanasia  is 
acceptable,  either  done,  say,  by  the 
physician  or  done  with  the  aid  of  the 
physician,”  he  says. 

The  Kevorkian  case,  for  example, 
“just  focuses  attention  on  what  is  an 
ongoing  endemic  problem.  Should 
we  facilitate  the  wishes  of  some  per- 
sons who  have  very  serious  medical 
conditions  who  are  still  competent 
and  want  to  end  their  lives?”  he 
asks.  “That’s  one  of  the  ongoing 
debates  here,  which  is  a different 
issue  than  whether  we  should  have 
someone  else  do  the  killing  of  them. 

“I  think  there’s  a very  strong 
1 feeling!  that  physicians  should  not 
be  involved  in  active  killing  of  any 
sort.  And  indeed  that’s  not  legally 
acceptable,”  he  says.  “But  whether 
they  should  be  able  to  provide  the 
means  to  a patient  is  something  else. 

“Active  euthanasia  is  not 
accepted  legally,  and  most  people 
would  say  ethically,  even  when  a 
patient  consents.  So  there’s  a clear 
line  between  active  and  passive 
euthanasia.” 

Father  Albert  S.  Moraczewski,  a 
Dominican  priest  who  also  will 
speak  on  euthanasia  to  the  Section 
on  Psychiatry,  agrees  there  are  some 
clear  distinctions  for  the  physician 
to  follow.  For  example,  the  with- 
drawal of  Nancy  Cruzan’s  feeding 
tube  was  acceptable,  while  Dr 
Kevorkian’s  assistance  in  suicide  and 
the  resident  physician’s  active  killing 
were  not. 

“With  Nancy  Cruzan,”  he  says, 
“the  cause  of  her  death  was  pathol- 
ogy already  present  in  the  person.  . . . 
What  medicine  did  was  to  stop  the 
pathology  from  following  through 
on  its  natural  course.  . . .”  But  the 
young  resident’s  behavior  was 
“unethical  under  all  circumstances,” 
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he  says.  “The  cause  of.  . . death  was 
not  |the  patient’s]  present  pathology, 
but  an  external  substance  given  with 
intent  to  terminate.  . . . That  is  a 
very  significant  difference.” 

Father  Aloraczewski  is  regional 
director  of  the  Pope  John  Center  in 
Flouston.  He  also  is  adjunct  professor 
of  ethics  at  Baylor  College  of  Medi- 
cine and  adjunct  professor  of  theol- 
ogy at  the  University  of  St  Thomas. 

Professor  Robertson’s  lecture 
begins  at  8:30  am  on  May  10  in  the 
Coral  room  of  Lowes  Anatole 
Hotel.  Father  Moraczewski  will 
speak  there  at  9:30  a.m. 


The  Section  on  Psychiatry  is  one 
of  more  than  40  scientific  programs 
presented  during  the  TMA  Annual 
Session,  which  offers  a total  of 
about  300  AMA  PRA  credit  hours 
of  scientific  programming.  This 
year’s  Annual  Session  is  headquar- 
tered at  the  Loews  Anatole  Hotel  in 
Dallas  from  May  9-12.  For  addi- 
tional information  about  registra- 
tion for  Annual  Session  programs, 
see  pp  65-68,  or  contact  the  Annual 
Session  and  Scientific  Programming 
Department,  Texas  Medical  Associa- 
tion, 1801  N Lamar  Blvd,  Austin, 
TX  78701,  phone  (512)  477-6704. 


AMA  now  requires  Category  2 credit  for  Physician’s 
Recognition  Award 

Physicians  applying  for  the  AMA  Physician’s  Recognition  Award  (PRA) 
now  will  be  required  to  report  an  annual  minimum  of  20  credit  hours 
of  both  Category  1 and  Category  2 activities.  Prior  to  the  change,  only  Cate- 
gory 1 credit  was  required  for  the  PRA. 

This  action,  approved  at  the  recommendation  of  the  Continuing  Medical 
Education  Advisory  Committee,  signals  AMA’s  support  of  informal,  self- 
directed  physician  learning. 

Category  2 activities  include  three  basic  categories:  (1)  use  of  electronic 
databases,  self-assessment  programs,  quality  care  review,  teaching  of  medical 
and  other  health  professionals,  medical  writing  and  lecture  presentations;  (2) 
courses  designated  Category  2 by  an  accredited  sponsor  of  CME;  and  (3)  lec- 
tures or  conferences  not  included  in  the  two  previous  categories. 

The  Physician’s  Recognition  Award  was  established  by  the  AMA  in  1968 
to  encourage  voluntary  participation  in  continuing  medical  education  activi- 
ties. Each  year  approximately  24,000  physicians  apply  for  the  PRA 
certificate,  which  is  widely  accepted  by  many  states  and  medical  organiza- 
tions as  verification  of  the  fulfillment  of  mandatory  CME  requirements. 

All  Texas  physicians  not  holding  a current  PRA  certificate  will  receive  an 
application  form  from  the  AMA  this  month.  TMA’s  Committee  on  Continu- 
ing Education  encourages  all  physicians  to  participate  in  continuing  medical 
education  and  to  document  this  participation  through  the  Physician’s  Recog- 
nition Award  program. 

PRA  application  forms  and  additional  information  on  changes  to  the  PRA 
requirements  are  available  from  the  AMA  Office  of  Physician  Credentials  and 
Qualifications,  515  N State  Street,  Chicago,  IL  60610,  phone  (312) 
464-4677,  or  through  the  TMA  Department  of  Medical  Education,  1801  N 
Lamar  Blvd,  Austin,  TX  78701,  phone  (512)  477-6704,  ext  253. 
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KELSEY-SEYBOLD  CLINIC,  P.A. 

"Commitment  to  Quality,  Dedication  to  Service" 


Excellent  opportunities  exist  to  join  our  established,  multi-specialty  group  located  in  the  heart 
of  the  Texas  Medical  Center.  With  over  35  specialties  and  170  physicians  utilizing  several 
hospitals,  this  well-respected  group  offers  a competitive  benefits  and  salary  compensation 
package  which  includes  an  incentive  bonus  program  based  on  performance.  Houston  is  the 
nation’s  fourth  largest  city  and  offers  many  advantages,  including  affordable  housing,  excellent 
schools,  colleges  and  universities,  and  a vibrant  cultural  atmosphere. 

Current  practice  opportunities  include: 


Orthopedics 

Allergy 

Urology 

Pulmonology 


Internal  Medicine 
ENT 

Occupational  Medicine 
General  Surgery 


Family  Practice 

OB/GYN 

Pediatrics 


Send  your  letter  and  CV  in  confidence  to: 

Sandra  Vega 

Physician  Recruitment  Services 
Kelsey-Seybold  Clinic,  P.A. 

1709  Dryden,  18th  Floor 
Houston,  Texas  77030 
800-231-6421 


♦ 1 9 ' 9 • 1 ♦ 


Internal  Medicine's  Foremost 
National  Scientific  Meeting 

The  Right  Meeting  for 
General  Internists  and 
Subspecialists 

American  College  of  Physicians 

72nd  Annual  Session 
April  11-14,  1991 

Pre-Session  Courses 
April  9-10,  1991 


Create  your  own  curriculum  from  over  300  scientific  sessions 
(Updates,  Minicourses,  Clinical  Controversies  . . . and  more). 


EXAMPLE: 

HIV  Infections 

• Pre-Session  Course  on  AIDS 

• Addressing  HIV  Infection  and 
AIDS  in  Office  Practice 
(Minicourse) 

• Clinical  Update  of  AIDS 
(Meet  the  Professor) 

• AIDS  in  the  Gastrointestinal 
Tract  (Special  Presentation) 


EXAMPLE: 

Cardiology 

• Controversies  in  the  Selection 
of  First-Line  Antihypertensive 
Agents  (Clinical  Controversy) 

• Treatment  of  Mild  Hyperten- 
sion and  Hyperlipidemia:  Do 
Guidelines  Help  or  Hurt  Doc- 
tor-Patient Decision  Making? 
(Special  Presentation) 

• Chest  X-Rays  (Slide  Show) 


PRE-REGISTRATION  DEADLINE:  MARCH  11,1991 


Registration  Hotline:  800-523- 1 546 

extension  2429 
or  dial  direct 


AC  P 


How  to  Register 

ACP  Membership:  Consult  your  Advance  Program 
mailed  in  December,  containing  information  about  the 
meeting  and  how  to  register. 

Non-members:  Watch  for  the  complete  schedule  of  events 
and  a registration  form  in  the  Annua;!  Session  Digest 
appearing  in  the  December  15,  1990,  and  January  .1  and 
February  1 , 1 99 1 , issues  of  ANNALS  OF  INTERNAL 
MEDICINE. 


Puzzled? 


How  do  you  choose  who  can  provide  the  best  solution  to  your 


Over  the  past  eleven  years,  TMLT  has 
carefully  constructed  a philosophy  of 
"Partners  in  Trust",  designing  our  prod- 
ucts and  services  to  meet  chonging  poli- 
cyholder needs  in  a dynamic  liability 
environment.  At  the  same  time,  we  have 
remained  focused  on  the  fundamental 
concepts  that  make  us  strong  without 
compromising  our  unwavering  commit- 
ment to  bur  policyholders.  Our  reputation 
has  been  built  on  the  sound  fundomentals 
of  stability,  integrity,  and  a value-added 
hands-on  approach  to  service. 


M 


If  you  are  struggling  to  piece  together  a 
sound  medical  liability  insurance  pic- 
ture, compare  the  quality  and  scope  of 
TMLT's  products  and  services: 

e Reduced  Cost  Tail  Coverage 
e Opportunities  for  Premium  Discount 
e New  Master  Policy  Designed  for 
Groups 

e Strong  Claims  Management  and 
Defense 

e Loss  Prevention  Programs 
e Optional  Prior  Acts  Coverage 
e Non-assessable  Policies 


M 


TEXAS  MEDICAL  LIABILITY  TRUST 


For  further  information,  contact  Marketing  and  Development,  P.O.  Box  14746,  Austin,  Texos  78761 

STATEWIDE  SERVICES  CENTER:  1-800-580-TMLT  Business  Offices:  512-454-6781 
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Medicare  asked  for  it. 
Medicare  should  pay 

Who  should  pay  for  copying 
medical  records  when 
Medicare  retroactively  audits  a 
physician’s  practice?  Texas  Medical 
Association  says  Medicare  should 
pick  up  the  tab.  And,  the  American 
Medical  Association  agrees. 

The  AMA  endorsed  TMA’s  posi- 
tion during  the  national  associa- 
tion’s House  of  Delegates  meeting  in 
December.  The  delegates  also 
approved  a Texas  resolution 
calling  for  proper  payment 
for  office  emergency  ser- 
vices and  office  services 
provided  by  physicians 
outside  normal  practice 
hours. 

The  action  regarding 
payment  for  copying  medical 
records  originated  with  TMA’s 
Council  on  Socioeconomics,  which 
notes  that  when  Medicare  retroac- 
tively audits  a physi- 
cian’s practice,  the 
physician  is  re- 
quired to  provide 
Medicare  with 
large  numbers, 
often  into  the 
hundreds,  of  patient 
medical  re- 
cords. Such 
requests  pose 
two  problems, 
a Council  report 


In  response  to  the  problems,  the 
AMA  has  agreed  to  request  legisla- 
tion or  regulation  requiring 
Medicare  to  pay  physician  and  hos- 
pital costs  of  copying  medical 
records  requested  by  Medicare. 

The  resolution  for  reforming 
Medicare  reimbursement  for  emer- 
gency visits  originated  with  Dallas 
County  Medical  Society.  A resolution 
presented  to  the  TMA  House  of  Dele- 
gates and  eventually  presented  to  the 
AMA  notes  Medicare  reimburses  for 
emergency  visits  only  if  patients  are 
seen  in  an  emergency  room.  However, 
the  resolution  continues,  many 
patients  with  emergencies  are  seen 
more  efficiently  in  the  physician’s 
office  or  other  location  with  less  delay 
and  better  service  for  the  patient.  The 
AMA  agreed  with  TMA’s  reasoning 
and  will  seek  ways  to  re- 
verse Medicare’s  policy. 


says.  “First,  they  re- 
sult in  a significant  cost  to 
the  physician  since  Medicare  does 
not  pay  for  the  time  spent  by  the 
physician’s  staff  locating  and  copy- 
ing records.  Second,  these  requests 
often  require  hospital  records,  over 
which  the  physician  has  no  control.” 


In  other 
actions  re- 
nted to  re- 
i m b u r se- 
nt e n t , the 
American 
Medical  Asso- 
ciation agreed  to: 

• seek  congressional  elimi- 
nation of  state  interfer- 
ence regarding  Medicare 
balance  billing  and  allow  the 
patient-doctor  relationship  to  be 
freed  of  this  intrusion; 
•encourage  the  Health  Care 
Financing  Administration  to  pro- 
vide Medicare  reimbursement  for 
medical  conferences  with  patients 


and/or  relatives  and  guardians 
regarding  medical  management, 
particularly  discussion  of  ad- 
vance directives,  such  as  living 
wills  and  durable  powers  of 
attorney  for  health  care; 

• continue  to  seek  legisla- 
tive and  regulatory 
means  to  assure  timely 
processing  and  pay- 
ment of  Medicare  claims 
and  explore  options  for 
maintaining  physician  cash  flow 
in  the  face  of  serious  payment 
delays,  such  as  a Periodic  Interim 
Payment  (PIP)  program,  zero 
interest  loans  if  payment  is  dis- 
rupted in  specified  ways,  or  cash 
advances  of  a percentage  of  sub- 
mitted claims; 

• review  recommendations  for 
incorporating  malpractice  costs 
in  Relative  Value  Units  in  order 
to  correct  inequities  in  such  a 
system  so  physicians  will  be 
reimbursed  fairly  for  current 
costs  under  the  new  Medicare 
Physician  Payment  System  and 
pursue  means  to  bring  about 
such  a change;  and 

• encourage  Medicare  carriers  to 
use  licensed  physicians  of  the 
same  specialty  and  same  geo- 
graphic area  as  hearing  officers. 
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How  to  fix  Medicaid 

In  the  face  of  growing  need  and 
shrinking  availability  of  partici- 
pating physicians,  “The  Texas  Medi- 
caid Program  has  come  to  a major 
turning  point,”  according  to  a 
report  from  Texas  Medical  Associa- 
tion's Council  on  Socioeconomics. 

In  the  report,  approved  by  TMA’s 
House  of  Delegates  last  November, 
the  Council  offers  four  recommen- 
dations for  improving  Medicaid: 


1.  Revise  TVlA’s  Medicaid  policy  to 
state  that  the  medical  necessity  of 
care  for  Medicaid  recipients 
should  be  the  primary  determin- 
ing factor  in  utilization  of 
Medicaid  funds.  Access  to  care 
should  not  be  constrained  by 
arbitrary  utilization  parameters, 
prior  approval  programs  or  reim- 
bursement rates  that  preclude  or 
limit  physician  participation  in 
the  Medicaid  program.  Payment 
levels  for  physicians  must  be 


Spring  seminars  examine  coding,  third-party 
reimbursement 

Spring.  A time  of  renewal.  What  better  time  to  refresh  and  update  your 
knowledge  of  coding  and  third-party  reimbursement? 

Texas  Medical  Association  offers  a comprehensive  seminar  on  these 
important  topics  throughout  the  month  of  April,  throughout  the  state.  The 
preliminary  schedule  includes  the  following  dates  and  locations: 


April  2,  1991 

Tyler 

April  4,  1991 

Dallas 

April  9,  1991 

San  Antonio 

April  10,  1991 

Houston 

April  16,  1991 

Amarillo 

April  17,  1991 

Fort  Worth 

April  19,  1991 

Corpus  Christ! 

April  23,  1991 

Lubbock 

A second  association-sponsored  program  offers  tips  on  how  to  “Malpractice 
Proof  Your  Practice.”  The  schedule  includes  these  dates  and  locations: 

March  14,  1991 

Fort  Worth 

March  28,  1991 

Corpus  Christ! 

April  24,  1991 

San  Antonio 

April  25,  1991 

Amarillo 

Dates  and  locations  are  subject  to  change.  For  further  information,  write  the 
TMA  Department  of  Practice  Management  Services  at  1801  N Lamar  Blvd, 
Austin,  TX  78701,  or  phone  (512)  477-6704. 


sufhcient  to  enlist  enough  physi- 
cians so  that  services  for 
Medicaid  recipients  are  available 
to  the  extent  that  those  services 
are  available  to  the  general  popu- 
lation. The  fiscal  integrity, 
including  continuous  funding  of 
the  Medicaid  program,  must  be 
preserved  in  the  interests  of  meet- 
ing the  medical  service  needs  of 
Medicaid  recipients  and  the  tax- 
payers who  support  it. 

2.  Restore  the  remaining  5.5%  of 
the  previous  10%  physician  fee  re- 
duction in  fiscal  year  1992-1993 
and  as  early  as  fiscal  year  1991. 

3.  Increase  pediatric  and  primary 
care  service  payments  to  main- 
tain and  improve  access  to  pri- 
mary care. 

4.  Explore  adapting  the  resource 
based  relative  value  scale 
approach  to  physician  payment 
in  the  Texas  Medicaid  program. 

“Physicians’  frustrations  with  red 
tape,  restrictive  medical  policies  and 
utilization  parameters,  coupled  with 
inordinately  low  reimbursement  and 
even  suspension  of  payment  has  cre- 
ated a lack  of  confidence  in  the  Medi- 
caid program,”  the  Council  report 
observes.  “Recent  findings  that 
Medicaid  payments  were  suspended 
while  the  Medicaid  insurer  main- 
tained approximately  $140  million 
in  reserves  have  further  exacerbated 
physician  anxiety  with  the  system.” 
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New  hope  for 
rural  health 

Jo  Anne  Pate 

If  the  Texas  medical  world  had  its 
own  endangered  species  list,  rural 
medical  practices  would  he  very 
near  the  top.  Sixteen  rural  Texas 
counties  are  without  a practicing 
physician,  a figure  that  represents 
thousands  of  patients  with  no  access 
to  basic  medical  care. 

The  rural  physician,  who  often 
operates  a solo  practice,  has  to  be 
available  to  patients  and  the  hospi- 
tal, if  there  is  one,  365  days  a year. 
Added  to  that  is  the  problem  inher- 
ent in  Medicare  language,  “custom- 
ary” and  “prevailing”  charge.  In 
rural  areas,  the  average  charge  for 
an  office  visit  is  so  low  that  many 
physicians  cannot  cover  office 
expenses,  let  alone  invest  money  in 
needed  staff  and  equipment. 

In  1977,  Congress  passed  Public 
Law  95-210,  the  Rural  Health 
Clinic  Services  Act  of  1977.  The  law 
provides  for  cost-based  reimburse- 
ment for  health  clinics  in  rural  areas 
with  a shortage  of  health  profession- 
als, if  the  clinic  meets  certain 
requirements  such  as  having  a physi- 
cian assistant  (PA)  or  nurse  practi- 
tioner (NP)  on  staff  and  having  writ- 
ten protocols  for  medical  care. 
However,  the  law  had  little  impact 
on  Texas.  Since  PAs  and  NPs  could 
not  exercise  prescriptive  authority, 
the  physician  had  to  be  in  the  clinic 
at  all  times  PAs  and  NPs  were  seeing 
patients.  In  addition,  a cap  of 
$32.10  per  visit  limited  the  eco- 
nomic advantages  of  the  program. 

Caught  between  state  restrictions 
and  federal  limitations,  many  Texas 
rural  practitioners  saw  only  one  way 
out  — give  up  rural  practice. 


The  good  news  is  that  recent 
state  and  federal  legislation  solves 
these  problems  and  offers  physicians 
interested  in  rural  practice  new 
hope.  The  federal  Omnibus  Budget 
Reconciliation  Act  of  1989  (OBRA) 
raised  the  Medicare  reimbursement 
cap  for  rural  health  clinics  and 
added  an  annual  inflation  adjust- 
ment. That  same  year,  the  Texas 
Legislature  passed  the  Omnibus 
Health  Care  Rescue  Act  (HB18), 
providing  guidance  for  physicians 
supervising  mid-level  practitioners 
who  exercise  prescriptive  authority 
in  medically  underserved  areas. 

Teresa  Griffin,  director  of  health 
care  delivery  at  Texas  Medical  Asso- 
ciation, observes,  “The  combination 
of  quality  control  provided  by 
House  Bill  18  and  improved  pay- 
ment through  OBRA  finally  pro- 
vides relief  to  doctors  struggling  to 
serve  patients  in  rural  areas.” 

The  human  impact  of  law 

However  impressive  new  legislation 
may  appear,  the  final  judgment  on 
its  effectiveness  is  made  by  the  peo- 
ple it  is  intended  to  help.  Will 
OBRA  and  HB  18  provide  the 
needed  boost  to  rural  medicine?  In 
the  opinion  of  some  Texas  physi- 
cians, the  answer  is  a resounding 
“Yes!” 


When  Alan  Crowther  learned 
about  a practice  opportunity  in 
Three  Rivers,  Tex,  he  had  the  feeling 
of  coming  home.  A native  of  tiny 
Hancock,  Mich,  Dr  Crowther  was 
immediately  attracted  to  the  2,000- 
population  town  situated  between 
San  Antonio  and  Corpus  Christi. 
H owever,  the  lack  of  money  and 
personal  freedom  soon  brought  Dr 


Crowther  to  the  brink  of  a decision: 
“When  HB  18  came  along,”  he  said, 
“I  hadn’t  had  a vacation  in  3-V2 
years.  There  was  no  way  I could 
leave  a 6-day-a-week  solo  practice, 
averaging  about  150  patients  per 
week.  As  much  as  I hated  the 
thought  of  leaving  my  patients,  I 
knew,  realistically,  that  ‘burnout’ 
was  not  too  far  down  the  road.” 

When  Dr  Crowther  learned 
about  the  assistance  available  to 
rural  health  clinics,  he  recruited 
TMA-endorsed  consultant  James 
May  to  help  him  with  the  certifi- 
cation process.  “In  a new  program, 
you  have  to  develop  methodologies 
from  scratch,”  Dr  Crowther  noted. 
One  of  the  problems  Dr  Crowther 
and  Mr  May  faced  was  that  every- 
one, including  state  personnel,  was 
new  to  the  process,  so  even  the 
smallest  details  took  a dispro- 
portionate amount  of  time.  But  in 
Dr  Crowther’s  view,  the  results  will 
justify  the  trouble. 

“Being  able  to  use  a PA  changes 
the  whole  picture,”  he  said.  “I 
worked  with  my  PA  when  we  were 
both  in  the  Navy,  so  I knew  he  was 
extremely  competent.  I think  the 
utilization  of  PAs  in  Texas  will  nec- 
essarily generate  new  legislative 
requirements  for  that  position,  espe- 
cially regarding  continu- 
ing education.” 

Although  Dr  Crowther 
was  certified  and  submit- 
ted the  required  cost 
reports  in  October,  reimbursement 
did  not  begin  until  January.  Coupled 
with  that  problem  is  the  headache  of 
a physician’s  liability  exposure  when 
supervising  a PA.  According  to  Dr 
Crowther,  “It  is  one  of  those  issues 
growing  out  of  the  new  legislation 
that  must  be  resolved.” 

Another  issue  waiting  for  resolu- 
tion, according  to  Dr  Crowther,  is 


“HB  18  saved  my  practice.” 

— Gefteral  practitioner  Alan  Crowther,  MD 
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More  information  about  rural  health  clinics 


practice  loans  for  starting  up  a rural 
health  clinic.  “It  is  very  difficult  for  a 
country  doctor  to  get  a practice  loan. 
I empathize  with  the  hank  because 
loaning  a physician  $50,000  to 
$100,000  is  a high  risk  if  his  practice 
— like  mine  — is  30%  Medicaid  and 
20%  to  30%  Medicare.” 

In  spite  of  the  problems.  Dr 
Crowther  is  enthusiastic  about  the 
future.  “There’s  definitely  new  hope 
for  rural  practices  and  for  thousands 
of  patients  who  desperately  need 
access  to  competent  medical  care.” 


Solo  practitioners  were  not  the 
only  rural  doctors  suffering  from 
inequitable  legislation.  According  to 
Antonio  Falcon,  who  is  part  of  a 
three-physician  rural  clinic,  the  us- 
ual reimbursement  was  such  a prob- 
lem under  the  old  system  that  he 
and  his  partners  were  on  the  verge 
of  closing  the  practice.  “When 
you’re  3 months  behind  in  your 
office  expenses,”  Dr  Falcon  said, 
“and  someone  offers  you  three  times 
your  salary  to  move,  it’s  hard  to  say 
‘No.’” 

Dr  Falcon  was  raised  in  Rio 
Grande  City,  a town  in  Starr 
County,  where  the  county  physician- 
patient  ratio  is  1 to  6,000.  Falcon’s 
clinic  sees  approximately  120 
patients  per  day. 

“I  grew  up  in  Rio  Grande  City, 
and  I had  always  wanted  to  practice 
medicine  here,”  he  said.  “We  have 
been  here  for  10  years,  but  the  Medi- 
caid cutbacks  cut  us  to  the  bone. 
Given  that  our  practice  is  60%  Medi- 
care/Medicaid and  20%  no-pay,  it’s 
no  wonder  I haven’t  taken  a check 


For  general  information: 

Teresa  Griffin,  Director 
Health  Care  Delivery  Department 
Texas  Medical  Association 
1801  N Lamar 
Austin,  TX  78701 
(512)  477-6704 

For  information  about  whether  your 
practice  location  qualifies  for  a rural 
health  clinic: 

Marcia  Collins 

Bureau  of  State  Health  Data  and  Policy 
Analysis 


home  since  May.”  Like  Alan 
Crowther,  Antonio  Falcon  and  his 
partners  have  been  certified  since  last 
fall,  but  payment  under  the  new  sys- 
tem did  not  start  for  several  months. 

Explaining  the  delay,  TMA’s 
Teresa  Griffin  says  since 
no  clinics  have  been 
certified  in  Texas  in  the 
last  decade,  the  bureau- 
cratic machinery  is  rusty. 
The  first  few  clinics  to  be 
certified  in  the  1990s  are 
trailblazers,  she  adds. 
“The  paperwork  for  billing  should 
take  only  a month  once  we 
work  with  the  Health  Care 
Financing  Administration 
and  the  carriers  to  stream- 
line the  process.” 

However,  the  bureau- 
cratic paper  jam  is  viewed 
as  a temporary  problem, 
given  the  long-term  benefits 
of  the  legislation.  Mean- 
while, access  to  care  is  increasing. 
Dr  Falcon  noted,  “Basically,  having 
a physician  assistant  created  another 
health  care  provider.  The  physicians 
review  charts  every  day  and  are 
instantly  available  for  consultation, 
so  there’s  no  decline  in  the  quality  of 
care.” 

To  this  physician,  one  of  the 
great  advantages  of  having  a PA  is 
that  it  will  provide  the  time  to  teach 
patients  long-term  preventive  medi- 
cine. “Because  we  have  such  a busy 
practice,  we  have  not  had  time  to 
really  educate  our  patients,”  Dr  Fal- 
con said.  “Many  of  our  patients 


Texas  Department  of  Health 
1100  W 49th  Street 
Austin,  TX  78751 
(512) 458-7261 

For  an  application: 

Health  Facility  Licensure  8c 
Certification  Division 
Texas  Department  of  Health 
1100  W 49th  Street 
Austin,  TX  78751 
(512)458-7245 


have  chronic  conditions  like  dia- 
betes, and  preventive  medicine  is 
extremely  important.  Now  we  will 
have  more  time  to  help  people  in 
this  way.” 

OBRA  and  HB  18  represent 
a good  start,  but  there  is  more  to  be 
done,  in  Dr  Falcon’s  opinion.  “These 
are  fantastic  laws,”  he  said,  “but 
there  needs  to  be  a lot  more  legisla- 
tion — like  laws  relating  to  indigent 
care  — before  the  system  is  equi- 
table. But  the  new  legislation  will 
open  a lot  of  doors  for  future  rural 
practitioners.” 


Mario  Ramirez’  family  has  been 
in  Rio  Grande  City  for  more  than  2 
centuries,  so  it  was  natural  that  he 
would  come  back  to  practice 
medicine  there.  Dr  Ramirez  began 
providing  medical  care  in  Rio 
Grande  City  40  years  ago  and  con- 
sistently has  dedicated  himself  to 
addressing  the  needs  of  rural  health. 
He  has  served  as  president  of  TMA, 
and  during  his  9-year  tenure  as  a 
county  judge  in  Starr  County,  he 
was  instrumental  in  getting  a new 
hospital  built  and  creating  a hospital 
district  to  support  it. 


“We  were  about  to  close 
our  doors  when  the  new 
legislation  came  along.” 

— Family  practitioner  Antonio  Falcon,  MD 


“I  was  originally  against 
the  concept  of  PAs  having 
prescriptive  authority; 
but  now  I feel  that  it’s  a 
workable  idea.” 

— Family  practitioner  Mario  Ramirez,  MD 
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A proponent  of  the  rural  health 
clinic  option.  Dr  Ramirez  was  ini- 
tially against  prescriptive  authority 
for  physician  assistants.  “I  was 
afraid  that  allowing  PAs  to  have  pre- 
scriptive authority  would  result  in 
two  levels  of  practice  and  cause  the 
overall  quality  of  health  care  deliv- 
ery to  deteriorate,”  he  contended. 
However,  Ramirez’  experiences  with 
his  own  recently-hired  PA  have 
caused  him  to  shift  his  perspective. 

“These  people  are  very  well 
trained,”  he  said,  “and  the  mecha- 
nisms for  supervision  are  tight 
enough  to  avoid  deterioration  of 
care.  The  program  is  still  new,  but  as 
long  as  there  is  adequate  supervision, 
I believe  it’s  going  to  do  a lot  for 
rural  practitioners.  As  we  are  all 
aware,  money,  time,  and  isolation  are 
big  negatives  of  rural  practice.  The 
combined  legislation  will  certainly 
alleviate  some  of  these  pressures.” 

“The  new  legislation  is  invalu- 
able,” he  concludes,  “But  it  must  be 
accompanied  by  new  perceptions  of 
family  practice.  We  need  to  recruit 
locally  for  new  physicians,  and  offer 
good  opportunities  for  local  people 
to  train  in  the  health  care  profes- 
sions. That  means  creating  a medical 
environment  in  rural  areas  that 
encourages  people  to  come  hack  and 
practice  in  their  hometowns.” 
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ISOLYSER 

“POINT-OF-GENERATION  WASTE  TREATMENT 
FOR  A SAFER  WORK  ENVIRONMENT"” 


Hie 

In 


How  Td 
Occupational 
For  Health  Care  Workers 


No.  1 Problem 
Medical  Waste 
Management/ 


Your  first  step 
I toiA^d  a 
I solution— 
Educate  your 
workers  to  practice 
“Universal  Precautions.” 


Provide  your 
I workers  with 
I ISQLYSER™ 
"Point-of- 
Generation  Treatment” 
Systems  for  “high  risk” 
medical  waste. 


■ Stop  leaking  suction  canisters 
with  ISOLYSER  LTS™ 

■ Control  aerosoling  and 
splashing  infectious 
liquids — with  LTS™ 

■ Treat  sharps  in  the  patient 
room  as  they  are  collected 
with  ISOLYSER  SMS™ 

■ Save  on  handling,  storing, 
and  disposal  expenses. 

■ Enhance  OSHA  and  EPA 
Regulatory  Compliance. 


For  more  information  on  ISOLYSER™: 

□ ISOLYSER  LTS™  Liquid  Treatment 
Systems 

□ ISOLYSER  SMS™  Sharps  Manage- 
ment Systems 

□ ISOLYSER  ALDE-X™  Aldehyde 
Combinant  Technology  System 
(Formaldehyde,  Glutaraldehyde) 

□ ISOLYSER  T-Pak™  Compaction/ 
Treatment  Systems  for  bulk 
disposables,  packs,  gowns,  etc. 

Write  or  Call: 

ISOLYSER  Customer  Service 
ISOLYSER  COMPANY,  INC. 

4350  International  Blvd.  N.W. 
Norcross,  GA  30093 

Phone  - (404)  381-7566 
FAX  (404)  381-7581 


It’s  such  a simple  idea  . . . Treat  "high  risk”  medical  waste  when  and 
where  it's  generated.  Why  didn’t  someone  think  of  that  before.? 

Recent  studies  confirm  that  infectious  liquid  waste,  sharps,  and  other  blood 
contaminated  materials  are  primarily  occupational  hazards.  Almost  all 
accidental  needle  sticks  and  contacts  with  body  fluids  are  incurred  by  health 
care  employees.  These  accidents  occur  at  many  points  within  the  health 
care  facility,  along  the  route  of  collection,  packing,  handling,  storage,  and 
final  transportation  to  the  point  of  final  disposal. 

ISOLYSING™  IS  a concept  "whose  time  has  come.’’  While  many  companies 
have  focused  on  the  final  disposal  of  infectious  and  hazardous  waste 
materials,  ISOLYSER™  has  focused  on  helping  health  care  professionals  to 
reduce  the  risk  of  infections  and  injuries  from  on  the  job  contact  with  "high 
risk"  medical  waste.  In  addition  to  improving  workplace  safety,  ISOLYSING™ 
medical  waste  makes  it  safe  for  incineration  or  landfill. 

ISOLYSER™  can  help  you  to  economically  treat  high  risk  medical  waste 

before  it  leaves  the  Operating  Room,  Obstetrical  Department,  Isolation, 

Intensive  Care,  the  Emergency  Department  . . . wherever  it  is  generated. 

ISOLYSER  ALDE-X™  can  help  you  to  provide  a safer  workplace  where 
Formaldehyde  and  Glutaraldehyde  are  in  use.  And,  ALDE-X™  can  help  you  to 
comply  with  the  new  EPA  "clean  waste  water"  Regulations. 


HARD  NEWS: 

Issues  & Answers  in 
Medical  Reporting 

AMA's  Eleventh 
Annual  Health 
Reporting  Conference 

Washington,  D.C. 

April  18-21,  1991 

Medical  communicators!  Sharpen  your  skills! 
Plan  to  attend  the  AMA’s  Eleventh  Annual 
Health  Reporting  Conference,  Thursday, 

April  18  through  Sunday,  April  21,  1991 
in  Washington,  D.C. 

• For  medical  reporters,  physician  broad- 
casters and  medical  spokespeople 

• Courses  in  broadcast  writing,  interviewing, 
editing,  production,  tape  critiques 

• Network  with  the  pros 

• Valuable  tips  on  breaking  into  the  business 

Faculty  includes  experienced  physician 
broadcasters,  network  producers,  broadcast 
consultants,  writers,  editors,  producers  and 
professional  speakers  trainers. 

Until  February  15,  1991 


Fees: 

AMA  Member 

$650 

Non-Member 

$825 

Students/Residents 

$250 

Optional  Day 

$275 

Individual  Coaching 

$ 60 

February  16  and  beyond* 

Fees: 

AMA  Member 

$715 

Non-Member 

$900 

Students/Residents 

$275 

Optional  Day 

(not  available  after 
2/15  cut-otf) 

Individual  Coaching 

$ 75 

Course  tracks  are  offered  in  Speakers  Training  and 
Broadcasting.  Complete  registration  information 
is  available  by  calling  312/464-5102. 

’Registration  will  be  accepted  only  on  a space  available  basis 
after  the  February  15.  1991  cut-off  date. 


Pharmaceuticals 

Pfi/cr  Rocri"  Dh  isions 


Join 

Them 

“The  AMA  has  never 
lost  sight  of  what  I think 
its  primary  goal  is:  to 
improve  the  public  health. 
And  the  AMA  has  played  a 
leading  role  in  issues  such 
as  smoking  and  dmg  abuse.” 

Join  Dr.  Charles  H. 
Epps,  Jr.,  Dean  of  Howard 
University  College  of 
Medicine,  in  the  American 
Medical  Association.  Call 
this  toll-free  number  now. 

1-800-AMA-3211 


American 

Medical 

Association 


"vicodiim-. 


(hydrococJone  bitartrate  5mg  fWotnir»g  May  be  hobit  lormlngj 
and  ocetamlnophen  500  mg) 


"vicodin^ 


(hydrocodone  bifartrate  7.5mg  [Warning  Moy  be  hobit  tofmingl 
ond  ocetamlnophen  7M  mg) 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  modera 
severe  pain.  7 

CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophe 
hydrocodone. 

WARNINGS: 

AllergiC'Type  Reactions : VICODINA/ICODIN  ES  Tablets  contain  soc 
metabisulfite,  a sulfite  that  may  cause  allergic-type  reactions  indi 
anaphylactic  symptoms  and  life-threatening  or  less  severe  asthi 
episodes  in  certain  susceptible  people. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patii 
hydrocodone  may  produce  dose-related  respiratory  depression. 
Head  Injury  and  Increased  Intracranial  Pressure:  The  respiraj 
depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebri 
nal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  I 
injury,  otner  intracranial  lesions  or  a preexisting  increase  in  intracr 
pressure.  Furthermore,  narcotics  produce  adverse  reactions  which 
obscure  the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics 
obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdoi 
conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN/VICOOIN  ES  Tablets  should  be 
with  caution  in  elderly  or  debilitated  patients  and  those  with  $e 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's 
ease,  prostatic  hypertrophy  or  urethral  stricture. 

Cougn  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  as  wi 
narcotics,  caution  should  be  exercised  when  VICODINA/ICODIN  ES 
lets  are  used  postoperatively  and  in  patients  with  pulmonary  diseai 
Drug  Interactions : Patients  receiving  other  narcotic  analgesics,  ant 
chotics,  antianxiety  agents,  or  other  CNS  depressants  (including  alee 
concomitantly  with  VICODINA/ICODIN  ES  Tablets  may  exhibit  an  ad(fi 
CNS  depression.  The  use  of  MAO  inhibitors  or  tricyclic  antidepresj 
with  hydrocodone  preparations  may  increase  the  effea  of  either 
antidepressant  or  hydrocodone.  The  concurrent  use  of  anticholirwj 
with  hydrocodone  may  produce  paralytic  ileus. 

Usage  in  Pregnancy: 

Teratogenic  Effects:  Pregnancy  Category  C.  Hydrocodone  hast 
shown  to  be  teratogenic  in  namsters  when  given  in  doses  700  time 
human  dose.  There  are  no  adequate  and  well-controlled  studii 
pregnant  women.  VICODIN/  VICODIN  ES  Tablets  should  be  used  dul 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  toi 
fetus. 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been 
ing  opioids  regularly  prior  to  delivery  will  be  physically  dependenl 
withdrawal  signs  include  irritability  and  excessive  crying,  tremors,  h 
active  reflexes,  increased  respiratory  rate,  increased  stools,  snee 
yawning,  vomiting,  and  fever. 

Labor  and  Delivery:  Administration  of  VICODINA/ICODIN  ESTabh 
the  mother  shortly  ^fore  delivery  may  result  in  some  degree  of  rej 
tory  depression  in  the  newborn,  especially  if  higher  doses  are  use 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excrel 
human  milk.  Because  many  drugs  are  excreted  in  human  mill 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  inl|2 
from  VICODIN/VICODIN  ES  Tablets,  a decision  should  be  made  wh 
to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  accoul 
importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not 
established. 

ADVERSE  REAaiONS: 

The  most  freouently  observed  adverse  reactions  include  light-headed 
dizziness,  sedation,  nausea  and  vomiting.  These  effects  seem  to  bei 
prominent  in  ambulatory  than  in  nonambulatory  patients  and  son 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down.  0 
adverse  reactions  include: 

Central  Nervous  System:  Drowsiness,  mental  clouding,  lethargy,  iri 
ment  of  mental  ana  physical  performance,  anxiety,  fear,  dysphoria 
chic  dependence  and  mood  changes. 

Gastrointestinal  System:  The  antiemetic  phenothiazines are  usi 
suppressing  the  nausea  and  vomiting  which  may  occur  (see  ab 
however,  some  phenothiazine  derivatives  seem  to  be  antianalgesi 
to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  i 
other  phenothiazines  reduce  the  amount  of  narcotic  required  to  pro 
a given  level  of  analgesia.  Prolonged  administration  of  VICODIN/VIO 
ES  Tablets  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphin 
and  urinary  retention  have  been  reported. 

Respiratory  Depression:  Hydrocodone  bitartrate  may  produce 
related  respiratory  depression  by  acting  directly  on  the  brain  stem 
ratory  center.  Hydrocodone  also  affects  tfie  center  that  controls 


rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  signil 
tory  depression  occurs,  it  may  be  antagonized  oy  the  4 


respiratory  depression  occurs,  it  may  be  antagonized  I , 
naloxone  hydrochlonde.  Apply  other  supportive  measures  when  indici 
DRUG  ABUSE  AND  DEPENDENCE:  i 

VICODINA/ICODIN  ES  Tablets  are  subject  to  the  Federal  Controlled 
stance  Act  (Schedule  III).  Psychic  dependence,  physical  dependency 
tolerance  may  develop  upon  repeated  administration  of  narcotia;  a 
fore,  VICODIN/  VICODIN  ES  Tablets  should  be  prescribed  and  adn 
tered  with  caution. 

OVERDOSAGE: 

Acetaminophen  Signs  and  Symptoms:  In  acute  acetaminophei 
dosage,  dose-dependent,  potentially  fatal  hepatic  necrosis  is  thel 
serious  adverse  effea.  Renal  tubular  necrosis,  hypoglycemic  com«^ 
thrombocytopenia  may  also  occur.  Early  symptoms  following  a t 
tiaily  hepatotoxic  overdose  may  include;  nausea,  vomiting,  diapl^ 
and  general  malaise.  Clinical  and  laboratory  evidence  of  hepatic  tr 
may  not  be  apparent  until  48  to  72  hours  post-ingestion. 
Hydrocodone  Signs  and  Symptoms:  Serious  overdose)! 
hydrocodone  is  charaaerized  by  respiratory  depression  (a  decre 
respiratory  rate  and/or  tidal  volume,  Cheyne-Stokes  respiration,  ( 


sis),  extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  n 
d clammy  skin,  ana  sometimes  bradycardia  and 


flaccidity,  cold  and  c ^ 

tension.  In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac|| 
and  death  may  occur. 


Rpvi<;pH  Junp  1989  Knoil  Pharmaceuticals 

A Unit  of  BASF  K&F  CorporaKon 


Whippany.  New  Jersey  07981 


5864 


BASF  Group 


Extra  Strehcth 

PAIR  RMUff 
k WITHOUT 


. . . Excellent  patient  acceptance 

• Few  reported  side  effects^ 

Pain  reiief  that  iasts 

• Four  to  six  hours  of  extra  strength  pain  reiief 

The  heritage  of  ViCODIN®^^ 

• VICODIN  is  the  24th  most  frequently 
prescribed  medication  in  America? 


+ (hydrc)cc>done  bifartrate  7.5mg  [Warning:  May  be  habit  forming] 
and  acetaminophen  750  mg) 


Tablet  for  tablet, 

% % the  most  potent  analgesic  you  can  phone  in 
^daytime,  nighttime,  weekends. 


**(hydrocodone  bitartrate  5 mg  [Warning:  May  be  habit  forming]  and  acetaminophen  500  mg) 

1.  Data  on  fiie.  Knoll  Pharmaceuticals 

2.  Standard  industry  new  prescription  audit. 

Please  see  adjacent  page  for  brief  summary  of  prescribing  information. 


« 1989.  BASF  K&F  Corporation 
5825/5-89 


Legislative  Affairs 


Stenholm  to  co-chair 
rural  health  coalition 

Texas  Congressman  Charles 
Stenholm,  a strong  ally  of 
organized  medicine,  will  lead  the 
fight  to  improve  health-care  delivery 
in  rural  areas  during  the  102nd 
Congress  in  1991. 

Mr  Stenholm,  a Stamford  Demo- 
crat, was  elected  unanimously  on  ' 
December  5 to  co-chair  the  House  ! 
Rural  Health  Care  Coalition.  The 
coalition  is  a bipartisan  organization 
of  147  House  members  interested  in 
improving  health  care  for  rural 
areas.  US  Rep  Pat  Roberts,  R- 
Kansas,  was  elected  to  the  other  co- 
chair position. 

“Charlie  Stenholm  is  absolutely 
the  most  experienced  person  I know 
to  fill  that  position,”  said  former 
TMA  President  Jim  Bob  Brame, 
MD,  of  Eldorado.  Dr  Brame  chaired 
the  special  Task  Force  on  Rural 
Health  Care  Delivery,  which  recom- 
mended many  of  the  measures  incor- 
porated in  the  Omnibus  Health  Care 
Rescue  Act  passed  by  the  Texas  Leg- 
islature in  1 989.  i 

Dr  Brame  said  the  West  Texas 
congressman  has  been  actively 
involved  in  rural  health  issues  since 


it  was  first  noted  that  a crisis  was 
developing  in  rural  care.  He  has 
worked  closely  with  TMA  on  nu- 
merous issues,  including  the  urban- 
rural  differential  in  Medicare  pay- 
ments to  hospitals  and  the  peer 
review  process. 

“His  experience  in  rural  health 
care  in  Texas  is  unsurpassed  by  any 
congressman,”  Dr  Brame  said. 

Mr  Stenholm  has  been  a member 
of  the  coalition  and  its  steering  com- 
mittee since  the  group  was  founded 
in  1987.  The  coalition  has  gained 
considerable  influence  in  the  House 
of  Representatives,  passing  five  of 
seven  bills  it  initiated  in  the  101st 
Congress.  Included  among  those  was 
legislation  sponsored  by  Mr  Stenholm 
to  establish  federal  matching  grants 
to  assist  state  rural  health  programs. 

“No  single  issue  is  more  impor- 
tant to  my  district  as  a whole  than 
rural  health  care,”  Mr  Stenholm 
said.  “This  issue  has  been  at  the  top 
of  my  list  of  concerns  and  activities 
for  a number  of  years  and  getting 
this  new  position  will  enable  me  to 
do  even  more  for  rural  health.  1 am 
honored  that  my  colleagues  chose 
me  for  this  role.” 

Mr  Stenholm  predicted  health 
care  will  be  the  leading  issue  in 
Congress  this  year. 

“The  high  cost  of  health  care  to 
individuals  and  to  employers,  the 
number  of  uninsured  in  this  country, 
the  impact  of  liability  costs  on  physi- 
cians, the  financial  difficulties  that 
hospitals  face,  all  add  up  to  enor- 
mous health-care  problems,”  he  said. 


Texas  Congress- 
man Charles  Sten- 
holm says  no  sin- 
gle issue  is  more 
important  to  his 
district  than  rural 
health  care. 


Hotline  informs  members 
of  latest  legislative  news 

Keep  up  to  date  with  the  latest 
legislative  action  affecting 
both  your  patients  and  your  practice 
by  calling  the  Texas  Medical  Associ- 
ation News  Hotline.  Call  the  hotline 
toll-free  at  (800)  456-3949  or,  in 
Austin,  at  477-6205. 

“Patient  care  and  patient  advo- 
cacy increasingly  require  active  leg- 
islative involvement  by  organized 
medicine  and  individual  physicians,” 
said  F.  Warren  Tingley,  Jr,  MD,  of 
Arlington,  chairman  of  the  TMA 
Council  on  Communication.  “The 
TMA  News  Hotline  is  the  best  way 
for  association  members  to  get  reli- 
able, up-to-the-minute  news  about 
action  by  the  72nd  Legislature.” 

The  hotline  carries  daily  recorded 
messages  on  important  health  and 
medical  issues  debated  by  Texas  law- 
makers, including  action  on  TMA’s 
legislative  agenda.  It  also  lets  members 
know  when  telephone  calls,  letters 
or  telegrams  to  their  state  represen- 
tatives or  senators  can  play  a vital 
role  in  the  outcome  of  that  debate. 

“Local,  grassroots  lobbying  from 
the  people  back  home  is  the  most 
effective  way  of  swaying  a legisla- 
tor’s vote,”  said  Council  on  Legisla- 
tion Chairman  William  Gamel,  MD, 
of  Austin.  “I  urge  you  to  call  the 
hotline  daily  and  respond  swiftly 
when  you  hear  a call  to  action.” 

The  hotline  began  operation  on 
the  opening  day  of  the  72nd  Legisla- 
ture; it  will  continue  throughout  the 
140-day  session. 
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Indigent  care,  abortion 
among  bills  pre-filed  for 
legislature 

Indigent  health  care,  abortion,  mid- 
wifery, and  organ  donations  were 
among  health-related  issues  already 
awaiting  the  72nd  Texas  Legislature 
when  it  convened  January  8. 

At  Texas  Medicine's  press 
time,  nearly  350  proposed 
bills  and  constitu- 
tional amendments 
had  been  pre-filed  for 
the  legislative  session. 

Legislation  on  access 
to  health  insurance  and 
other  Texas  Medical 
Association  legislative 
priorities  will  not  be  filed 
until  after  the  legisla- 
ture convenes,  but 
TMA  lobbyists  rou- 
tinely monitor  all 
health-related  bills  filed. 

Here  is  a partial  list  of 
pre-filed  bills  that  could  impact 
health  care: 

•Senate  Bill  18  by  Sen  Bill  Sims, 
D-San  Angelo,  and  House  Bill 
145  by  Rep  Mark  Stiles,  D-Beau- 
mont  — regulating  medical  labo- 
ratory technicians  and  establish- 
ing licensing  standards; 

• HB  217  by  Rep  Ron  Lewis,  D- 
Mauriceville  — allowing  persons 
under  18  to  make  anatomical 
gifts  by  signing  donor  cards  on 
drivers  licenses  or  personal  ID 
cards  but  stipulating  that  such 
gifts  are  not  effective  without 
parental  consent; 

• HB  167  by  Rep  Curtis  Soileau, 
D-Lumberton  — establishing  lia- 
bility for  damages  arising  from 


an  injury  to  an  unborn  child 
which  causes  the  death  of  that 
child  before  or  after  birth; 

HB  85  by  Rep  Billy  Clemons,  D- 
Pollak  — requiring  that  a 
woman’s  spouse  be  notified  prior 
to  an  abortion; 

• HB  87  by  Clemons  — requiring 
parental  notification  prior  to 
an  abortion  on  a minor; 

HB  86  by  Clemons  — 
outlawing  most  abor- 
tions except  to  save 
the  life  of  the 
mother  or  in  cases 
of  sexual  assault  or 
incest; 

• HB  102  by  Soileau  — 
creating  an  18% 
penalty  for  insurers 
who  fail  to  pay 
valid  claims  within 
30  days; 

HB  71  by  Rep  Robert  Junell,  D- 
San  Angelo  — requiring  the  state 
to  reimburse  counties  for  all 
remaining  actual  costs  in  provid- 
ing indigent  bealth-care  services 
after  the  counties  have  met  their 
10%  share; 

HB  72  by  Junell  — altering  the 
membership  of  the  medical  liabil- 
ity joint  underwriting  association 
by  making  three  members  elected 
by  members  of  the  JUA,  three 
appointed  by  TMA,  and  three 
public  members  appointed  by  tbe 
governor;  and 

HB  47  by  Rep  Henry  Cuellar,  D- 
Laredo  — regulating  the  practice 
of  lay  midwifery. 


AMA  joins  fight  against 
triplicate  prescriptions 

A Texas  effort  to  fight  federal 
legislation  requiring  use  of 
triplicate  prescription  forms  for 
Schedule  II  through  Schedule  V 
drugs  has  been  joined  by  the  Ameri- 
can Medical  Association. 

At  its  interim  meeting  December 
2-5,  1990,  in  Orlando,  Fla,  the  AMA 
House  of  Delegates  adopted  a reso- 
lution presented  by  the  Texas  Dele- 
gation opposing  the  triplicate  pre- 
scription bill.  A similar  measure  was 
defeated  in  the  most  recent  Congress. 

The  Texas  resolution  was  origi- 
nated by  the  Nueces  County  Medical 
Society  and  adopted  by  the  TMA 
House  of  Delegates  in  November.  It 
points  out  that  Texas  law  already 
requires  triplicate  prescription  forms 
for  Schedule  II  drugs.  Extending  their 
use  to  drugs  in  Schedules  II  through 
V would  greatly  increase  costs  for 
practitioners  who  would  be  required 
to  use  the  program  and  to  the  state 
agency  that  would  administer  it. 

The  American  Narcolepsy  Asso- 
ciation, the  Epilepsy  Institute,  the 
New  York  Alliance  for  Patient  Wel- 
fare, and  the  Wisconsin  Cancer  Pain 
Initiative  are  among  groups  also 
opposing  the  legislation. 
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Segregation  is  an 
institution  of  the  past, 
but  its  ramifications  live 
on  as  minorities  continue 
to  be  underrepresented  in 
the  medical  profession. 


I I I I L=^  I r:  11  L*J  i 

observes  Black  History 
Month;.  Texas  Medicine 
examines  the  reasons  the 
medical  profession 
remains  largely  the 
■ domain  of  white 
males . 


In  a grim  corner  ot  society,  a 
plot  is  operating  with  sinis- 
ter efficiency  to  exclude 
minorities  from  the  medical 
profession.  The  conspira- 
tors have  been  at  work  for 
generations.  In  the  begin- 
ning, segregation  and  overt  racism 
were  tbe  villains.  Today,  lack  of 
money  and  a dearth  of  supportive 
role  models  take  the  rap. 

The  result,  according  to  a study 
published  in  Public  Health  Reports, 
is  that,  “Despite  the  growth  for  both 
(Hispanics  and  blacks)  since  1970, 
their  representation  in  the  physician 
population  is  far  below  half  their 
proportion  of  the  US  population.” 

Among  the  victims  of  this  under- 
representation are  populations 
who  historically  have  benefitted 
from  the  availability  of  minority 
physicians.  A study  published  in  the 


Mario  Ramirez,  MD 


New  England  Journal  of  Medicine 
proves  the  point.  In  assessing  the 
effect  of  affirmative  action  programs 
of  the  early  1970s,  researchers 
found  that:  (1)  more  than  one  third 
more  minority  medical  school  grad- 
uates than  nonminority  graduates 
chose  primary  care  specialties  and 
(2)  overall,  minority  graduates  were 
practicing  in  the  federally  designated 
health-manpower  shortage  areas  in 
almost  twice  the  proportion  of  non- 
minority graduates. 

In  Texas,  family  physician  Dr 
Mario  Ramirez  exemplifies  the 
statistics.  A past  president  of  Texas 
Medical  Association,  a regent  of  The 


The  challenge 
to  Texas  medicine 
is  to  increase 
the  number  of 
minorities  who 
achieve  success. 


University  of  Texas,  and  the  recipi- 
ent of  numerous  professional  hon- 
ors, Dr  Ramirez  has  lived  and 
worked  for  40  years  in  his  native 
Starr  County  on  the  Texas-Mexico 
border.  He  is  one  of  only  nine  physi- 
cians practicing  in  the  county.  Dr 
Ramirez  concedes  that  life  in  the 
small  rural  county  demands 
sacrifices,  but,  he  adds,  the  rewards 
are  great.  “You  have  a very  hard 
time  making  it  here  economically,” 
he  says.  “You  are  isolated,  and  it  is 
difficult  to  go  for  continuing  educa- 
tion. Your  family  doesn’t  have  the 
same  opportunities  for  recreation  or 
enrichment  that  you  would  have  if 
you  lived  in  a large  community.  But 
I have  no  regrets.” 

The  Ramirez  family  has  lived  in 
South  Texas  for  200  years,  and  ties 
to  the  Rio  Grande  Valley  are  strong. 
One  of  the  physician’s  sons,  a cardi- 
ologist educated  in  Ivy  League 
schools,  has  returned  to  the  area  to 
carry  the  tradition  through  another 
generation. 

The  challenge  to  Texas  medicine 
is  to  increase  the  number  of  minori- 
ties who  achieve  similar  success. 
Minority  physicians  say  role  models 
can  help  meet  the  challenge. 

Role  models 

The  influence  of 

role  models 
begins  early  in 
life,  internist 
Joaquin  Cigar- 
roa,  Laredo, 
says.  Dr  Cigar- 
roa  has  served  on  the  Laredo  Inde- 
pendent School  District  Board  of 


Trustees  for  17  years,  and  his 
involvement  with  educational  issues 
extends  to  the  state  level,  where  he  is 
a member  of  the  Texas  Commission 
on  Higher  Education.  A shortage  of 
minority  role  models  “contributes  to 
everything,”  he  says. 

“The  role  models  most  people 
have  are  their  parents.  If  you  have  a 
great  number  of  students  whose  par- 
ents do  not  read  or  write,  they  don’t 
motivate  the  students  to  go  on.  They 
have  role  models  in  physicians,  but 
that  plays  a secondary  role  to  their 
parents.  If  a student  comes  from  an 
uneducated  family,  the  stimulus  has 
to  come  from  teachers.” 

Dr  Leonard  E.  Lawrence  is  such  a 
teacher.  In  his  position  as  associate 
dean  for  student  affairs  at  The  Uni- 
versity of  Texas  Health  Science  Cen- 
ter at  San  Antonio,  Dr  Lawrence  is 
the  self-described  “father  confessor, 
disciplinarian,  chief  cook  and  bottle 
washer,  anything  that  has  to  do  with 
the  day-to-day  activities  of  the  medi- 
cal students.”  He  adds,  “I  have 
changed  diapers  for  their  children, 
consoled  people  at  the  loss  of  rela- 
tives, overseen  leaves  of  absences.” 

His  job  description  doesn’t 
include  “football  player,”  but  speak- 
ing metaphorically.  Dr  Lawrence 
says  he  also  runs  interference  for 
minority  medical  students.  His 
responsibilities  as  “blocker”  come 
from  the  fact  that  he  is  a powerful 
role  model  — a black  physician  who 
has  clout. 

“I  do  a lot  of  blocking  for  our 
minority  kids  here,”  Dr  Lawrence 
says.  “I’ve  been  here  since  1972.  I 
am  a tenured  professor.  I have  won 
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three  (nitstanding  teaching  awards.  1 
am  known  throughout  the  country. 
My  word  means  something  in  this 
institution.  Minority  students  need 
people  like  me  in  place.  People  who 
are  in  a decision-making  role,  who 
see  to  it  that  the  environment  stays 
appropriate  for  them  to  negotiate 
the  educational  pathway.” 

Unfortunately,  national  statistics 
from  the  Association  of  American 
Medical  Colleges  say  that  faculty 
members  like  Dr  Lawrence  are  rare: 
among  American  medical  school 
faculties,  blacks  comprise  1.1%  of 
professors,  1.5%  of  associate  profes- 
sors, 2.2%  of  assistant  professors, 
and  3.6%  of  instructors. 

Dr  Lawrence  points  out  that  the 
Viet  Nam  War  contributed  to  the 
shortage  of  black  physicians  on  fac- 
ulties and  in  general.  The  military 
draft  was  operating  in  the  early 


Joaquin  Cigarroa,  MD 

1970s,  at  the  same  time  affirmative 
action  programs  to  increase  minor- 
ity enrollment  began,  he  says. 
“There  was  a significant  increase  in 
medical  school  applications  during 
the  Viet  Nam  era  because  one  way 
to  guarantee  that  you  did  not  go  to 
Viet  Nam  as  a foot  soldier  was  to  go 
to  professional  school.  And, 
although  I doubt  there  would  be 
many  people  who  would  ac- 
knowledge that,  the  number  of 
people  with  outstanding  grade  point 
averages  and  MCATs  — 1 mean 
super-bright  people  — were  in  an 
abundance.  This  increase  gave  the 
medical  schools,  which  were  newly 


integrating,  a good  reason  not  to 
integrate  because  they  had  so  many 
(nonminority)  people  who  had  those 
kinds  of  paper  credentials  that  medi- 
cal school  faculty  just  drool  over.  So, 
the  number  of  minority  medical  stu- 
dents continued  to  stay  l(jw,  but 
through  no  fault  of  their  own. 
Rather  it  was  because  there  was 
increased  interest,  for  whatever  rea- 
son, on  the  part  of  the  majority 
applicants.” 

Financial 

Barriers 

Compounding 

the  problems 
that  keep  mi- 
norities out 
of  medical 
school  are 
financial  bar- 
riers. Houston  internist  Edith  Irby 
Jones  was  the  first  black  medical 
student  at  the  University  of 
Arkansas  School  of  Medicine  when 
she  began  her  medical  studies  in  the 
1950s.  It  cost  $500  to  attend  the 
school,  but  Dr  Jones  emphasizes, 
“Five  hundred  dollars  then  was  like 
$5  million  to  me  now.” 


rhe  citizens  of  her  home  town  in 
Arkansas  “passed  the  hat”  to  raise 
the  money.  “The  mayor,  the  man  on 
the  street,  everybody  gave  what  they 
could  and  made  up  the  $500  — ade- 
quate money  for  books  and  some 
living  expenses.  And  once  I was  in 
medical  school,  the  professional  peo- 
ple in  Little  Rock  passed  the  hat 
each  month  to  finance  my  needs  — 
quarters  for  living,  food,  and  the 
other  incidentals  that  are  necessary 
just  to  survive.” 

Dr  Jones  moved  to  Houston  in 
1959  for  her  residency  and  opened 
her  private  practice  in  1962.  Among 
her  professional  accomplishments  is 
election  to  the  presidency  of  the 
National  Medical  Association  in 
1985.  She  was  the  first  woman  to 
hold  the  position.  Founded  in  1895, 
the  NMA  represents  more  than 
16,000  minority  physicians  residing 
in  the  United  States,  Puerto  Rico, 
and  the  Virgin  Islands.  The  organi- 
zation is  dedicated  to  improving  the 
health  care  status  of  all  Americans, 
especially  the  poor  and  minority 
populations. 

The  average  cost  of  a medical 
education  in  the  nation’s  public 
schools  has  increased  1 0-fold  since 
Dr  Jones  entered  the  University  of 
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' Driving  ‘Miss  Clarabelle’ 
to  a medical  education 
and  beyond 


I 


L 


Leonard  E.  Lawrence,  MD 

Associate  Dean  for  Student  Affairs;  Professor  of  Psychia- 
try, Pediatrics,  and  Family  Practice;  The  University  of 
Texas  Health  Science  Center,  San  Antonio,  Tex 

The  following  commentary  is  excerpted  from  The  Eight 
Annual  Ernest  Y.  Williams,  MD,  Clinical  Scholars  of 
Distinction  Awards  special  lecture,  delivered  by  Dr 
Lawrence.  The  full  text  of  the  speech  will  appear  in  a 
future  issue  of  the  Journal  of  the  National  Medical 
Association. 

y father  drove  Miss  Clara- 
belle. He  did  so  with  dignity. 
He  did  so  with  pride  in 
achiev-ement.  And  in  doing 
so,  he  left  me  and  those  who 
come  behind  me  a legacy 
that  we  as  a people  must 
build  upon  to  sustain  the  gains  that  derive  from  the 
efforts  and  the  experiences  of  the  millions  such  as  my 
father. 

I can  still  recall  the  days  when  my  father  drove  Miss 
Clarabelle.  She  was  a widow,  and  for  much  of  the  time, 
her  only  communication  source  was  my  father.  She  and 
my  father  would  talk  for  what  seemed  like  hours.  He 
would  stand  at  the  bottom  of  the  staircase.  She  would 
stand  at  the  top  of  the  staircase.  As  a child,  I always 
thought  it  strange  that  he  didn’t  go  up  to  the  kitchen  and 
sit  down,  or  that  she  didn’t  come  down  to  the  basement 
and  talk  directly  to  him.  It  seemed  reasonable  to  me  that 
such  should  occur.  But  in  time  I would  know  that  the 
social  order  of  the  day  did  not  allow  such  interaction.  At 
times  I would  be  in  awe.  This  massive  white  lady  seemed 
so  powerful  as  she  stood  at  the  head  of  the  stairs.  She 
seemed  as  if  she  owned  the  world.  And,  my  father 
seemed  so  small  in  comparison.  (In  fact,  at  5’ 10”  he 
probably  was  6”  taller  than  she.  But  to  a 6-year-old 
child,  the  logic  of  proportional  representation  is  not  an 
accomplished  fact.) 

What  could  possibly  be  so  important,  I would  ask 
myself,  that  these  two  people  could  talk  so  long.  But 
what  would  she  do  to  my  father  if  I pushed  too  much  to 
go  home  and  play?  That  question,  and  perhaps  many 
others,  would  trace  a path  through  my  mind.  Somehow 


it  was  never  openly  stated.  Perhaps  I,  too,  “knew”  the 
social  mores  of  the  times. 

Even  as  they  talked,  however,  something  seemed  to 
shine  through.  My  father  was  never  rushed.  My  father 
always  stated  an  opinion.  There  were  no  arguments. 
There  were  no  loud  words.  There  was  an  exchange 
that  was  occurring,  which  seemed  to  be  civil  and,  per- 
haps, even  respectful.  My  father  was  polite,  but  as  I 
reconstruct  things,  he  was  never  subservient.  Of 
course,  at  the  age  at  which  I observed  the  interaction, 
I couldn’t  begin  to  conceptualize  the  things  about 
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which  I am  now  talking.  But  somehow  my  recollec- 
tion is  that  my  father  was  an  “equal”  partner  in  the 
interaction.  I also  must  add  that  within  my  own 
home,  I never  heard  either  my  father  or  my  mother 
speak  an  incriminating  word  about  Miss  Clarabelle, 
even  when  she  passed  away  after  I had  entered  col- 
lege, not  leaving  my  father  the  “fortune”  that  he 
thought  he  might  be  due.  I,  perhaps,  was  the  only 
family  member  to  direct  a few  choice  remarks  in 
whatever  direction  I viewed  her  as  having  taken  on 
that  last  chauffeured  excursion. 

In  retrospect,  it  is  clear  to  me  that  there  were  many 
positives  that  I incorporated  from  my  observations  of 
my  father’s  interaction  with  Miss  Clarabelle.  It  is 
apparent  that  he  was  a man  with  a significant  sense  of 
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self.  He  was  a person  who  recognized  the  realities 
both  of  the  environment  of  which  he  was  a part  and 
of  himself  as  an  individual.  Some  would  say  he  was 
subservient.  I would  say  he  was  a survivor.  And  it 
indeed  takes  a clear  positive  sense  of  self  to  survive  the 
times  in  which  he  existed.  Clearly,  my  own  develop- 
mental experience  was  enhanced  by  his  positive  sense 
of  self. 

This  reflection  and  recollection  has  led  me  to  a 
recognition  of  the  importance  of  role  models  and 
mentors.  Our  children  are  our  most  important  asset. 
Our  children  represent  our  future.  And  it  therefore 
behooves  us  to  be  active  role  models  and  mentors 
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It  is  our  responsibility  to  prepare  them  for  the  same 
battles  for  which  our  parents  and  communities  of  origin 
prepared  us.  Our  active  mentoring  and  role  modelling 
will  not  ensure  middle-class  status  for  any  young  per- 
son. But  maybe  it  will  contribute  to  their  preparedness 
to  strive  for  such. 

We  know  that  those  who  are  best  equipped  to 
address  these  issues  are  ourselves.  Such  was  true  for  our 
parents.  Such  will  be  true  for  our  children.  For  those  of 
us  who  are  physicians,  however,  there  is  an  added 
responsibility.  That  responsibility  is  manifest  in  those 
4,000  black  medical  students  who  are  currently  matric- 
ulating. Upon  their  shoulders  will  rest  the  burden  of 
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within  our  communities.  This  is  not  to  suggest  that 
everyone  should  return  to  live  in  isolated,  uniracial 
enclaves  — although  some  would  suggest  that  there  is 
some  merit  in  such  an  approach.  But  it  is  to  suggest 
that  we  can  no  longer  blame  poor  schools,  frag- 
mented, one-parent  families,  lack  of  government  inter- 
vention, or  even  racism  for  our  children’s  lack  of 
achievement  and  success.  We  must  begin  to  address 
the  issues  ourselves.  We  must  develop  means  through 
which  we  may  serve  as  active  role  models  and  mentors 
for  those  young  persons  who  someday  must  replace  us. 

The  task  is  a formidable  one.  And  no  one  of  us 
may  minister  to  the  developmental  needs  of  all  chil- 
dren. We  can,  however,  each  develop  a mind-set  that 
will  allow  us  to  always  look  for  opportunities  to 
guide,  to  direct,  to  cajole  our  children.  We  can  all  look 
for  opportunities  to  advocate  for  our  children. 


providing  health  care  services  for  those  whom  we  now 
serve.  And,  upon  their  shoulders  will  rest  the  responsi- 
bility to  become  the  next  generation  of  mentors,  of  role 
models,  of  advocates.  Some  may  in  fact  see  this  as  a 
burden.  I see  it  as  a challenge.  And,  I see  it  as  repay- 
ment, in  some  respects,  for  the  lessons  my  father  taught 
me  while  he  was  driving  Miss  Clarabelle. 
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Arkansas,  the  AAMC  says.  For  the 
198<S  graduating  class,  the  average 
indebtedness  was  $38,489. 

Dr  Hector  Garcia  considers 
poverty  the  most  formidable  obsta- 
cle between  minorities  and  a medi- 
cal education.  Speaking  for  his  fel- 
low Mexican-Americans,  Dr  Garcia 
explains,  “We  come  from  large  fam- 


ilies, and  by  tradition  and  custom 
and  culture,  the  oldest  male  tries  to 
support  the  rest  of  the  family.  Unfor- 
tunately, the  father  and  mother,  with 
few  exceptions,  are  not  well  off 
financially.  And,  they're  not  that 
well  off  educationally.” 

The  Corpus  Christ!  family  practi- 
tioner is  known  not  only  for  his 


The  future  of  minorities 
in  medicine 

ary  E.  Shepherd,  MD, 
PhD,  a dermatology  res- 
ident at  The  University 
of  Texas  Medical  Branch  at  Galves- 
ton, considers  her  experience  as  a 
minority  medical  student  and  offers 
insights  to  the  students  who  will 
follow  her:  “It’s  no  easier  than  it 
was  (for  medical  students  who 
came  before  me).  I don’t  think  the 
people  coming  after  me  will  have  it 
easier  than  I did.  There  are  chal- 
lenges, and  as  a minority  person, 
you’re  going  to  have  more  chal- 
lenges than  a majority  person. 
That’s  a fact.  Some  of  those  chal- 
lenges have  to  do  with  something 
basic  to  who  you  are  — your  race. 
If  someone  challenges  me  about 
being  black  and  feels  that  my  race 
is  a deterrent  to  me  being  a good 
doctor,  I just  have  to  make  sure  I 
don’t  make  that  my  problem.  I’m 
black.  I’m  a female.  I realize  some 
people  visualize  that  with  negative 
connotations,  but  I don’t.” 

Her  philosophy  reveals  the  spirit 
Dr  Shepherd’s  grandmother 
encouraged.  “She  didn’t  know  any- 
thing about  science  and  medicine,” 
Dr  Shepherd  notes.  But,  it  was  her 
grandmother  who  advised,  “You 
don’t  want  to  wake  up  one  day  as 
an  old  lady,  saying,  T wish  I had 
done  this  or  that.’  If  you  think  you 
can  do  something,  then  try  it,  and 
give  it  a good  try.” 

Armed  with  that  confidence  and 
daring,  Mary  Shepherd  earned  a 
PhD  in  molecular  biology  while 
raising  her  son  as  a single  parent. 
In  1984,  she  entered  medical 
school.  Although  Dr  Shepherd  is 
optimistic  about  her  future,  she 


admits  the  reality  of  financing 
medical  education  has  hit  hard.  “If 
someone  had  told  me  I would  be  in 
the  kind  of  debt  I’m  in  now,  I don’t 
know  if  I would  have  done  this,” 
she  says.  “It’s  awesome.” 

Dr  Shepherd  expects  future 
medical  students  to  have  even  more 
financial  challenges.  “It’s  going  to 
be  harder  because  money  is 
tighter,”  she  explains.  Still,  she 
encourages  these  students  to  “go 


n 


Mary  E.  Shepherd,  MD,  PhD 

for  it”  if  they  really  want  a medical 
education  and  are  willing  to  make 
the  necessary  sacrifices. 

“I  think  anybody  with  motiva- 
tion and  determination  and  a good 
deal  of  ‘nerdness’  can  make  it. 
You’ve  got  to  hit  the  books. 
You’ve  got  to  be  willing  to  be  that 
person  who  is  not  having  the  social  | 
activities  some  of  your  contempo- 
raries enjoy.  The  Civil  Rights  | 
movement  got  you  in  medical 
school,  but  what  will  keep  you  in  | 
is  your  willingness  to  get  in  there 
and  work  hard.”  | 
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medical  career  — at  age  76,  he  still 
sees  patients  in  his  clinic  in  the  city’s 
barrio  — but  for  his  leadership  in 
public  affairs.  In  1948,  he  helped 
found  the  American  G.I.  Forum,  an 
organization  of  Mexican-American 
military  veterans;  he  was  the  first 
Hispanic  to  be  appointed  to  the  US 
Commission  on  Civil  Rights;  he  was 
this  country’s  first  Mexican-Ameri- 
can ambassador  to  the  United 
Nations;  and  he  is  a recipient  of  the 
Presidential  Medal  of  Freedom. 

Dr  Lawrence  points  out  that  the 
financial  considerations  Dr  Garcia 
mentioned  continue  through  post- 
graduate medical  education.  “Many 
minority  students  understand  that 
they  don’t  have  as  much  access  to 
high  paying  residencies  as  do  their 
nonminority  peers,”  he  explains. 
“This  goes  back  to  the  selection  pro- 
cess for  residency  training.  In  order 
to  be  selected  into  certain  residen- 
cies, they  say  you  have  to  merit  it. 
And,  you  merit  it  by  your  grades. 
Well,  paper  credentials  have  always 
been  the  bane  of  the  minority  stu- 
dent. Our  minority  students  can  get 
on  the  wards,  and  they  can  excel. 
They  do  extremely  well  in  patient 
care  and  application.  Yet,  they  are 
evaluated  by  nonminority  personnel 
who  can  only  see  the  paper  numbers. 

“Therefore,  at  the  end  of  the  edu- 
cational rainbow,  their  access  to  those 
residencies  that  would  allow  them  to 
pay  back  that  debt  is  limited  com- 
pared with  their  nonminority  peers.” 


44 


Texas  Medicine 


Volume  87  No.  2 February  1991 


Hector  P.  Garcia 


are  not  part  of  the  90%  drop- 
I outs.  You  are  not  among  the  80% 
functional  illiterates.  You  are  not 
I the  ones  in  las  colonias  who  have 
no  drinking  water.  You  are  not  the 
ones  who  don’t  have  electricity. 
You  are  a person  who  has  been 
blessed  with  a great  thing  — an 
education.  So,  you  owe  an  obliga- 
tion to  people  not  only  because 
I you  are  a physician,  but  also  I 
* because  you  are  a human  being.  " 
I And  for  each  of  you  who  gets  a I 
doctor’s  degree,  there  are  10,000 
I who  never  made  it.”  | 


Advice  to  a young 
Hispanic  physician 

ector  P.  Garcia  was  so 
determined  to  get  his 
education  that  he  hitch- 
hiked every  day  from  his  home 
to  a junior  college  in  Edinburg, 
Tex.  He  estimates  that  when  he 
attended  medical  school  there  was 
only  one  Hispanic  in  every  class 
of  100,  “and  that  one  had  to  be 
pretty  damn  good.”  Dr  Garcia 
was  “pretty  damn  good,”  and  he  — 
as  well  as  five  of  his  brothers  — 
became  physicians. 

He  offers  this  advice  to  young 
Hispanic  graduates: 

I “You  — Juan  Garcia  or  Maria 
* Gonzales  — are  getting  your  doc- 
I tor’s  degree.  You  are  a person  who 
has  achieved  success.  But,  let  me 
also  tell  you  who  you  are  not.  You 


While  the  shortage  of  role  models 
and  the  financial  cost  of  medical 
education  are  documented  easily.  Dr 
Lawrence  stresses  that  these  are  not 
the  only  barriers  keeping  minorities 
out  of  medical  schools. 

‘Racism  is  alive 
and  weir 

Leonard  Lawrence 
recalls  that  when 
he  entered  medi- 
cal school  in 
1958,  “overt  dis- 
crimination” kept 
minorities  out  of 
the  system.  “At  this  point  in  time, 
the  discrimination  continues,  but  it 
is  more  subtle,”  he  says.  “It  is  an 
attitudinal  phenomenon  that  still  has 
a major  impact  on  our  minority  stu- 


Shirley  Marks-Brown 


dents  in  their  attempts  to  stay  in 
school.  . . . One  of  the  things  that  is 
clear  to  me  is  that  racism  continues 
to  be  alive  and  well.” 

Houston  psychiatrist  Shirley 
Marks-Brown  completed  her  medical 
education  almost  20  years  after  Dr 
Lawrence.  However,  she  recalls  a 
similar  educational  experience.  “Even 
though  I’m  just  in  my  40s,  I was  only 
the  second  black  female  to  graduate 
from  Harvard  Medical  School.  The 
first  female  graduate  graduated  the 
year  I was  born.  And  that’s  a lot  of 
years  for  an  institution  called  Har- 
vard Medical  School  to  have  not  had 
an  American  black  female.” 


Dr  Brown,  who  is  secretary  of  the 
NMA,  observes  that  today’s  minority 
medical  students  “are  getting  in,  but 
they’re  finding  the  environment  may 
not  be  conducive  to  staying.  It  may 
not  be  a friendly  environment.  I’here 
is  a lot  of  aloneness  that  deters  from 
a good  study  environment.” 


$50  and  more 


The  greatest  satisfaction 
from  medical  practice 
comes  in  seeing  people  get 
well  and  become  productive  citi- 
zens, Edith  Irby  Jones  says.  “I  can 
appear  almost  anyplace  in  this 
country  and  someone  will  come 
up  to  me  and  say,  ‘You  know,  I 
remember  you.  Dr  Jones.’” 

Eor  example,  “I  was  giving  a 
speech,  and  a lady  walked  up  and 
gave  me  a traveler’s  check  for  $50. 


Edith  Irby  Jones 


I wanted  to  know  what  in  the 
world  it  was  for,  and  she  said,  T 
want  you  to  have  this.  You  deliv- 
ered me,  and  my  mother  always 
told  me  that  she  had  no  money  to 
pay  you.  And,  she  always  said  if  I 
got  the  money  to  send  it  to  Dr 
Jones.’  This  was  a young  lady 
about  25  years  old.  Yes,  I could 
use  the  $50,  but  more  important 
was  the  gratification  of  knowing 
that  I had  helped  someone  to 
overcome  to  a point  where  they 
could  be  productive.  And,  this 
young  lady  obviously  was  produc- 
^^ve  in  her  community.” 
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Minority  student  enrollment  in  Texas  medical  schools^ 


No.  of  first-year  minority  students.  Fall  1 988  (%  of  total  new 
entrants,  1988-1989  first-year  class) 


Medical  school 

Black 

American 

American 

Indian 

Mexican 

American 

Mainland 

Puerto  Rican 

Baylor 

3 (2%) 

O 

10  (6%) 

O 

Texas  A&M 

4 (8%) 

O 

2 (4%) 

O 

Texas  Tech 

O 

2 (2%) 

6 (6%) 

O 

The  University  of  Texas 
Southwestern 

8 (4%) 

O 

22  (11%) 

O 

Galveston 

8 (4%) 

2 (1%) 

13  (7%) 

O 

Houston 

6 (3%) 

O 

14  (7%) 

1 (0.5%) 

San  Antonio 

5 (2%) 

1 (0.5%) 

24  (12%) 

2 (1%) 

^Source:  Association  of  American  Medical  Colleges,  Medical  School  Admission  Requirements  1990-91.  ^ 
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Is  it  worth  it? 

fter  finish- 
ing medical 
school, 
things  did 
not  ease  up 
for  these  mi- 
nority physi- 
cians. Dr  Cigarroa’s  practice  in 
Laredo,  a federally  designated  health 
manpower  shortage  area,  is  demand- 
ing, to  say  the  least.  Physician  income 
in  the  area  is  “grossly  adequate,”  he 
says,  but  the  work  is  demanding. 
“The  work  load  may  be  twice  what  it 
is  for  another  physician  in  another 
area,  who  for  the  same  amount  of 
work  probably  would  double  bis 
income.”  But  the  physician  values  the 
knowledge  that  he  is  improving  the 
quality  of  life  in  his  community.  “I 
hope  more  doctors  will  go  to  places 
where  they’re  needed,  instead  of  to 
places  where  they  don’t  make  any  dif- 
ference,” he  says. 

In  Houston,  Dr  Edith  Irby  Jones 
also  deals  with  a large  volume  of 
patients,  working  16-  to  18-bour 
days.  “If  I practiced  24  hours  a day, 
it  still  would  not  be  enough  time  to 
handle  the  volume,”  she  says.  “I 
chose  to  serve  minorities  who  are 
less  fortunate,  so  I have  located  my 
office  where  I am  accessible  to  those 
who  may  not  he  able  to  go  elsewhere 
or  be  accepted  elsewhere.  There  are 
many  like  me,  who  have  come  into 
the  inner  city,  who  have  served  pri- 
marily the  poor,  those  without  insur- 
ance, those  who  are  underinsured,  or 
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those  who  are  just  barely  making  it 
from  payday  to  payday.” 

She  adds,  “Usually,  we  see  a 
patient  who  has  been  sick  longer 
and  is  sicker,  requiring  much  more 
than  the  patient  who  has  the  advan- 
tages of  education,  money,  adequate 
nutrition,  homes.  Consequently,  we 
are  at  a disadvantage  in  having  to 
start  late  and  render  to  that  patient 
what  I call  remedial  health  care.” 

But,  “It  has  been  worth  it  — it 
has  been  more  than  worth  it,”  Dr 
Jones  says. 

Speaking  from  the  perspective  of 
a minority  physician  who  out- 
smarted the  conspirators  and  beat 
the  odds.  Dr  Leonard  Lawrence 
offers  this  advice  for  increasing  the 
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number  of  dedicated  minority  physi- 
cians like  Mario  Ramirez,  Hector 
Garcia,  Shirley  Marks-Brown, 
Joaquin  Cigarroa,  Edith  Irby  Jones, 
and  himself.  “I  don’t  ask  any  one 
individual  or  any  organization  to  do 
anything  except  listen  and  under- 
stand what  the  issues  are.  They  don’t 
have  to  agree.  They  clearly  can  dis- 
agree. I don’t  see  Texas  Medical 
Association  as  having  the  answer.  I 
don’t  see  me  as  having  the  answer.  It 
is  all  of  us  who  must  become  com- 
mittees of  one  to  look  at  ourselves 
and  at  the  person  standing  next  to  us 
and  decide,  ‘Am  I being  fair  in  my 
interaction  with  this  individual?’ 
That’s  where  it’s  got  to  start.”  H 


All  of  us  must 
become  committees 
of  one  to  look. at 
ourselves  and  at 
the  person  stand- 
ing next  to  us  and 
decide , 'Am  I 
being  fair  in  my 
interaction  with 
this  individual?' 
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American  Physicians  Insurance  Exchange 

MALPRACTICE 

It’s  an  allegation  that  can  happen  to  anyone. 


You  don’t  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 


In  San  Antonio: 

Bill  Sweet 
(512)  525-0152 


...there  may  be  bronchitis 


Cij\j  liiy 


“Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  Infection.’ 

Am  Fam  Phys  1987;36:133-140 


Established  therapy 
for  today's  patients 

For  respiratory  tract  infections  due  to 
susceptible  strains  of  indicated  organisms 


Brnf  Sommary. 

Coosidt  tlM  package  Itteratere  for  prescrlitog  letamalkM. 
tndicatkw;  Lower  respiratory  infections,  including 
pneumonia,  caused  by  Streptococcus  pneumoniae. 
Haemophilus  intluenzae,  and  Streptococcus  pyogenes 
(group  A p-hemoiytic  streptococci). 

CofitraWicatiOfl:  Known  allergy  to  cephalosporins. 
Warnings:  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS. 
PENICILUNS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  ail  broad-spectrum  antibiotics.  It  must  be  con- 
sidered in  differential  diagnosis  of  antibiotic-associated 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antlbiotic- 
associateti  colitis. 

Precautions: 

• Discontinue  Cecior  in  the  event  of  ailergic  reactions  to  it. 
•Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms, 

• Positive  direct  Coombs’  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Cecior  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  in  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  latmratory  studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particularly  calitis. 

• Safety  and  effectiveness  have  not  been  determined  in 
pregnancy,  lactation,  and  infants  less  than  one  month 
old.  Cecior  penetrates  mother's  milk.  Exercise  cautton 
in  prescribing  for  these  patients. 


Adverse  Reactions;  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include: 

• Hypersensitivity  reactions  have  been  reported  in  about 
1.5%  of  patients  and  include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 in  2(K)  patients.  Cases 
of  sorum-sickness-Hke  reactions  have  been  reported 
with  the  use  of  Cecior.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accom^nied  by  arthritis/arthraigia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequemiy  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  is  ongoing,  serura-sickiiess-like 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Cecior.  Such  reactions  have  been 
reported  more  frequeffliy  in  children  than  In  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0.5%)  in 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  clinical 
trials  of  0.055%)  to  1 in  38,000  (0.003%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside 
within  a few  days  after  cessation  of  therapy,  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admisskm  with  more  of  the  severe  reactions  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  reported. 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis, 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colitts  may  appear 
either  during  or  after  amibiotic  beatment. 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins, transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  fosomnia, 
confusion,  hypertonia,  dizziness,  and  sonmolence  have 
been  repotted. 

• Other:  eosinophilia,  2%;  genital  pruritus  or  vagnitls, 
less  than  1%  and,  rarely,  thrombocytcfoenla  and  tevasible 
interstibai  nephritis. 

Atoormalities  in  laboratory  resufts  of  uncertain  Mioloqv. 

• Sllghfelevations  in  hepatic  eteymes. 

• Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolyfic  anemia  and  reversible  neutropenia. 

• Rare  reports  of  increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  recerving  Cmdor 
and  Coumadin  concomitantly. 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 
creatinine. 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urtnary  giocose  with  Benedict’s 
or  Fehling's  solution  and  Clinltest*  tablets  but  not  with 
Tes-Tape*  (glucose  enzymatic  test  strip,  LHiy). 

PA  8791  AMP  (0214901.B} 

Additional  information  available  to  the  prolsssftm 
on  repimst  from  Ell  Lilly  and  Company,  Indianapolis, 
Indiana  46285. 
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oday  more  than  ever,  there  are  enormous 
I pressures  on  physicians  and  hospitals  to 
provide  quality,  cost'cffective  services. 

At  Columbia  Hospital  Corporation,  we  believe 
having  physicians  as  partners  in  our  hospitals  gives 
us  the  additional  ingredient  needed  to  compete  in 
today’s  healthcare  environment. 

We  believe  the  physician/hospital  partnership 
structure: 


♦ Provides  The  Community  With  The 
Security  Of  Local  Owners. 


It  means  having  a welhequipped  hospital  that  is 
committed  to  providing  high-quality  medical  services. 

♦ PROVIDES  The  Hospital’s  Medical 
Staff  With  A Voice  In  The  Management 
Of  The  Hospital. 


Working  together  with  physician  partners,  we  decide 
the  services  required  for  the  communities  we  serve 
and  make  prudent  capital  investments.  Columbia 
provides  financial  resources  and  vital  management 
expertise. 


Columbia  was  formed  in  October  1987.  Today,  with 
our  physician  partners,  we  operate  11  hospitals.  This 
growth  could  not  have  been  achieved  without 
maintaining  our  commitment  and  integrity  to  the 
communities  we  serve  and  our  medical  staffs.  Such 
teamwork  provides  a solution  to  some  of  the 
complex  problems  facing  healthcare  providers  today. 

If  you  would  like  to  learn  more  about 
Columbia  Hospital  Corporation,  please  write  or 
call  our  Chairman  and  Chief  Executive  Officer, 
Richard  L.  Scott. 


COLUMBIA 


Columbia  Hospital  Corporation 

201  Main  Street,  Suite  500 
Fort  Worth,  Texas  76102 
(817)  877-4621 


When  you  see  eye 
trauma,  think  registry 

When  a patient  presents  with 
an  eye  injury,  chances  are 
you  have  an  ophthalmologist's 
phone  number  close  at  hand.  Now, 
you  can  add  a second  number  to 
report  eye  trauma  and  seek  treat- 
ment advice:  (806)  743-1929. 

The  phone  number  is  for  a Te.xas 
eye  injury  registry  designed  to  find 
patterns  of  eye  injury  and  discover 
the  most  effective  treatments  for  eye 
trauma.  It  recently  received  its  first 
year  of  funding  from  the  Texas  Oph- 
thalmological  Association  (TOA). 

Based  in  Lubhock,  the  Texas  Eye 
Injury  Registry  (TEIR)  will  collect 
eye  injury  reports  primarily  from 
Texas  ophthalmologists.  Each  case 
will  be  followed  to  determine  treat- 
ment outcome.  The  resulting  data, 
says  TEIR  medical  director  Donald 
R.  May,  MD,  will  provide  researchers 
information  to  educate  other  physi- 
cians through  journal  articles;  the 
data  also  will  provide  background 
for  legislation  and  public  education. 

Dr  May,  chairman  of  the  TOA 
education  committee  and  chairman 
of  ophthalmology  and  visual  sci- 
ences at  Texas  Tech  University 
School  of  Medicine,  says  TEIR  and 
its  seven  counterparts  in  the  United 
States  Eye  Injury  Registry  (USEIR) 
represent  the  “first  true  prospective 
study”  of  minor  and  major  injuries 
seen  by  ophthalmologists. 

The  USEIR  was  established  in 
1988  and  coordinates  eye  registries 
in  seven  other  states:  Alabama, 
Elorida,  Illinois,  Mississippi,  South 
Carolina,  Pennsylvania,  and  Wash- 
ington. Alabama,  the  first  state  to 
establish  an  eye  injury  registry,  has 
reported  an  80%  response  rate  to 
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the  questionnaires  provided  to  oph- 
thalmologists in  that  state,  says  Dr 
May.  TEIR  has  been  fashioned  after 
the  Alabama  program. 

The  data  retrieved  from  Texas 
will  be  invaluable.  Dr  May  says. 
“We  don’t  have  a good  handle  on 
how  many  people  have  eye  injuries 
in  automobile  accidents  per  year, 
and  we  don’t  have  a real  good  idea 
of  how  many  of  the  eye  injuries  are 
drug-  and  alcohol-related.  Our  esti- 
mate is  that  well  over  half  probably 
are.  . . . We  also  don’t  know  how 
many  result  from  not  using  protec- 
tive eye  wear  in  sports.”  TEIR  will 
help  determine  “why  these  injuries 
happen,  to  what  group  of  people 
they  happen,  and  under  what  cir- 
cumstances,” Dr  May  says. 

Eor  additional  information  about 
TEIR,  call  program  director  Nancy 
Scott  at  (806)  743-1929,  or  EAX 
(806)  743-1782,  or  write  Texas  Eye 
Injury  Registry,  PO  Box  5901,  Eub- 
hock,  TX  79417. 

POEP  announces 
new  funds  for  cancer 
education  programs 

Studies  demonstrating  the  need 
for  cancer  education  programs 
in  cervical  cancer  and  cancer  pain 
control  have  prompted  the  Physician 
Oncology  Education  Program 
(POEP)  to  offer  funding  to  physi- 
cians or  organizations  interested  in 
presenting  updates  on  those  topics 
to  primary  care  physicians. 

In  addition,  the  POEP  says  it  will 
grant  funds  for  training  in  areas  of 
the  state  not  previously  covered  by 
POEP  programs  in  cancer  detection, 
treatment,  and  follow-up. 


The  newly  announced  funds  will 
apply  to  three  high-priority  categories: 

• Applicants  for  the  first  category 
should  design  proposals  to  teach 
cancer  education  in  any  of  these 
cities  or  areas:  Wichita  Palls, 
Abilene,  San  Angelo,  Del  Rio, 
Laredo,  McAllen/Harlingen,  Cor- 
pus Christi,  Victoria,  Temple, 
Waco,  College  Station,  Denni- 
son/Sherman, Texarkana,  Tyler, 
or  Lufkin.  Courses  selected  for 
those  areas  should  focus  on  any 
of  the  following:  prevention, 
screening,  treatment,  symptom 
control,  supportive  care,  or  fol- 
low-up. 

•Applicants  for  the  second  cate- 
gory of  funding  should  recom- 
mend programs  to  teach  screen- 
ing and  detection  of  cervical 
dysplasia  to  physicians  in  eight 
Texas  counties  along  the  Texas- 
Mexico  border,  where  cervical 
cancer  incidence  appears  to  be 
substantially  higher  than  else- 
where in  the  state  and  nation. 

• Applicants  for  the  third  category 
should  propose  courses  to  teach 
control  of  cancer  pain,  based  on 
the  concern  that  many  cancer 
patients  do  not  receive  adequate 
relief  from  pain  (see  related 
report,  next  page). 

Since  its  creation  by  the  Texas 
Cancer  Council  (TCC)  in  1987, 
POEP  has  distributed  funds  to  more 
than  75  physician  training  programs 
throughout  the  state  and  continues 
to  provide  funds  already  announced 
(see  Texas  Medicine,  November 
1990,  pp  53-54).  TCC  funds  POEP, 
while  TMA  houses  and  administers 
the  program.  Other  costs,  such  as 
travel  expenses  and  salary,  are 
shared  by  TMA  and  TCC. 
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Texas  Cancer  Council  releases  guidelines  for 
cancer  pain  control 

Approximately  7,500  Texas  physicians  early  this  year  will  receive  the 
first  edition  of  Guidelines  for  Treatment  of  Cancer  Pain,  a 32-page 
booklet  developed  by  the  Texas  Cancer  Council  “so  that  no  Texan  will  be 
forced  to  endure  chronic  cancer  pain  that  can  be  relieved.” 

C.  Stratton  Hill,  Jr,  MD,  chairman  of  the  TCC  Workgroup  on  Pain  Con- 
trol in  Cancer  Patients  that  prepared  the  booklet,  says  that  all  Texas  physi- 
cians will  eventually  receive  the  information  if  additional  funding  for  distri- 
bution is  available. 

Guidelines  introduces  pain  types  and  etiology  and  briefly  discusses  assess- 
ment of  pain.  While  it  covers  a variety  of  pain  control  techniques,  the  booklet 
devotes  about  half  of  its  pages  to  pain  control  with  drugs. 

“Approximately  80%  of  all  cancer  patients  will  eventually  experience 
pain,  and  90%  of  these  will  require  strong  narcotics  to  relieve  it,”  the  book- 
let states,  adding  that  “in  spite  of  the  availability  of  these  drugs,  many  cancer 
patients  are  undertreated.” 

Some  of  this  undertreatment,  says  Dr  Hill,  is  the  result  of  stigma  associ- 
ated with  narcotic  use,  lack  of  information  about  proper  use  of  narcotics  in 
pain  control,  and  unjustified  physician  fear  that  regulatory  agencies  may 
overreact  to  narcotic  use,  even  when  the  use  is  appropriate. 

“Our  culture  has  taught  us  that  these  drugs  are  bad  no  matter  what 
they’re  used  for,”  he  says.  “Legitimate  use  is  confused  with  illegitimate  use. 
There’s  a lot  of  misinformation  out  there  about  these  drugs. 

“The  information  that’s  in  the  pharmacology  textbooks  is  based  on  stud- 
ies in  people  who  didn’t  have  pain.  That  would  be  similar  to  studying  insulin 
in  people  who  didn’t  have  diabetes.  So  much  of  that  information  does  not 
apply  to  the  patient  who  has  pain.” 

For  additional  information  about  the  TCC  report,  call  the  Texas  Cancer 
Council  at  (512)  463-3190,  or  write  TCC,  PO  Box  12097,  Austin,  TX  78711. 


To  receive  more  information 
about  POEP  and  its  programs,  con- 
tact the  Physician  Oncology  Educa- 
tion Program,  Texas  Medical  Associ- 
ation, 1801  N Lamar  Blvd,  Austin, 
TX  78701,  or  call  (512)  477-6704. 

Indigent  health-care 
task  force  reports  on 
‘emergency  of  the  first 
order’ 

Too  few  Texans  with  adequate 
health  insurance  coverage, 
others  not  covered  sufficiently  by 
Medicaid,  and  too  much  bureau- 
cratic interference  and  paperwork  are 
among  the  reasons  many  Texans 
cannot  get  the  health  care  they  need, 
according  to  a TMA  report  ap- 
proved by  the  association’s  House  of 
Delegates  in  November. 

But  the  report  by  the  TMA  Task 
Force  on  Indigent  Health  Care  also 
points  to  causes  beyond  those  often- 
cited  problems,  and  even  suggests 
that  physicians  themselves  may  be 
part  of  the  problem  as  well  as  its 
solution. 

For  example,  the  report  notes, 
not  enough  physicians  practice  in 
rural  and  inner-city  areas,  some 
physicians  incorrectly  believe  that 
indigent  patients  are  more  likely  to 
sue,  and  some  physicians  — espe- 
cially recently  educated  ones  — 
demonstrate  “an  eroding  sense  of 
responsibility  . . . regarding  treat- 
ment of  poor  patients.” 

“Poor  reimbursement  and  the 
hassle  factor  associated  with  pay- 
ment” was  cited  as  one  reason  too 
few  physicians  participate  in  the 
Medicaid  program,  and  pre-admis- 
sion certification  requirements  and 
geographical  fee/reimbursement  dif- 
ferentials are  among  other  barriers 
to  health  care,  the  report  adds. 


Other  barriers  noted  include  poor 
coverage  for  mental  health  care, 
inadequate  funding  for  state  hospi- 
tals and  community  health  centers, 
requirements  that  “carriers,  in- 
termediaries, or  contractors  set  fees 
instead  of  determining  what  the  plan 
will  pay,”  and  difficulty  in  learning 
about  eligibility  for  some  public 
programs. 

In  a letter  appraising  the  work  of 
the  task  force  and  summarizing  its 
conclusions,  chairman  Perry  E. 
Gross,  MD,  noted  that  “while  this 
report  indicates  we  gave  thoughtful 
consideration  to  the  problems  of 
indigent  health  care,  resolving  these 
problems  is  a herculean  task.” 

“I  feel  that  the  Texas  Medical 
Association,  as  an  organization 
whose  theme  is  ‘Physicians  Caring  for 
Texans,’  must  continue  to  document 
these  obstacles  and  seek  legislative  or 
regulatory  measures  to  reduce  the 
incidence  of  medical  indigency.” 


“Specifically,  the  losses  in  human 
productivity  are  so  crippling,  we 
must  consider  solutions  to  cut 
through  the  unbelievable  and  often 
petty  barriers  to  accessing  health 
care.  Unfortunately,  our  present 
efforts  have  been  minuscule  and 
ineffective,  yet  this  is  an  emergency 
of  the  first  order'd' 

In  addition  to  cataloging  prob- 
lems patients  face  in  getting  health 
care,  the  task  force  offered  recom- 
mendations for  alleviating  them: 

•TMA  should  work  for  more 
affordable  health  insurance. 

•TMA  should  work  to  preserve 
indigent  health  programs  while 
attempting  to  improve  Medicaid 
eligibility. 

• Medicaid  reimbursement  should 
be  improved  and  administrative 
complexities  reduced. 

•TMA  should  publicize  the  task 
force  finding  that  indigent  and 
Medicaid  patients  are  no  more 
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likely  to  sue  than  are  other 
patients.  [See  “No,  indigent 
patients  are  not  more  likely  to 
sue,”  p 40  of  the  Nov  ember 
1990  issue  of  Texas  Medicine.] 

• Physicians  should  participate  in 
the  state  indemnification  pro- 
gram (HB  18),  which  encourages 
them  to  provide  charity  care  for 
patients  eligible  for  Medicaid  and 
other  state  indigent  care  pro- 
grams. To  further  encourage  par- 
ticipation, the  HB  18  definition 
of  charity  care  should  be  broad- 
ened. 

• TMA  should  support  the  Texas 
Department  of  Health  efforts  to 
promote  co-location  of  eligibility 
sites  for  indigent  health  care  pro- 
grams. TMA  should  consider 
participating  in  the  state’s  inte- 
grated eligibility  program. 

• The  Texas  Department  of  Mental 
Health  and  Mental  Retardation 
should  receive  adequate  funding, 
and  the  Texas  Medicaid  program 
should  provide  full  benefits  for 
treatment  of  mental  illness,  as 
allowed  by  law. 

•TMA  should  support  legislation 
and  regulation  that  encourages 
physicians  to  practice  in  under- 
served areas  of  the  state. 


Public  Health 


Texas  Department 
of  Health  will 
seek  mandatory 
TB  screening  in 
jails 

Jim  Busby 

Associate  editor 

The  Texas  Board  of  Health  will 
seek  legislation  to  require  jail 
employees,  volunteers,  and  some 
inmates  to  be  tested  for  tuberculosis. 
And  although  a Texas  Department  of 
Health  (TDH)  analysis  projects  a net 
monetary  savings  over  a period  of 
years,  at  least  one  department 
spokesman  doubts  that  legislators  will 
clamor  to  sponsor  the  proposed  bill. 

The  legislation  would  require 
screening  of  “all  employees  and  jail 
volunteers  and  certain  jail  inmates,” 
according  to  a summary  of  the  draft 
bill  released  by  TDH.  Inmates  to  be 
screened  would  include  those  who 
were  facing  confinement  of  more 
than  7 days  and  who  were  “in  a cat- 
egory of  inmates”  to  be  defined  by 
the  Texas  Board  of  Health. 

Michael  Kelley,  MD,  chief  of  the 
TDH  Bureau  of  Disease  Control, 
says  a conservative  estimate  shows 
the  state  could  save  $2  to  $3  in 
treatment  and  follow-up  over  a 10- 
year  period  for  every  dollar  spent  to 
screen  inmates.  But  he’s  been  told 
that  legislators  may  avoid  sponsor- 
ing the  TDH  bill  because  of  resis- 
tance from  counties  that  would  bear 
the  costs. 

Such  resistance  was  demonstrated 
last  November  when  the  Texas 
Commission  on  Jail  Standards 
(TCJS)  decided  not  to  require  tuber- 
culosis screening  by  jails  under  its 
jurisdiction,  which  include  county 
jails  and  municipal  jails  adminis- 


tered through  contracts  with  private 
firms.  The  decision  followed  a TDH 
proposal  asking  the  commission  to 
adopt  guidelines  that  outlined  mea- 
sures for  screening  new  inmates  and 
prospective  jail  employees,  listed 
conditions  requiring  follow-up  test- 
ing, and  recommended  other  jail 
policies  for  preventing  spread  of 
tuberculosis  as  well  as  some  other 
communicable  diseases. 

As  a result  of  that  proposal,  the 
TCJS  asked  the  attorney  general’s 
office  to  determine  whether  the  com- 
mission was  indeed  authorized  to 
make  such  rules.  It  had  the  author- 
ity, the  attorney  general’s  office 
decided,  but  legal  counsel  provided 
by  the  AG’s  office  recommended 
that  the  commission  take  no  action, 
according  to  Johnny  Klevenhagen, 
the  commission’s  chairman  and  sher- 
iff of  Harris  County. 

“All  of  us  readily  agree  there  is  a 
problem  with  TB  in  jails,”  Sheriff 
Klevenhagen  says.  “I  don’t  think 
anybody  has  questioned  that.”  But 
legal  questions  remain. 

For  example,  if  an  inmate  is 
released  from  county  jail  before  TB 
test  results  are  available,  is  the 
county  responsible  for  finding  the 
inmate  and  notifying  him  or  her  of  a 
positive  test  result?  If  so,  is  the  jail 
also  responsible  for  treatment?  This 
is  not  a trivial  example,  Sheriff 
Klevenhagen  explains,  because  many 
county  inmates  are  jailed  only  for  a 
few  hours. 

The  Harris  County  jail  system 
reports  about  88,000  bookings  each 
year.  With  an  average  daily  census  of 
about  7,000,  it’s  obvious  that  many 
prisoners  are  short-term  and  some- 
times repeat  visitors  of  the  jail  sys- 
tem. It  is  this  revolving  door  that 
especially  concerns  public  health 
planners:  If  infected  inmates  are  not 
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screened  reasonably  soon  after  their 
incarceration,  what’s  to  keep  them, 
in  such  close  quarters,  from  passing 
Mycobacterium  to  fellow  prisoners, 
many  of  whom  will  soon  return  to 
their  communities? 

Quarters  are  close  indeed  at  some 
Texas  jails.  Harris  County,  for 
example,  held  approximately  7,000 
inmates  at  one  point  in  December, 
exceeding  its  ofHcial  capacity  by 
more  than  2,000  prisoners.  And  the 
Harris  County  system  has  held  as 
many  as  8,000  prisoners,  says  Sher- 
iff Klevenhagen.  Overcrowding  at 
other  Texas  jails  and  prisons  has 
been  widely  publicized  in  recent  years. 

To  make  matters  worse,  HIV-pos- 
itive inmates  constitute  a subgroup 
especially  vulnerable  to  tuberculosis.  S 
The  HIV-TB  relationship  has  already 
shown  itself  in  the  general  popula- 
tion, says  John  Byhee,  a spokesman 
for  the  TDH  division  of  tuberculosis 
control  (see  box). 

TDH  spokesperson  Kate  Hen- 
dricks, MD,  MPH,  told  commission- 
ers last  July  that  a general  popula- 
tion sample  with  a race  and  age 
breakdown  comparable  to  that  : 
found  in  jails  would  yield  a case  rate 
of  about  27  cases  of  TB  per  100,000 
persons.  For  the  general  population 
in  Texas  the  case  rate  is  about  11 
per  100,000,  she  said.  “Last  year 
TDCJ  (Texas  Department  of  Crimi- 
nal Justice),  had  a case  rate  of  95  per 
100,000,  and  in  a recent  jail  out- 
break we  had  a case  rate  of  1,607 
per  100,000,”  she  told  commission- 
ers. She  and  Mr  Bybee  made  their 
request  for  required  tuberculosis 
screening  at  that  meeting. 

At  the  same  meeting,  emergency 
medical  technician  John  Hansen  told 
jail  commissioners  that  when  a Hays 
County  pilot  screening  program 
identified  one  case  of  active  tubercu- 
losis in  the  jail,  all  380  prisoners 


were  tested  for  infection.  Ninety- 
eight,  or  26%,  of  the  inmates  had 
positive  PPD  results,  he  said.  Now 
Hays  county  officials  say  they  rou- 
tinely screen  all  inmates  who  will  be 
jailed  for  at  least  4 days,  and  only 
after  testing  are  these  prisoners 
allowed  to  mingle  with  the  general 
jail  population. 

“We’ve  found  out  that  you  can’t 
overreact  in  this  area  at  all,”  Hays 
County  jail  administrator  Rod  Ellis 
said  at  the  July  meeting. 

The  Harris  County  screening  pro- 
gram offers  testing  to  inmates  within 
14  days  of  booking  and  provides  fol- 
low-up, including  chest  x-ray,  to 
inmates  whose  test  results  are  posi- 
tive, says  jail  hospital  administrator 
Lanny  Chopin.  But  the  screening  it 
not  required.  “Most  of  them  accept 
it,”  he  says.  “They  do  have  the  right 
to  refuse  it.” 

Cost  and  implementation  of  jail 
screening  programs  are  primary  rea- 
sons the  jail  commission  has  shied 
away  from  requiring  screening, 
according  to  two  jail  commission 
spokespersons.  But  Sheriff  Kleven- 
hagen says  the  Harris  County  facili- 
ties are  not  so  bothered  by  cost  and 
logistics  because  medical  staff  and 
hospital  care  are  already  available 
within  the  jail  system  there.  Some 
smaller  jails,  however,  have  no  such 
backup  and  face  the  prospect  of 
transferring  inmates  for  x-rays  and 
incurring  third-party  expenses. 

“It’s  going  to  be  an  expensive 
proposition  to  do  complete  screen- 
ing in  all  jails,”  says  John  Bybee. 
“Tm  not  sure  that  we  need  to  do 
tuberculosis  surveillance  in  all  jails.  I 
think  we  need  to  do  it  in  the  large 
jails,  urban  jails.  I don’t  think 
county  jails  in  rural  Texas  would 
yield  much  or  that  it  would  serve 
much  purpose  to  do  repeated  testing.” 


Cases  of  AIDS  involving 
tuberculosis. 

By  December  7,  1990,  the  Texas 
Department  of  Health  had  received 
reports  of  503  cases  of  AIDS  involv- 
ing tuberculosis.  Seventy-four  cases 
of  combined  AIDS/TB  infection  were 
reported  to  TDH  between  January  1 
and  December  7,  1990.  However, 
TDH  estimates  that  100  cases  will 
be  added  to  the  1990  total  when  the 
count  is  completed. 


Year 

AIDS/TB  Cases 

TB  Cases 

1981 

0 

2015 

1982 

2 

2045 

1983 

3 

1965 

1984 

18 

1762 

1985 

26 

1891 

1986 

50 

1890 

1987 

105 

1757 

1988 

108 

1901 

1989 

117 

1915 

1990 

74* 

1940* 

^Provisional  data 
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HELICOPTERS,  INC. 


Authorized  SouthJ^^(as 
Robinson  R22  DeaWship 


ROBINSaiM  REE 

The  top  selling  piston 
helicopter  since  1981 

■ Fastest-- 110  mph  cruise 

■ Lowest  Initial  Cost 

■ Lovyest  Operating  Cost 

■ Easiest  to  Maintain 

■ Proven  Reliability 

■ 1 000  Hour/1  Year  Warranty 
$99,850  * 

Standard  Equipment  Price 

* Each  purchase  package 
includes  a safety  course  of  20  hrs 
dual  flight  instruction  by  an 
experienced  CFI,  at  your  site,  in 
your  helicopter,  at  your  conven- 
ience. 

ROCK  HELICOPTERS,  INC. 

owned  by  a San  Antonio  family 
with  over  30  yrs.  tradition  of 
safety,  integrity,  and  quality  serv- 
ice to  the  helicopter  community. 

Contact  Rocky  Burke 
(512)  667-9616 
FAX  (512)667-9317 


YOCONT 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  It;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  * is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.’  '2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  1 tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Applied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 


219  County  Road 


JUST  WHAT  THE 
DOCTOR  ORDERED 


PAINLESS  AUTO  LEASING 
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Hearing  on  lower 
reimbursement  draws 
outspoken  crowd 

It  isn’t  easy  to  interrupt  the  whirl 
of  activity  that  accompanies  the 
Christmas  holidays,  but  the  Texas 
Workers’  Compensation  Commis- 
sion did  just  that  with  a proposal  to 
substantially  reduce  reimbursement 
to  health  care  providers.  Approxi- 
mately 200  interested  parties 
dropped  everything  to  attend  a 
December  20  public  hearing  on  pro- 
posed fee  guidelines  at  the  commis- 
sion’s Austin  office.  The  schedule 
would  reduce  reimbursement  for 
common  orthopedic  procedures  by 
more  than  20%,  and  the  most  com- 
monly used  office  visit  fees  would  be 
reduced  by  17%  to  29%. 

In  a legal  challenge  to  the  consti- 
tutionality of  the  Texas  Workers’ 
Compensation  Act,  the  AFL-CIO 
obtained  a preliminary  injunction 
that  has  been  stayed  by  an  appeal  to 
the  Fourth  District  Court  of  Appeals. 
However,  this  case  does  not  appear 
to  affect  the  fee  guideline  revisions. 

Among  the  55  witnesses  who 
signed  in  to  speak  during  the  4-hour 
hearing  was  Houston  orthopedic 
surgeon  Charles  T.  Stephenson,  who 
told  commission  members  that  reim- 
bursement levels  for  91%  of  2,235 
billing  codes  would  be  decreased 
under  the  proposed  guidelines.  “If  you 
cut  the  fees,  it  may  make  it  more 
difficult  for  the  injured  worker  to 
find  a doctor,”  Dr  Stephenson  warned. 

Other  witnesses  included  physical 
therapists,  occupational  therapists, 
insurance  company  representatives, 
and  chiropractors. 

The  Industrial  Accident  Board 
established  the  existing  workers’ 
compensation  fee  guideline  in  1988 
with  the  assistance  of  several  special 
advisory  committees,  including  the 
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Physician  Advisory  Committee  for 
Fees  and  Charges.  The  committee 
recommended  the  adoption  of  the 
California  Relative  Value  Scale  and 
conversion  multipliers  developed 
from  Texas  charge  data. 

In  1989,  the  Texas  Legislature 
enacted  Senate  Bill  1,  which  sub- 
stantially revised  the  Texas  Workers’ 
Compensation  Act.  The  bill  replaced 
the  Industrial  Accident  Board  with 
the  Texas  Workers’  Compensation 
Commission,  effective  April  1,  1990. 
With  assistance  from  the  Medical 
Review  Division,  also  established  by 
SBl,  the  commission  and  a restyled 
Physician  Advisory  Committee  pro- 
posed new  guidelines,  which  were 
published  in  the  Texas  Register  at 
the  end  of  November  1990. 

Texas  Medical  Association  has 
raised  three  issues  regarding  the 
legality  of  the  procedures  used  to 
revise  the  fee  schedule.  First,  the 
Physician  Advisory  Committee  met 
in  closed  sessions  during  1990  in 
direct  violation  of  the  Texas  Open 
Meetings  Act. 

Second,  the  commission  altered 
the  structure  and  function  of  the 
committee  before  January  1,  1991, 
the  effective  date  of  the  relevant  pro- 
visions of  Senate  Bill  1 altering  the 
process  and  committee  structure  for 
establishing  the  fee  guideline. 

Third,  the  commission,  through 
its  Medical  Review  Division  and  the 
committee,  failed  to  comply  with  its 
statutory  duty  to  develop  the  fee 
guidelines  at  a fair  and  reasonable 
rate  because  fee  data  and  fee  sched- 
ules from  other  states  were  consid- 
ered and  statewide  data  concerning 
medical  charges  were  not  adequately 
considered  in  the  revision  process. 

The  Workers’  Compensation 
Commission  can  adopt  as  final  the 
guideline  and  make  it  effective  any 
time  before  next  May. 


AG  fires  on  Methodist 
Hospital 

As  he  exited  office,  lame  duck 
Texas  Attorney  General  Jim 
Mattox  took  a shot  at  The 
Methodist  Hospital  (Houston),  The 
Methodist  Hospital  System,  and 
each  individual  member  of  the 
board  of  directors  of  those  entities. 

In  a suit  filed  Monday,  November 
26,  in  Austin,  Mr  Mattox  charged 
(1)  that  the  Methodist  hospital  and 
system  violated  Texas  law  and  their 
respective  corporate  charters  by  not 
providing  an  adequate  level  of  char- 
ity care,  and  (2)  that  the  directors 
violated  their  fiduciary  duties  to  the 
corporations  by  not  assuring  that 
enough  charity  was  provided. 

The  AG  asked  the  state  district 
court  to  require  the  hospital  and  sys- 
tem to  “apply  hospital  and  system 
resources  consistently  with  the  hos- 
pital’s charitable  purposes  and  the 
defendant  directors’  fiduciary  duties 
of  obedience  and  due  care”;  to  oper- 
ate “in  such  fashion  that  the  hospi- 
tal provides  charity  care  as  defined 
herein  in  an  amount  commensurate 
with  the  hospital’s  resources,  the 
benefits  it  receives  from  tax  exemp- 
tion, and  the  needs  of  the  commu- 
nity”; to  “include  in  the  hospital’s 
annual  planning  process  an  evalua- 
tion of  the  charity  care  needs  of  the 
community,  an  assessment  of  how 
the  hospital’s  resources  can  be 
directed  to  addressing  those  charity 
care  needs,  and  a means  for  provid- 
ing such  charity  care”;  and  to  report 
annually  to  the  Attorney  General 
setting  out  in  detail  the  results  of  the 
planning  process,  as  well  as  the 
amount  and  kind  of  charity  care 
provided  by  the  hospital. 
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Councilors  offer  guidance  on  ethical  dilemmas 


Avoid  Medicare’s  pitfalls 
with  advice  from  a pro 

An  innocent  error  can  mean 
hig-time  problems  for  physi- 
cians caring  for  Medicare  recipients. 
But  help  is  on  the  way.  You  can 
learn  how  to  avoid  these  pitfalls 
during  Texas  Medical  Association’s 
Symposium  on  Medicine  and  the 
Law,  Thursday,  May  9,  in  Dallas. 

In  an  afternoon  presentation 
titled  “Medicare  System:  Common 
Problems  a Practicing  Physician 
Faces,”  Washington,  DC,  attorney 
Martin  J.  Gaynes  will  discuss  the 
growing  number  of  practices  that 
can  subject  a physician  to  federal 
sanctions  ranging  from  civil  fines 
and  penalties  to  exclusion  from  the 
Medicare  and  Medicaid  programs. 
Mr  Gaynes  will  explain  how  physi- 
cians can  inadvertently  violate 
Medicare  regulations,  and  he  will 
offer  advice  on  how  to  avoid  such 
problems.  He  also  will  update  the 
audience  on  “safe  harbor”  regula- 
tions, particularly  as  they  relate  to 
physician  joint  ventures. 

Mr  Gaynes  is  editor  and  pub- 
lisher of  Civil  Money  Penalties 
Reporter  and  the  co-author  of  Mass 
Communications  in  a Nutshell. 

Joining  him  on  the  program  will 
be  attorneys  Jerry  A.  Bell,  Jr,  Austin, 
discussing  “The  Implications  of  the 
National  Practitioner  Data  Bank” 
and  Richard  L.  Griffith,  Fort  Worth, 
discussing  “The  Metamorphosis  of 
Statutory  and  Common  Law  Protec- 
tions for  Physicians  and  Hospitals  in 
Negligent  Credentialing  Litigation.” 

For  further  information  on  the 
meeting,  write  Mrs  Dale  Willimack, 
Director,  Department  of  Annual  Ses- 
sion and  Scientific  Programming, 
1801  N Lamar  Blvd,  Austin,  TX 
78701,  or  phone  (512)  477-6704. 


Turn  to  this  month’s  Journal  section  for  part  two  of  Texas  Medicine's 
series  “Medical  Ethics  in  Texas,”  and  turn  to  Texas  Medical  Associa- 
tion’s Board  of  Councilors  for  further  guidance  when  you  face  an  ethical 
dilemma. 

Initiated  in  1903,  the  board  interprets  the  association’s  Constitution  and 
Bylaws,  grants  charters  to  county  medical  societies,  and  decides  questions  of 
medical  ethics.  The  publication  Current  Opinions  of  the  Board  of  Councilors 
includes  more  than  50  opinions  on  an  array  of  sensitive  topics.  It  is  available 
from  the  Medical  Ethics  Department,  1801  N Lamar  Blvd,  Austin,  TX 
78701,  phone  (512)  477-6704. 

Board  members  are  elected  by  the  House  of  Delegates  to  3-year  terms  and 
represent  15  councilor  districts.  They  are: 


District  1 

Councilor:  Edwin  R.  Franks,  MD  (Vice 
Chairman),  PO  Box  608,  Iraan  79744 
Vice  Councilor:  Paul  J.  Huchton,  Jr,  MD, 
1515  N Oregon,  El  Paso  79902 

District  2 

Councilor:  W.M.  “Mack”  Hibbitts,  MD, 
2201  W Tennessee,  Midland  79701 
Vice  Councilor:  Daniel  J.  O’Hearn,  MD,  506 
N Allegheny,  Odessa  79761 

District  3 

Councilor:  Tracy  D.  Gage,  MD,  4020  21st  St, 
Suite  4,  Lubbock  79410 
Vice  Councilor:  Raymond  M.  Hampton,  MD, 
1701  N Hobart,  Pampa  79065 

District  4 

Councilor:  John  L.  Humphrey,  MD,  103  S 
Park  Dr,  Brownwood  76801 
Vice  Councilor:  J.  Michael  Cornell,  MD, 
2030  Pulliam  St,  #7,  San  Angelo  76905 

District  5 

Councilor:  Joe  L.  Sanders,  MD,  PO  Box 
420276,  Del  Rio  78842-0276 
Vice  Councilor:  Raymond  Harle,  MD,  8042 
Wurzbach,  Suite  240,  San  Antonio  78229 

District  6 

Councilor:  Truman  F.  Appel,  MD,  1521  S 
Staples,  Suite  602,  Corpus  Christi  78404 
Vice  Councilor:  Richard  L.  Ballard,  MD,  701 
S Main,  McAllen  78501 

District  7 

Councilor:  Robert  Dale  Cummings,  MD,  403 
Mallard,  Taylor  76574 

Vice  Councilor:  Tom  D.  Kirksey,  MD,  1010 
W 40th,  Austin  78756 

District  8 

Councilor:  Edgar  F.  Jones  111,  MD,  3828 
Avenue  North,  Galveston  77550 
Vice  Councilor:  Raymond  C.  Jess,  MD,  201 
Oak  Dr  South,  #202,  Lake  Jackson  77566 


District  9 

Councilor:  John  W.  Nichols,  MD,  208  N 
Main,  Galena  Park  77547 
Vice  Councilor:  E.  Don  Webb,  MD,  200  Mal- 
ibu West,  Willis  77378 

District  10 

Councilor:  Edward  L.  Domingue,  MD,  409 
Gaslight  Blvd,  Lufkin  75901 
Vice  Councilor:  George  S.  Hoffman,  MD, 
2955  Harrison,  #307,  Beaumont  77702 

District  1 1 

Councilor:  John  E.  Presley,  MD,  127  Medical 
Dr,  Palestine  75801 

Vice  Councilor:  John  Wm.  “Bill”  Scroggins, 
MD,  1 100  S Beckham,  Tyler  75701 

District  1 2 

Councilor:  Ronald  M.  Rust,  MD,  1604  Rock 
Prairie,  College  Station  77840 
Vice  Councilor:  Ned  Snyder  111,  MD,  1700 
Providence,  Waco  76703 

District  13 

Councilor:  George  L.  LeBeau,  Jr,  MD,  1518 
10th  St,  Wichita  Falls  76301 
Vice  Councilor:  Joe  R.  Cannon,  MD,  1525 
Hickory,  Abilene  79601 

District  14 

Councilor:  Marshall  K.  Dougherty,  MD 
(Chairman),  PO  Box  857,  Paris  75460 
Vice  Councilor:  Percy  E.  Luecke,  Jr,  MD, 
4105  Live  Oak,  Dallas  75204 

District  15 

Councilor:  Robert  W.  Palmer,  MD,  PO  Box 
1599,  Marshall  75670 

Vice  Councilor:  Rodney  B.  Martin,  MD,  90 1 
Pegues  PL,  Longview  75601 
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Alternative 
dispute  resolution 
of  medical-legal 
issues 

Hugh  M.  Barton,  JD 

TMA  Assistant  General  Counsel 

Even  the  most  casual  observer  of 
medical-legal  litigation  knows  that 
such  disputes  take  a long  time  to 
resolve,  cost  too  much,  and  often 
leave  parties  no  better  off  than 
before.  Litigation  also  has  deleteri- 
ous effects  where  the  parties  have  an 
ongoing  relationship  outside  the 
courtroom.  Such  problems  plague 
all  litigation,  however,  and  have 
prompted  courts  and  legislatures  to 
explore  alternatives  to  the  tradi- 
tional means  of  solving  private  dis- 
putes through  the  filing  and  trial  of 
lawsuits.  In  Texas,  this  effort 
resulted  in  the  1989  passage  of  the 
Texas  Alternative  Dispute  Resolu- 
tion Act  (Texas  ADR  Act),  which 
declares  a state  policy  encouraging 
“the  peaceable  resolution  of  dis- 
putes. . . . and  the  early  settlement 
of  pending  litigation  through  volun- 
tary settlement  procedures”  (1). 
This  article  examines  alternative  dis- 
pute resolution  methods  and 
explores  their  application  to  medi- 
cal-legal issues.  \ 


What  is  alternative  dispute  resolution? 

In  its  most  general  form,  alternative 
dispute  resolution  (ADR)  offers  dis- 
putants the  opportunity  to  have  a 
neutral  third  party  facilitate  the  set- 
tlement of  their  dispute  outside  a 
formal  court  of  law.  A broad  range 
of  ADR  procedures  is  available, 
from  voluntary  and  nonbinding  set- 
tlement procedures  to  mandatory 
and  binding  arbitration.  ADR  proce- 
dures tend  to  be  quick,  flexible, 
informal,  economical,  and  less  trau- 
matic than  formal  litigation.  If  ADR 
fails,  the  parties  still  can  go  to  court 
for  a traditional  trial.  In  other 
words,  there  is  little  to  risk  and 
much  to  gain. 

The  Texas  ADR  Act  authorizes  a 
court  to  refer  pending  cases  to  any 
one  of  five  different  ADR  proce- 
dures. These  are: 

• Mediation.  An  impartial  person,  the 
mediator,  facilitates  communication 
between  parties  to  promote  reconcil- 
iation, settlement,  or  understanding. 
Mediation  is  a nonadversarial  pro- 
ceeding in  which  the  parties  commu- 
nicate directly  and  the  mediator 
attempts  to  help  the  parties  focus  on 
the  issues  and  generate  workable 
solutions.  The  goal  is  for  the  parties 
to  arrive  at  a mutually  agreeable 
outcome  of  the  dispute.  Mediation 
also  can  be  used  for  disputes  that  have 
not  reached  the  litigation  stage  (2). 

• Mini-trial.  Attorneys  present  evi- 
dence to  a neutral  “expert  advisor” 
followed  by  direct  client  negotia- 
tions without  attorneys.  The  expert 
advisor  renders  a nonbinding  opinion 
if  negotiations  are  unsuccessful. 
Large  corporations  use  this  procedure 
to  help  preserve  business  relation- 
ships (3). 


• Moderated  settlement  conference. 
Three  neutral  attorneys  listen  to  the 
case  presentation.  The  panel  ques- 
tions attorneys  and  clients  and  ren- 
ders an  advisory  evaluation  of  the 
case,  including  a range  of  possible 
settlements  (4). 

• Summary  jury  trial.  Attorneys  pre- 
sent summaries  of  evidence  to  an 
advisory  jury,  which  returns  a non- 
binding verdict.  The  jury  may  be 
polled  for  information  to  be  used  as 
a basis  for  further  negotiations  (5). 

• Arbitration.  The  oldest  and  best 
known  ADR  procedure,  an  adver- 
sarial proceeding  in  which  all  sides 
of  a case  are  presented.  The  arbitra- 
tor renders  a decision,  called  an 
award,  which  may  be  binding  if  the 
parties  previously  have  agreed  (6). 

Application  to  hospital  medical  staff 
disputes 

Typical  medical  staff  bylaws  call  for 
initiating  corrective  action  when 
reliable  information  indicates  a 
physician  has  exhibited  conduct 
likely  to  be  detrimental  to  patient 
care  in  the  hospital,  contrary  to 
medical  staff  bylaws  and  rules,  or 
below  applicable  professional  stan- 
dards. The  bylaws  usually  require 
that  a written  request  for  investiga- 
tion be  submitted  to  the  medical 
executive  committee.  If  the  commit- 
tee believes  investigation  is  war- 
ranted, it  may  conduct  the  investiga- 
tion itself  or  assign  the  task  to  an 
appropriate  ad  hoc  committee  with 
a directive  to  investigate  promptly 
and  deliver  a written  report.  The 
physician  usually  is  notified  of  the 
investigation  and  also  given  some 
opportunity  to  provide  information 
to  the  investigative  body.  After  the 
ad  hoc  committee  investigation,  the 
matter  is  referred  to  the  medical 
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executive  committee,  which  may 
take  a wide  range  of  actions,  from 
writing  letters  of  reprimand  to  rec- 
ommending revocation  of  medical 
staff  membership. 

Once  this  formal  process  begins,  a 
number  of  problems  occur.  Rumors 
increase,  the  subject  physician 
becomes  defensive,  investigative 
committees  become  adversarial, 
groups  within  the  hospital  form  into 
factions,  and,  worst  of  all,  patient 
care  may  be  disrupted.  An  ADR  op- 
tion in  the  bylaws  can  alleviate  these 
negative  consequences.  Mediation 
can  be  employed  in  a number  of  ways: 

1.  The  physician  who  is  the  subject 
of  the  request  for  investigation 
can  invoke  a mediation  proceed- 
ing. 

2.  The  medical  executive  committee 
may  order  mediation.  In  this 
case,  no  ad  hoc  committee  would 
be  appointed. 

3.  If  an  ad  hoc  committee  is 
appointed,  the  first  order  of  busi- 
ness can  be  to  conduct  a media- 
tion process. 

Under  any  scenario,  if  mediation 
fails,  the  normal  procedure  of  inves- 
tigating and  resolving  corrective 
action  questions  would  be  followed. 
Thus,  the  traditional  options  are  not 
foreclosed.  Amendment  of  medical 
staff  bylaws  would  be  necessary  to 
invoke  an  ADR  proceeding.  While 
this  is  always  a sensitive  issue  for 
hospitals  and  physicians,  chances  of 
successful  adoption  are  much 
greater  if  the  ADR  argument  is 
made  properly  and  the  proposed 
bylaw  is  drafted  sensibly  (7). 

Another  potential  ADR  applica- 
tion is  suggested  in  the  Health  Care 
Quality  Improvement  Act  of  1986, 
which  offers  immunity  from  suit 
when  due  process  concepts  are 


incorporated  into  the  peer  review 
proceeding.  Peer  review  actions  are 
presumed  to  have  met  these  standards 
if  “adequate  notice  and  hearing”  re- 
quirements are  carried  out  (8).  The 
HCQIA  provides  that  if  a hearing 
is  granted,  it 
shall  be  held 
before  a hear- 
ing officer  or 
panel  not  in 
direct  econom- 
ic competition 
with  the  physi- 
cian involved  or  before  an  arbitrator 
“mutually  acceptable”  to  the  physi- 
cian and  the  health  care  entity  (9). 

Most  comment  on  HCQIA  deals 
with  disqualification  hearing  panels 
when  they  are  “in  direct  economic 
competition”  with  the  physician  on 
trial.  The  arbitration  option  has  not 
been  explored  fully.  This  is  unfortu- 
nate because  many  rural  and  small 
town  hospitals  cannot  find  physi- 
cians who  are  not  in  some  degree  of 
economic  competition  with  each 
other.  If  properly  developed,  arbitra- 
tion of  hospital  peer  review  disputes 
in  accordance  with  the  HCQIA 
could  reduce  credentials  and  privi- 
leges litigation. 

Application  to  business  disputes 

Physicians  often  practice  together  in 
small  groups,  sometimes  as  formal 
partnerships  and  sometimes  as  infor- 
mal office  sharing  arrangements. 
Even  where  a group  practice  is  nom- 
inally a professional  corporation,  it 
often  operates  as  a partnership. 
“Business  divorces”  of  such  groups 
can  be  very  acrimonious,  especially 
when  there  is  no  written  partnership 
agreement  or  the  agreement  does  not 
adequately  address  dissolution.  ADR 
techniques  can  ameliorate  these 
business  divorces,  however. 


For  example,  mediation  could 
be  used  anytime  partners  contem- 
plate dissolution  and  there  are  unre- 
solved issues.  Partnership  agreements 
could  mandate  arbitration  when 
a partner  is  expelled  or  withdraws 

in  certain  in- 
stances. When 
litigation  oc- 
curs, more  ad- 
vanced tech- 
niques, such 
as  mini-trials, 
could  forestall 
lengthy  courtroom  battles. 

The  advantages  of  ADR  in  such 
situations  may  not  be  immediately 
obvious.  After  all,  a business  deal 
gone  sour  may  cost  a lot  of  money, 
and  the  only  way  to  recover  may  be 
through  litigation.  Before  taking  this 
step,  though,  physicians  should  con- 
sider that  their  professional  lives 
often  are  intertwined.  Even  though  a 
partnership  dissolves,  the  physicians 
may  continue  to  practice  in  the  same 
hospital.  There  they  come  into  con- 
tact again  through  committee  service 
or  by  being  asked  to  consult  with  or 
cover  for  ex-partners.  Specialists 
need  to  consider  how  a nasty  “busi- 
ness divorce”  can  affect  their  refer- 
ral patterns,  and  all  physicians 
should  consider  the  effect  on  their 
patients.  The  effective  use  of  ADR 
techniques  may  avert  some  business 
divorces  and  prevent  inevitable 
breakups  from  becoming  a source  of 
continuing  trouble. 

Application  of  ADR  to  medical 
malpractice  cases 

These  ADR  concepts  can  be  applied 
to  the  current  system  of  handling 
medical  malpractice  claims  through 
traditional  tort  litigation.  There  is 
little  incentive  for  plaintiffs  to  settle 
cases  before  filing  suit,  unless  the 
value  of  the  case  is  small.  However, 


There  is  little  incentive 
for  plaintiffs  to  settle 
cases  before  filing  suit, 
unless  the  value  of  the 
case  is  small. 
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the  trial  court  can  order  mediation 
after  suit  is  filed.  In  fact,  after  lan- 
guishing on  the  docket,  many  per- 
sonal injury  cases  are  settled 
through  a process  known  as  “Settle- 
ment Week”  (10).  Mini-trials  can  be 
an  alternative  to  long  docket  delays 
and  high  trial  expenses.  Arbitration 
can  be  used  to  apportion  awards 
when  several  defendants  settle  and 
each  has  conflicting  interests. 

A more  ambitious  plan  is  on  the 
horizon,  though.  Senator  Orrin 
Hatch  has  introduced  the  “Ensuring 
Access  Through  Medical  Liability 
Reform  Act”  (11).  The  act  is  a federal 
response  to  the  trial  bar’s  success  in 
blocking  effective  tort  reform  in  all 
but  a handful  of  states.  The  Ameri- 
can Medical  Association  supports 
the  act,  which  represents  a form  of 
federal  preemption  of  state  law  in 
this  area  (12).  A stated  purpose  of 
the  act  is  to  improve  the  fairness  and 
cost  effectiveness  of  state  systems  to 
resolve  disputes  and  provide  com- 
pensation for  health  care  negligence  ‘ 
by  reducing  uncertainty  and  unpre- 
dictability in  the  amount  of  compen- 
sation awarded  ( 13).  i 

One  of  the  central  concepts  of 
the  act  is  a requirement  that  the 
states  establish  an  “Alternative  Dis- 
pute Resolution  System”  that 
embraces  several  elements.  The  first 
element  is  an  administrative  process 
in  which  plaintiffs  would  be 
required  to  file  all  health  care  negli- 
gence claims  with  the  state.  “Non- 
meritorious”  claims  would  be  dis- 
missed following  an  expedited 
review,  while  damages  would  be  | 
awarded  when  injury  is  found  to  be 
the  result  of  negligence.  No  judicial 
trial  de  novo  would  be  allowed  (14).  j 
Binding  arbitration  would  be  a j 
second  element.  Under  this  provi- 
sion, physicians  could  offer  patients  i 


an  agreement  to  arbitrate  any  poten- 
tial claim  of  medical  negligence. 
However,  the  patient’s  consent  to 
arbitration  could  not  be  a precondi- 
tion to  providing  care,  except  in 
managed  care  plans.  Patients  could 
revoke  their  arbitration  agreements 
within  15  days,  but  not  after  care  is 
provided.  Physicians  would  not  be 
allowed  to  revoke  the  arbitration 
agreements  (15). 

If  a case  went  to  arbitration,  the 
arbitration  panel  would  consist  of 
three  members.  Each  side  would 
choose  one  member,  and  the  two 
chosen  would,  in  turn,  choose  the 
third.  Perhaps  most  importantly,  the 
act  would  bar  the  filing  of  a medical 
malpractice  action  for  any  injuries 
that  occurred  while  an  arbitration 
agreement  was  in  effect  (15). 

Confidentiality 

If  the  ADR  proceeding  does  not  pro- 
duce an  agreement  and  one  or  more 
of  the  parties  want  to  use  the  infor- 
mation learned  during  the  ADR  pro- 
ceeding at  trial,  can  they  do  so?  Can 
third  parties  discover  information 
about  ADR  proceedings  for  use  dur- 
ing litigation,  such  as  when  a medi- 
cal malpractice  plaintiff  seeks  infor- 
mation from  a hospital’s  ADR 
procedure  outlined  earlier?  Can  the 
press  get  this  information? 

Traditional  legal  analysis  holds 
that  ADR  proceedings  are  analogous 
to  settlement  negotiations.  The  law 
has  long  held  that  evidence  of  con- 
duct or  statements  made  in  such 
negotiations  is  not  admissible  in 
court,  although  settlement  discus- 
sions may  not  he  used  to  protect  other- 
wise discoverable  information  (16). 
Thus,  common  law  provides  consider- 
able, though  not  absolute,  protection. 

The  legislature  recognized  this 
limitation  and  added  confidentiality 
protections  specifically  designed  for 


ADR  procedures.  The  legislature 
understood  that  to  be  effective, 
ADR  processes  need  the  parties’  full 
participation  and  candor.  Lawmak- 
ers also  understood  that  to  be  fair, 
the  processes  require  some  protec- 
tion of  the  parties  because  the  tradi- 
tional safeguards  of  the  courtroom 
(sworn  testimony,  cross-examina- 
tion, etc)  are  not  present. 

Accordingly,  the  Texas  ADR  Act 
says  an  ADR  participant’s  communi- 
cations about  the  subject  matter  of 
any  dispute,  whether  before  or  after 
suit  is  filed,  are  confidential  and  may 
not  be  used  as  evidence  against  the 
participant  in  any  judicial  or  admin- 
istrative proceeding  (17).  Further- 
more, all  records  of  such  proceed- 
ings are  confidential  and  neither  the 
participants  nor  the  third  party  facil- 
itators may  be  forced  to  testify  or  be 
subject  to  discovery  of  confidential 
information  arising  out  of  the  dis- 
pute (17).  Oral  communications  and 
written  materials  that  were  part  of 
ADR  proceedings  are  discoverable 
or  admissible  only  if  they  are  discov- 
erable or  admissible  independently 
of  the  ADR  procedure  (17). 

Conclusion 

Alternative  dispute  resolution  is  a 
new  tool  for  problem  solving  that 
recognizes  the  limitations  of  our  tra- 
ditional legal  system.  It  is  the  policy 
of  the  State  of  Texas  to  use  such 
techniques  where  possible  to  ease 
the  burden  of  litigation  on  all  par- 
ties. ADR  techniques  are  used  in 
many  complicated  areas,  including 
construction  contracts,  labor 
conflicts,  and  environmental  issues. 
ADR  also  can  be  used  to  good  effect 
in  medical-legal  disputes,  especially 
where  existing  relationships  need  to 
be  preserved,  and  there  is  existing,  if 
unused,  statutory  precedent  to  do  so. 
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Legal  articles  in  Texas  Medicine 
are  intended  to  help  physicians 
understand  the  laiv  by  providing 
legal  information  on  selected  topics. 
This  article  is  published  with  the 
understanding  that  TMA  is  not 
engaged  in  providing  legal  advice. 
When  dealing  with  specific  legal 
matters,  readers  should  seek  assis- 
tance from  their  own  attorneys. 


Headache 


Let  Us  Take 
The  Hassle 
of  Your  Billing 


■ "^,*1  CM' 


CENTRAL  TEXAS  PROFESSIONAL 
BILLING  SERVICE 

FOR  MORE  INFORMATION  REGARDING  OUR  SERVICES, 
CALL:  800/621-7009 
Waco  817/754-4700 
FAX  817/754-4161 


END  PATIENTS’  FOOT  AND  BACI 
SUFFERING  NOW! 

K 

BREAKTHROUGH. . . CUSTOM  FITTED  ORTHOTIC  FOOT  SUPPORTS! 

Don’t  suffer  another  minute  from  foot,  leg 
and  back  discomfort!  Enjoy  blissful  relief  o 
with  our  revolutionary,  custom-fitted  Tru-Step 
orthotic  foot  supports.  Every  foot  is  unique. 
That’s  why  our  hand-crafted  supports  give  you 
instant  relief  from  pain  by  re-aligning  your  feet 
and  restoring  flexibility  and  balance.  ^ 

REUEVE  PAIN  CAUSED  BY: 

OANt  \ 1 i 

•ORCWH  NAILS  \ U)W 

SACK 

FLAT  FCET  FAINFUL 

T1REU  FALLEM^k#K>1E8  HEELS, 

JNHDNS  BORNIPMl  FEfT  HtQH-ARCHES  HEELSF^M 

Send  us  their  feet . . . The  Iru-Step  kit  is  easy  to  use.  It  comes  with 

we*ll  do  the  rest!  complete,  easy  to  follow  instructions.  You  make 

your  instant  foot  impressions,  place  them  in  the 
^ convenient  postage-paid  kit,  and  send  them  to  our 

C&L  Foot  Laboratories  '^boratory. 

^ 9935  Caminito  Tomatillo  O A # # 

po  Box 26112  !U  UnUtZn,  UmLL 

1-800-852-4056 

Texas  .Medicine 


Volume  87  No.  2 February  1991 


61 


SPECIAUZE 
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cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
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of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 
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Buying  Price  Alone  May  Leave 
You  With  A Few  Holes 


The  purchasing  decision  for  your  professional  liability 
insurance  can  be  crucial.  You  need  to  be  wholly  covered, 
but  you  could  find  yourself  covered  with  holes.  A 
selection  based  on  price  could  produce  short-term 
savings,  but  hurt  you  in  the  long  run. 

With  ICA,  you’ll  get  what  you  pay  for. ..the  strongest 
consent-to-settle  clause  in  the  industry,  in-house  claims 
attorneys  to  answer  your  questions,  and  superior,  tough 


counsel  to  defend  you.  When  it’s  time  to  renew  your 
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Call  1(800)  899-2356.  Nothing  will  be  missing 
in  your  protection. 
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Practice  Management 
Workshops 

ll  takes  smart  decisions  to  develop  a 
successful  practice.  Where  to  go  to  school? 
What  to  specialize  in?  Where  to  set  up 
practice  - and  what  type  of  practice?  Now 
make  the  decision  that  will  help  keep  your 
practice  successful  - use  the  Texas  Medical 
Association  Advantage. 

Your  Association  provades  a series  of 
workshops  designed  to  help  your  practice 
succeed.  Whether  you’re  a new  physician 
establishing  a practice,  geanng  up  for 
retirement,  or  somewhere  in  between  - TMA 
has  the  workshop  for  you. 


Malpractice  Proof 
Your  Practice 

Malpractice  Proof  Your  Practice  is  an  all  new 
loss  awareness/malpractice  prevention 
seminar  and/or  independent  study  system 
designed  to  assist  physicians  in  meeting  the 
entire  15  hour  continuing  education 
requirement  of  House  Bill  18. 

Workshop  Highlights 

• The  Most  Frequent  and  Severe  Malpractice 
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•Why  “Medication  Errors”  Cost  Physicians 
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Location/Dates 

Houston  February  28 
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Improving  Practice 
Productivity  And 
Performance 

Times  have  changed,  but  the  basics  haven’t 
It’s  time  to  renew  and  reMew  the  basics.  Am 
it’s  time  to  explore  some  new  and  workable 
ideas  for  the  1990’s.  This  workshop  brings 
you  what  is  needed  to  help  you  change  you 
thinking  about  how  to  practice  better  in  the 
1990’s. 


Location/Date 

Houston  March  19 

San  Antonio  March  20 

Dallas  March  2 1 

To  register,  call  TMA  Department  of 
Practice  Management  Services: 

(512)  477-6704,  Ext.  350. 
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□ TMA  Delegate 

□ TMA  Alternate  Delegate 
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□ TMA  Trustee 
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O AMA  Delegate 

□ AMA  Alternate  Delegate 


□ Speaker 

□ Scientific  Exhibitor 

□ 50  Year  Club 

□ HMSS  Representative 

□ TEXPAC 

□ TEXPAC  300  Club 

□ MSS  Executive  Council 

□ MSS  Chapter  Officer 

□ MSS  Chairman 

□ RPS  Executive  Council 

□ RPS  Chairman 

□ RPS  Councilor 

□ YPS  Chairman 

□ YPS  Governing  Board 

□ CMS  Officer 


□ Speaker 

□ TMA  Member's  Family  (attach  names) 

□ County  Medical  Society  Staff  and  Family 
(attach  names) 

□ Physician 

□ Intern,  Resident,  Fellow 

□ Medical  Student 

□ Allied  Health  Personnel 

□ Approved  Visitor 

□ Nonmember’s  Family  (over  age  21) 
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waived 
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27th  Floor-Loews  Anatole  H( 

Two  Tickets 

TMA./TMAA  Dinner  Dance 
(Friday) 


Advance  Ticket  Reservation  Form 


Return  completed  form  with  check  or  credit  card  information.  Pick  up  tickets  at  the  registration  area  by  2 pm,  Thursday,  May  9. 

All  events  held  at  the  Loews  Anatole  Hotel. 

Number  of  Amount 

Tickets  Enclosed 


Annual  Membership  Luncheon 

Speaker;  Prominent  Speaker  Pending 
Installation  of  TMA  President 
Friday,  May  10,  12:15-2  pm 
$25  per  person 

Cocktails/Dinner/Dance  (cash  bar) 
Friday,  May  10,  6:45  pm-midnight 
$50  per  person 

Dance  Only  (cash  bar) 

Friday,  May  10 
$20  per  person 


name 

phone  # 

address 

city  state  zip 


Charge  to  my Visa MasterCard  Amount  $ 

Acct.  No. Exp.  Date 

Name  on  Card 


Dance  ticket  entitles  person  to  either  dance 

Playback— Big  Band  and  More 
Mai  Fitch  Orchestra 
9 pm-midnight 

Fast  Forward— 50's  and  Beyond 
Vince  Vance  and  the  Valiants 
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TOTAL  $ _ 


Signature 

Ticket  reservation  form  and  payment  must  be  received  by 
April  17.  No  refunds  after  April  24. 

Return  to:  Texas  Medical  Association,  Annual  Session  and 
Scientific  Programming  Department,  1801  N.  Lamar  Blvd., 
Austin,  Texas  78701. 
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The  Program  and  Abstracts  of  the  124th  Texas  Medical  Association  name 
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advance,  return  form  with  payment  of  $6.00  to  Texas  Medical  addr^ 

Association,  Annual  Session  and  Scientific  Programming 

Department,  1801  N.  Lamar  Blvd.,  Austin,  Texas  78701.  
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the  Housing  Bureau,  Dallas  Convention  and 

Iitors  Bureau  through  the  mail,  by  fax,  or  by 
)ne. 

mplete  the  Official  Housing  Request  Form  and 
|arn  immediately  to; 

! A Housing  Bureau 
( lias  Convention  and  Visitors  Bureau 
il  Elm  Street,  Suite  2000 
las,  TX  75270 


Deadlines  for  Reservations— April  1 


LOEWS  ANATOLE  HOTEL  (01) 

2201  Stemmons  Freeway 
Atrium:  $89  Single  $ 99  Double 
Tbwer:  99  Single  109  Double 

Session  Headquarters 


STOUFFER  DALLAS  HOTEL  (02) 


COURTYARD  BY  MARRIOTT  MARKET 
CENTER  (03) 

2101  Stemmons  Freeway 

1 person  2-4  persons 
Fri-Sat  $58  $58 

Sun-Thu  72  82 


QUALITY  HOTEL  MARKET  CENTER  (04) 


^lax:  (214)  746-6799 


2222  Stemmons  Freeway  2015  Market  Center  Blvd 

$94  Single/Double  $60  Single  $65  Double 

Butler  Service-additional  $20 


Call:  Monday-Friday  between  8 am-5  pm  CST: 

, Metropolitan  Dallas  Area  (214)  746-6681  Auxihary  Headquarters 

U.S.  (800)  972-1029 


The  above  room  rates  do  not  include  13% 
occupancy  tax. 


not  send  housing  form  to  Tbxas  Medical 

i;ociation.  This  will  only  delay  your  request. 

,t  four  hotels  in  order  of  preference. 

ladline  for  reservations  is  April  1. 

nfirmations 

|<nowledgement  will  be  sent  within  48  hours  to 
ill  directly  from  the  Housing  Bureau.  Actual 
lifirmation  will  follow  from  hotel  (within  three 
eks). 

lom  Deposits 

. id  deposit  amount  indicated  on  the  confirma- 
n form  directly  to  the  hotel  within  15  days  of 
eipt  of  confirmation.  If  a credit  card  number 
) been  given,  a deposit  is  not  required. 

langes  and  Cancellations 

j changes/cancellations  prior  to  April  1 should 
I made  directly  with  the  Housing  Bureau.  After 
'ril  1,  please  contact  the  assigned  hotel  directly 
Ith  any  changes  or  cancellations.  Notice  of 
icellation  must  be  received  by  hotel  within  72 
.urs  of  your  scheduled  arrival  to  receive  deposit 
iund.  Don’t  be  a no  show! 
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1.  LOEWS  ANATOLE  HOTEL 

2.  STOUFFER  HOTEL 

3.  COURTYARD  BY  MARRIOTT 
MARKET  CENTER 

4.  QUALITY  HOTEL 
MARKET  CENTER 


FOR  HOUSING  BUREAU  USE  ONLY 


Texas  Medical  Association 
124th  Annual  Session 
May  9-12,  1991 
Dallas,  Texas 


OFFICIAL  HOUSING  REQUEST  FORM 


MAIL,  PHONE.  OR  FAX  TO: 

TMA  HOUSING 

1201  Elm  St.,  Ste.  2000 

Dallas,  TX  75270 

FAX:  214/746-6799 

PH;  214/746-6681  or  800/972-1029 


• PLEASE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

• COMPLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  COMPUTER  PROCESSING. 

• ACKNOWLEDGEMENT  WILL  BE  SENT  TO  INDIVIDUAL  INDICATED  BELOW.  CONFIRMATION  WILL  FOLLOW  FROM  HOTEL. 

• PHOTOCOPY  THIS  FORM  IF  MORE  THAN  THREE  ROOMS  ARE  REQUIRED. 


INSTRUCTIONS:  Complete  requested  data  using  abbreviations  as  necessary.  RESERVATION  CUTOFF  DATE APRIL  1,  1991 

(NAME  OF  PERSON  REQUESTING  ROOMS) 


(LAST  NAME) 

(NAME  OF  COMPANY  OR  FIRM) 

(STREET  ADDRESS  OR  PO.  BOX  NUMBER) 


(CITY) 

(STATE) 

(ZIP-USA) 

(COUNTRY) 

(AREA  CODE) 

(PHONE  NUMBER) 

INSTRUCTIONS:  Select  four  Hotels  of  your  choice.  Request  will  not  be  processed  without  four  choices. 


FIRST  CHOICE  EH  EH 

SECOND  CHOICE 

(HOTEL  CODE  #) 

THIRD  CHOICE  EH  EH 

FOURTH  CHOICE 

(HOTEL  CODE  #) 

INSTRUCTIONS: 


1.  PRINT  OR  TYPE  NAMES  OF  ALL  PERSONS  OCCUPYING  EACH  ROOM. 

2.  SELECT  TYPE  ROOM  DESIRED  WITH  ARRIVAL  AND  DEPARTURE  DATES, 
a USE  SAME  FORMAT  FOR  ADDITIONAL  ROOM  REQUESTS. 

4.  PRINT  OR  TYPE  LAST  NAME  FIRST. 


□ □ 
(HOTEL  CODE  #) 


□ □ 
(HOTEL  CODE  #) 


GUARANTEE  LATE  ARRIVAL  BY  CREDIT  CARD 


(Card  Holder  Name) 


(Type  of  Card  AE,  MC,  VISA)  (Credit  card  number)  (Expiration  date) 


GUEST  NAME/S  (PRINT  LAST  NAME  FIRST) 

ROOM 

NO.  1 

1 

CHECK  ONE 

Single  (1  person,  1 bed) 

Double  (2  pers,  1 bed) 

Dbl/Dbl  (2-4  pers.  2 beds) 

Parlor  + 1 bedroom 

Parlor  + 2 bedrooms 

1 

ARR.  DATE  DER  DATE 

2 

ARR.  TIME  n AM  n PM  rCheck  one 

NOTE:  Reservation  will  be  held  until  6 p.m.  unless  spea 
arrangements  are  made  directly  with  hotel.  The  hotel  ma 
request  a deposit. 

3 

4 

1 

CHECK  ONE 

ARR.  DATE  DEP.  DATE 

ROOM 

2 

Single  (1  person,  1 bed) 

Double  (2  pers.  1 bed) 

Dbl/Dbl  (2-4  pers,  2 beds) 

Parlor  + 1 bedroom 

Parlor  + 2 bedrooms 

ARR.  TIME  n AM  n PM  (Check  onel 

NOTE:  Reservation  will  be  held  until  6 p.m.  unless  specii 
arrangements  are  made  directly  v/ith  hotel.  The  hotel  ma 
request  a deposit. 

NO.  2 

3 

4 

1 

CHECK  ONE 

ARR.  DATE  DEP.  DATE 

ROOM 

2 

Single  (1  person,  1 bed) 

Double  (2  pers,  1 bed) 
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The  law  regulates  some  aspects  of 
medical  practice  and  facilitates 
other  aspects.  Two  laws  in  Texas 
that  both  facilitate  and  regidate 
medical  care  are  the  Texas  Natural 
Death  Act  (TNDA)  and  the  Durable 
Power  of  Attorney  for  Health  Care 
(DPOAHC).  The  TNDA  implements 
the  treatment  wishes  of  the  patient 
who  is  terminally  ill.  The  DPOAHC 
designates  a proxy  to  make  medical 
decisions  for  patients  when  they 
become  incompetent.  Because  these 
laws  can  provide  considerable  help 
in  caring  for  terminally  ill  or  incom- 
petent patients,  physicians  in  Texas 
should  understand  these  laws  and 
use  them  in  their  practices. 
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Legal  regulation  of  terminal  care: 
options  and  obstacles 

William  J.  Winslade,  PhD,  JD 


Many  physicians  view  the 
law  primarily  as  a threat 
or  a burden.  The  possibil- 
ity of  malpractice  litigation  poses  a 
threat.  The  increasing  legal  regula- 
tion of  medical  practice  by  govern- 
ment agencies  imposes  burdens. 
Other  physicians  realize  that  law 
can  facilitate  as  well  as  regulate  their 
professional  practice  through  clari- 
fication and  protection  of  patients’ 
and  professionals’  rights.  Law  as  a 
human  instrument  can  be  used 
wisely  or  foolishly,  for  good  as  well 
as  for  evil.  It  is  not  law  itself  but  the 
motives  with  which  and  the  pur- 
poses for  which  the  law  is  used  that 
determine  its  significance  and  value. 

This  article  examines  the  law  in 
relation  to  the  care  and  treatment  of 
terminally  ill  patients  to  illustrate 
the  many  ways  law  shapes,  influ- 
ences, and  directs  the  practice  of 
medicine.  I argue  that  the  legal  regu- 
lation of  terminal  care  in  Texas 
offers  patients  several  options  for 
exercising  their  preferences.  At  the 
same  time,  the  rights  of  profession- 
als are  respected.  Nevertheless,  prac- 
tical and  psychological  factors 
obstruct  the  use  and  usefulness  of 
the  law  related  to  terminal  care. 

When  a physician  provides  care 
and  treatment  for  patients  with  a 
terminal  illness,  especially  hospital- 
ized patients,  recommendations  for 
treatment  are  made  commonly  that 
may  extend  a patient’s  life  (eg,  sur- 
gery, dialysis,  blood  transfusions, 
ventilator  support,  and  tube  feeding). 
If  such  measures  make  patients  com- 
fortable as  well  as  prolong  their  lives, 
questions  are  rarely  raised  about  the 
appropriateness  of  a treatment. 
When  patients  are  clearly  dying  or 
are  permanently  unconscious,  physi- 
cians often  wonder  whether  life 
extension  alone  is  warranted. 


Yet  physicians  commonly  believe 
that  to  do  anything  less  than  all  that 
is  possible  to  prolong  life  poses  legal 
risks.  “Will  I be  sued?”  is  a question 
physicians  ask  whenever  they  con- 
sider withholding  or  withdrawing 
life-support  measures.  Although  this 
question  may  indicate  excessive  cau- 
tion — because  such  lawsuits  are  ex- 
tremely rare  — the  specter  of  malprac- 
tice litigation  casts  a cloud  over  much 
of  medical  practice.  Physicians’  fears 
and  doubts  about  legal  risks  of  lim- 
iting terminal  care  may  not  be  wholly 
rational,  but  they  are  powerful. 

Quite  apart  from  malpractice 
issues,  the  legal  regulation  of  termi- 
nal care  has  increased  greatly  since 
the  mid-1970s.  Legislatures  have 
passed  so-called  “right  to  die” 
statutes,  hospitals  have  developed 
policies  for  “do  not  resuscitate” 
orders,  courts  have  authorized  with- 
drawal of  life  support  in  some  cases 
but  mandated  its  continuance  in 
others,  and  attorneys  offer  conflict- 
ing advice  about  what  is  or  is  not 
legally  permissible.  Physicians  faced 
with  particular  clinical  situations 
often  feel  burdened  by  regulations 
and  frustrated  by  uncertainties 
about  legal  issues.  At  the  same  time, 
physicians  may  mistakenly  believe 
that  the  law  prohibits  the  exercise  of 
medical  discretion  or  may  defen- 
sively invoke  “the  law”  to  avoid 
doing  something  they  don’t  want  to 
do  — even  if  it  is  legally  permissible. 

Development  of  the  Texas 
Natural  Death  Act 

Texas  law  concerning  terminal  care, 
unlike  that  of  some  states,  has 
evolved  more  through  legislative 
reform  than  judicial  opinions.  The 
Texas  Natural  Death  Act  (TNDA), 
first  enacted  in  1977  and  amended 
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in  1979,  1985,  and  1989,  illustrates 
complex  and  perplexing  issues  that 
arise  at  the  intersection  of  medicine, 
law,  ethics,  and  psychology  (1).  This 
law  makes  explicit  the  right  of  com- 
petent individuals  to  direct  their 
physicians  to  withhold  or  withdraw 
artificial  life  support  that  merely 
prolongs  dying.  Despite  evidence 
that  the  public  strongly  supports 
such  lav,^s  (2),  rarely  do  individuals 
exercise  this  right.  If  physicians  are 
aware  that  the  law  exists,  few 
understand  its  provisions  or  discuss 
it  adequately  with  their  patients, 
even  those  suffering  from  a terminal 
illness.  Some  hospitals  have  policies 
to  implement  the  TNDA,  but  the 
results  of  a nationwide  survey  of 
hospital  policy  on  advance  directives 
shows  that  few  seek  to  educate  their 
staff  or  patients  about  its  provisions 
(3).  The  proportion  of  responding 
Texas  hospitals  having  a formal  pol- 
icy on  advance  directives  was  lower 
than  the  national  aggregate  and  no 
responding  Texas  hospitals  had  a 
policy  of  active  inquiry  regarding 
directives  (S.  Van  McCrary,  personal 
communication,  1989).  Why  is  the 
TNDA  so  rarely  used?  This  decep- 
tively simple  question  requires  a 
complex  answer. 

When  the  TNDA  was  first 
enacted  in  1977,  it  was  a restrictive 
statute  that  was  very  limited  in 
scope,  technical,  ambiguous,  and 
bureaucratically  difficult  to  imple- 
ment. Although  the  plight  of  Karen 
Quinlan  lying  permanently  uncon- 
scious attached  to  a ventilator 
prompted  the  passage  of  the  TNDA, 
ironically  it  did  not  apply  to  a per- 
manently unconscious  patient  unless 
the  patient  was  terminally  ill.  The 
1989  amendments  to  the  TNDA, 
however,  changed  the  definition  of 


“terminal  condition”  to  include  irre- 
versible conditions  in  which  life-sup- 
port systems  must  be  used  to  pre- 
vent a natural  death.  In  such  cases 
(eg,  an  irreversible  coma  or  a persis- 
tent vegetative  state)  to  withhold  or 
withdraw  life-sustaining  procedures 
is  now  permissible.  In  addition,  a 
directive  to  physicians  to  withhold 
or  withdraw  life-support  systems 
originally  could  be  made  only  by 
following  a specific  form  prescribed 
in  the  statute.  But  amendments 
passed  in  1985  permit  terminally  ill 
patients  to  use  the  prescribed  form, 
express  their  preferences  in  their 
own  words,  or  even  issue  a nonwrit- 
ten  directive.  The  1989  revisions 
also  make  it  easier  to  satisfy  witness 
requirements  for  a directive  and 
specifically  authorize  physicians  to 
assess  the  competency  of  persons 
who  issue  a directive. 

This  article  is  not  intended  to 
analyze  or  criticize  in  detail  the  pro- 
visions of  the  TNDA.  Others  have 
already  done  so  (4-6).  In  general, 
the  statute  has  been  amended  to 
increase  its  practical  usefulness. 

Even  so,  it  is  doubtful  that  many 
patients  will  issue  directives  or  that 
many  physicians  will  advise  them  of 
their  options  under  the  TNDA.  The 
reasons  for  their  mutual  reluctance 
stem  from  powerful  forces  that 
inhibit  open  discussion  and  overt 
action. 

Why  patients  rarely 
use  the  TNDA 

The  French  essayist  La  Rochefoucauld 
wrote,  “Neither  the  sun  nor  death 
can  be  gazed  at  steadily.”  Just  as  the 
glare  of  the  sun  can  be  blinding,  so 
also  the  darkness  of  death  can  be 
engulfing.  Many  people  avoid  be- 
coming preoccupied  with  their  own 
death  by  denying  its  inevitability. 


To  plan  for  our  own  death 
requires  overcoming  both  denial  and 
ambivalence.  One  commentator  has 
proposed  that  planning  for  a person’s 
own  death  be  made  a cultural  ritual 
at  some  time  in  his  or  her  life  — upon 
reaching  adulthood,  after  the  birth 
of  a child,  upon  reaching  a desig- 
nated age.  A conversation  with  the 
family  physician  — and  perhaps  the 
personal  attorney  — as  well  as  loved 
ones  would  result  in  a written  docu- 
ment that  spells  out  personal  prefer- 
ences and  includes  a Durable  Power 
of  Attorney  for  Health  Care  (7). 

It  is  difficult  to  gaze  steadily  at 
death  when  we  are  healthy  and,  for 
different  reasons,  to  do  so  when  we 
are  ill.  But  we  must  confront  directly 
the  prospect  of  our  own  death  to 
issue  a TNDA  directive.  For  most  of 
us  this  is  a formidable  task.  For 
those  who  have  strong  feelings 
about  the  meaning  and  quality  of 
their  own  lives,  the  TNDA  provides 
a way  to  anticipate  and  control  their 
dying  in  certain  circumstances.  But 
even  those  with  clear  or  strong  feel- 
ings may  not  put  them  into  practice. 
Several  reasons  explain  why. 

Many  people  are  still  unaware  of 
the  TNDA,  or  at  least  of  its  detailed 
provisions.  Others,  even  if  aware  of 
the  TNDA,  are  intimidated  by  the 
law  as  much  as  they  are  by  medicine 
and  hospitals.  Those  of  us  who  spend 
our  professional  lives  in  the  midst  of 
law  or  medicine  may  forget  how  for- 
eign these  environments  are  to  most 
people.  Unless  the  options  provided 
by  the  TNDA  are  explicitly  and  sen- 
sitively presented,  few  people  are 
likely  to  initiate  the  process  neces- 
sary to  issue  a directive  in  any  form. 

Another  obstacle  to  the  use  of  the 
TNDA  is  that  many  persons  are 
reluctant  to  express  their  preferences 
in  writing.  To  sign  a TNDA  directive 
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or  similar  document  is  to  acknowl- 
edge concretely  the  inevitability  of 
one’s  own  death.  In  this  respect,  the 
revision  of  the  TNDA  to  permit  a 
nonwritten  directive  is  a valuable 
option.  But  patients  in  a hospital  are 
unlikely  to  initiate  the  conversation 
necessary  to  effectuate  it.  They  may 
be  distracted  or  frightened  by  their 
illness  or  by  hospital  procedures. 
Some  patients  do  not  want  to 
“bother”  their  physicians;  others 
fear  that  if  they  bring  up  the  topic  of 
death  they  will  be  neglected  or  judged 
harshly.  Many  patients  await  per- 
mission from  their  physicians  to  bring 
up  the  topic  of  death;  they  seek  reas- 
surance that  the  physician  will  not 
be  angry  with  them  if  they  express 
their  preferences  about  dying. 

Why  physicians  rarely  discuss 
the  TNDA  with  their  patients 

Physicians,  like  patients,  may  not 
know  much  about  the  TNDA. 
Despite  regular  attention  by  the 
media  to  death  and  dying  for  the 
past  20  years,  few  professionals  fully 
understand  the  TNDA.  Even  those 
who  are  aware  of  the  TNDA  may 
not  distinguish  between  the  TNDA 
and  Living  Wills  or  know  the  precise 
details  of  the  TNDA  and  the  options 
it  provides.  A “Living  Will”  is  a 
document  promulgated  by  Concern 
for  Dying,  an  educational  council  in 
New  York,  that  advocates  the  right 
of  individuals  to  express  their  pref- 
erences about  terminal  cases.  The 
Living  Will  document  uses  more 
general  language  than  the  TNDA 
Directive  to  Physicians,  but  may  be 
a legally  valid  expression  of  patient 
preferences  as  a result  of  the  1985 
amendments  to  the  TNDA. 

Physicians  are  often  confused, 
uninformed,  or  hostile  toward  the 
law,  even  though  it  is  designed  to 


facilitate  their  carrying  out  their 
professional  responsibilities.  Lor 
example,  the  TNDA  specifically  pro- 
tects physicians  from  being  charged 
with  euthanasia  or  mercy  killing  if 
they  comply  with  a valid  TNDA 
directive.  Lurthermore,  the  act  rec- 
ognizes that  some  physicians  might 
personally  object  to  carrying  out  a 
directive.  These  physicians  are 
instructed  to  try  to  transfer  the 
patient  to  a physician  who  is  willing 
to  do  so. 

The  TNDA  was  drafted  to  pro- 
tect physicians  against  any  legal  lia- 
bility as  well  as  to  promote  patients’ 
rights,  yet  physicians  may  irra- 
tionally fear  litigation  if  they  comply 
with  a patient  directive.  This  is  espe- 
cially true  in  situations  when  patients 
and  their  families  are  in  conflict  with 
each  other  or  with  the  hospital.  The 
law  is  clear,  however,  that  the  prefer- 
ences of  competent  patients  concern- 
ing the  use  of  life-support  measures 
are  legally  binding.  Lamily  members 
have  no  legal  authority  to  impose 
their  own  preferences;  if  the  patient 
is  unable  to  communicate,  family 
members  may,  however,  convey  the 
preferences  of  the  patient. 

Physicians  may  resist  the  use  of 
the  TNDA  for  reasons  other  than 
ignorance,  confusion,  or  misunder- 
standing. Some  physicians  do  not 
accept  the  notion  that  patients  rather 
than  physicians  have  the  right  to 
decide  about  the  use  of  life-support 
technologies.  Physicians  who  are 
vitalists  — who  believe  (on  religious 
or  secular  grounds)  that  life  itself  is 
an  ultimate  value  — are  not  willing 
to  use  the  TNDA  to  shorten  life  or 
hasten  death.  Such  physicians  are 
likely  neither  to  bring  up  the  TNDA 
with  their  patients  nor  to  abide  by 
its  provisions.  Their  resistance  is 
based  on  personal  moral  values  that 
do  not  give  priority  to  the  individual 


legal  rights  articulated  in  the  TNDA. 
Although  from  a legal  point  of  view 
this  is  an  abuse  of  power,  no  specific 
provisions  of  the  TNDA  prevent  or 
punish  such  conduct. 

Approaches  to  the  use  of  the 
TNDA 

The  responsibility  for  making  the 
TNDA  an  option  for  patients  falls  in 
part  upon  physicians.  Attorneys  and 
hospital  administrators  also  share 
the  responsibility  for  informing 
clients,  patients,  and  the  public.  As 
indicated  previously,  many  patients 
hesitate  to  bring  up  the  questions 
germane  to  issuing  a TNDA  direc- 
tive to  physicians.  Physicians,  how- 
ever, are  obligated  to  inform  their 
patients  of  their  treatment  and  non- 
treatment options.  Physicians  have  a 
responsibility  not  only  to  inform  but 
also  to  educate  their  patients.  This 
can  be  accomplished  if  a physician  is 
sensitive  to  patients’  responses  to  an 
offer  of  education.  That  is,  a physi- 
cian should  educate  patients  through 
a dialogue  based  on  assessing  what  a 
patient  wants  to  know,  discuss,  and 
choose.  The  goal  of  the  process  is 
mutual  understanding  and  respect  — 
not  one-way  disclosure.  Some  patients 
may  want  their  options  spelled  out 
in  detail  and  may  prefer  to  docu- 
ment their  preferences  in  writing; 
others  may  want  to  express  their 
preferences  verbally;  still  others 
might  exercise  the  option  to  appoint 
a health  care  representative  to  speak 
in  their  behalf  when  they  cannot 
speak  for  themselves.  The  physi- 
cian’s job  is  to  discern  through  con- 
versations with  the  patient,  staff, 
and  family  the  individual  needs  of  a 
patient.  This  model  applies  to  most 
physician-patient  interactions  but  is 
particularly  appropriate  in  bringing 
up  the  TNDA  for  discussion. 
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Although  the  TNDA  is  rarely 
documented  and  formalized,  some 
physicians,  especially  those  who 
treat  seriously  ill  patients  (eg,  those 
suffering  from  AIDS,  kidney  failure, 
or  cancer)  utilize  the  TNDA  in  an 
informal  manner.  One  such  physi- 
cian who  treats  many  patients  termi- 
nally ill  with  AIDS  is  vigilant  for 
conversational  cues  that  the  patient 
wants  to  discuss  the  question  of  life 
support.  Patients  vary  considerably 
in  their  directness,  interest  in  details, 
willingness  to  include  family  mem- 
bers in  such  discussions,  and  deci- 
siveness. For  example,  one  patient 
was  adamant  that  he  did  not  want 
CPR  if  he  suffered  a cardiac  arrest 
but  was  willing  to  take  his  chances 
on  a ventilator.  This  patient  appreci- 
ated the  candor  of  the  physician 
who  presented  him  with  his  options, 
including  his  designation  of  a specific 
family  member  as  his  health  care  re- 
presentative in  case  he  became  incom- 
petent. This  was  particularly  helpful 
because  until  this  open  discussion 
occurred,  the  patient  and  the  family 
were  visibly  anxious  and  confused. 

Other  patients  may  clearly  com- 
municate, directly  or  indirectly,  that 
they  do  not  want  to  discuss  such 
matters  at  all.  In  these  situations,  the 
physician  should  respect  the  patient’s 
right  to  silence,  denial,  or  privacy. 
One  patient  with  AIDS  not  only 
never  discussed  terminal  care  but 
also  indicated  clearly  by  his  behav- 
ior and  obvious  denial  that  he  did 
not  want  to  do  so.  He  died  without 
ever  talking  with  his  physician  about 
his  impending  death. 

Durable  Power  of  Attorney 
for  Health  Care 

A recent  legal  development  that  pro- 
vides patients  with  another  option  is 
the  1989  Texas  statute  establishing  a 
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Durable  Power  of  Attorney  for 
Health  Care  (DPOAHC)  (8).  The 
TNDA  contains  a specific  provision 
for  designating  a health  care  repre- 
sentative for  the  purpose  of  effectu- 
ating the  TNDA.  The  DPOAHC 
permits  competent  adults  to  delegate 
to  another  person  the  general 
authority  to  make  health  care  deci- 
sions for  them.  The  durable  power 
vested  in  the  agent  becomes  opera- 
tive when  the  person  who  made  the 
designation  becomes  incompetent. 
The  statute  protects  — perhaps  too 
well  — the  desires  of  the  individual; 
they  prevail  over  the  agent’s  decision 
even  if  the  person  has  become 
incompetent.  When  there  is  no  dis- 
agreement between  the  person  and 
the  agent,  however,  the  durable 
power  statute  greatly  facilitates 
medical  decision  making  without 
requiring  guardianship  or  court 
orders  to  meet  legal  demands. 

Although  the  DPOAHC  is  a posi- 
tive step  toward  eliminating  some 
legal  burdens  imposed  on  the  physi- 
cian-patient relationship,  it  creates 
burdens  of  its  own.  Like  the  original 
TNDA,  the  durable  power  statute 
contains  some  technical  provisions 
and  complexities  that  may  discour- 
age patients  and  physicians  from 
using  it.  A collaborative  educational 
effort  must  be  made  to  inform  and 
educate  patients,  families,  physi- 
cians, hospital  administrators,  and 
attorneys  about  the  procedures 
specified  in  the  DPOAHC. 

Without  a successful  educational 
program,  this  new  statute  will  be  as 
underutilized  as  the  TNDA.  Yet  the 
DPOAHC  may  make  discussions 
about  health  care  psychologically 
easier  for  patients,  families,  and 
physicians  because  they  address 
decision-making,  not  necessarily 
death-producing,  procedures.  “Who 
should  make  decisions  if  the  patient 
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becomes  incompetent?”  is  a much 
less  threatening  question  than  “When 
should  the  patient  be  allowed  to 
die?”  The  DPOAHC  provides  an 
effective  and  efficient  instrument  for 
patients  to  protect  and  communicate 
their  preferences.  Its  widespread  use 
should  be  encouraged  by  physicians 
and  health  care  institutions. 

Recently  enacted  federal  law 
(effective  November  1,  1991) 
requires  Medicare-participating  hos- 
pitals, skilled  nursing  facilities, 
home  health  agencies,  and  hospice 
programs  to  inform  patients  in  writ- 
ing of  their  rights  under  state  law  to 
consent  to  or  refuse  treatment, 
including  their  right  to  make 
advance  directives.  This  information 
must  be  given  to  a patient  on  admis- 
sion to  the  hospital  or  nursing 
home,  or  when  a patient  initially 
receives  care  from  a home  health 
agency  or  a hospice  program. 
Patients’  preferences  must  he  sup- 
ported by  institutional  policies  and 
procedures  and  documented  in 
patients’  records.  Hospitals  also 
must  offer  education  for  its  staff  and 
the  community  on  advance  direc- 
tives such  as  the  TNDA  and  the 
DPOAHC.  This  new  legal  regulation 
assigns  specific  responsibilities  to 
health  care  providers  not  only  to 
inform  and  educate  patients,  but 
also  to  respect  their  preferences. 

Dealing  with  the  silent  patient 

The  TNDA  is  not  limited  to  compe- 
tent adults  who  have  formally 
expressed  preferences  concerning  the 
use  of  life-support  measures.  If  a ter- 
minally ill  adult  who  has  not  exe- 
cuted a TNDA  Directive  to  Phys- 
icians concerning  the  use  of  life 
support  and  has  not  designated  a 
health  care  representative  becomes 
permanently  incompetent  or  uncon- 
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scious,  then  the  TNDA  authorizes 
family  members  to  communicate  a 
patient’s  preferences  or  to  make  a 
decision  according  to  their  belief 
about  what  the  patient  would  want. 
In  addition,  parents  may  sign  a 
directive  to  physicians  on  behalf  of  a 
terminally  ill  child.  As  an  alterna- 
tive, a court-appointed  guardian, 
with  general  or  specific  authority, 
may  make  medical  decisions  for  an 
incompetent  person.  The  guardian, 
in  consultation  with  physicians,  may 
find  it  easy  to  make  routine  deci- 
sions concerning  care  and  comfort 
but  may  be  uneasy  about  or  unwill- 
ing to  make  terminal  care  decisions 
concerning  life-support  measures. 

Even  when  a family  member  or  a 
guardian  is  willing  to  render  such 
decisions,  a particularly  vexing 
problem  concerns  the  use  of  arti- 
ficial nutrition  with  terminally  ill 
patients  (9).  For  example,  at  one 
Texas  hospital,  a patient  who  was  in 
a persistent  vegetative  state  without 
need  of  ventilator  support  was  sus- 
tained by  tube  feeding  for  more  than 
5 years.  Finally,  after  exhaustive 
administrative  and  legal  review, 
extensive  staff  discussion,  family 
consensus,  and  ethics  consultation, 
the  feeding  tubes  were  removed  and 
the  patient  died.  Although  the  deci- 
sion process  was  careful,  reflective, 
and  well  documented,  many  partici- 
pants were  uneasy  about  the  lack  of 
clear  legal  guidance  and  the  ethical 
ambiguity  about  the  withdrawal  of 
nutrition. 

No  cases  dealing  with  removal  of 
artificial  nutrition  and  hydration 
from  terminally  ill  patients  have 
been  decided  in  Texas  courts.  The 
1989  amendments  to  the  TNDA 
make  it  clear  that  a patient  in  a per- 
sistent vegetative  state  (described 
above)  would  now  be  classified  as 


having  a terminal  condition.  But  is 
tube  feeding  an  artificial  life  support 
or  a medical  procedure  deemed  nec- 
essary to  provide  care  and  comfort? 
A Texas  Attorney  General’s  Opinion 
(10)  has  stated  that  this  is  “a  ques- 
tion which  depends  upon  the  exper- 
tise of  the  medical  profession  for  its 
resolution  in  each  individual  case.” 

The  permissibility  of  discontinu- 
ing nutritional  support  for  a patient 
with  an  irreversible  condition  for 
whom  such  measures  only  postpone 
death  has  long  been  debated. 
Decisions  about  artificial  feeding  are 
not  solely  medical;  they  are  also 
moral.  Furthermore,  such  decisions 
go  to  the  heart  of  the  relationship 
between  the  individual  and  the  state. 
After  several  state  courts  authorized 
the  removal  of  nutrition  in  certain 
situations,  a cautious  legal  consen- 
sus appeared  to  have  developed.  The 
consensus  faded,  however,  when  the 
Missouri  Supreme  Court  (11)  ruled 
that  “life  is  precious  and  worthy  of 
preservation  without  regard  to  its 
quality.”  The  US  Supreme  Court 
heard  arguments  on  the  right  to  life 
in  general  and  the  removal  of  gas- 
trostomy tubes  in  particular  (12). 
Nancy  Cruzan’s  parents,  who  are 
her  legal  guardians,  sought  the 
authority  to  discontinue  nutritional 
support  for  their  adult  daughter 
who  has  been  in  a persistent  vegeta- 
tive state  for  nearly  7 years. 

When  the  US  Supreme  Court 
finally  issued  its  opinion  in  the 
Cruzan  case,  it  made  a narrow  legal 
ruling  while  recognizing  a broad 
constitutional  right  to  refuse  treat- 
ment. The  Missouri  law  requiring 
“clear  and  convincing”  evidence  of  a 
patient’s  preference  concerning  treat- 
ment refusal  and  the  opinion  of  the 
Missouri  Supreme  Court  that  this 
strict  evidentiary  standard  had  not 


been  met  in  the  Cruzan  case  was 
upheld.  Thus  Nancy  Cruzan’s  par- 
ents were  not  permitted  to  order  the 
physicians  to  withhold  nutrition 
from  her.  However,  the  Cruzans 
returned  to  court  with  “new”  evi- 
dence of  Nancy’s  preferences  and  the 
Missouri  Attorney  General  did  not 
challenge  them.  After  the  court  ruled 
that  the  evidentiary  standard  had 
now  been  met,  Nancy’s  parents 
asked  that  artificial  nutrition  and 
hydration  be  discontinued.  Nancy 
Cruzan  died  in  late  December,  1990. 

Apart  from  the  narrow  ruling  on 
the  details  of  the  Cruzan  case,  the 
US  Supreme  Court  affirmed  the  right 
of  competent  patients  to  refuse  life- 
sustaining  treatment.  This  enhances 
the  importance  of  documents  such 
as  the  TNDA  as  an  expression  of  a 
competent  patient’s  preferences.  It 
also  clarified  the  authority  of  an 
agent  appointed  under  a DPOAHC 
to  speak  on  behalf  of  an  incompe- 
tent patient. 

Furthermore,  the  US  Supreme 
Court,  like  the  American  Medical 
Association,  treats  artificial  nutrition 
like  any  other  form  of  artificial  life- 
support.  This  reinforces  the  opinion 
of  the  Texas  Attorney  General  men- 
tioned earlier.  The  Texas  Fegislature 
might  further  clarify  this  situation 
by  specifically  amending  the  TNDA 
to  stipulate  that  artificial  life-sup- 
port includes  (but  is  not  limited  to) 
artificial  ventilation,  nutrition,  or 
other  technologies  that  provide  no 
therapeutic  benefits  other  than  to 
prolong  organic  life.  This  would 
provide  legal  guidance  while  pre- 
serving medical  discretion. 

Finally,  it  should  be  emphasized 
that  even  though  the  strict  Missouri 
law  was  upheld,  the  laws  and  prac- 
tices of  other  states  such  as  Texas 
are  not  changed  by  the  Cruzan  deci- 
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sion  (13).  If  anything,  the  Cruzan 
decision  implicitly  endorses  the  well- 
developed  Texas  law  that  recognizes 
the  right  of  individuals  to  refuse  un- 
wanted medical  treatment.  Further- 
more, Texas  law  — embodied  in  the 
TNDA  and  the  DPOAHC  — enables 
patients,  physicians,  and  families  to 
work  collaboratively  in  particular 
situations  to  respect  patients’  known 
preferences  even  if  they  have  not 
been  formally  documented.  The 
message  is  clear,  however,  that  all 
persons  should  make  their  prefer- 
ences concerning  medical  treatment 
known  and,  better  yet,  document 
them  in  writing. 

Single  copies  of  the  Texas  Natural 
Death  Act,  Directive  to  Physicians 
and  the  Durable  Power  of  Attorney 
for  Health  Care  are  available  from 
TMA.  Send  a self-addressed,  stamped 
envelope  to  Office  of  the  General 
Counsel,  TMA,  1801  N Lamar, 
Austin,  TX  78701. 
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For  the  foreseeable  future  in  Texas, 
AIDS  will  present  a formidable 
challenge  to  practitioners,  medically 
and  ethically.  Testing  should  con- 
tinue to  focus  on  individuals  in 
high-risk  groups,  although  some 
professionals  encourage  broader, 
voluntary  screening.  Because  the 
disease  is  currently  fatal,  physicians 
and  patients  need  to  address  deci- 
sions concerning  life-sustaining 
treatment  before  the  disease  be- 
comes advanced.  Two  new  acts,  the 
revised  Texas  Natural  Death  Act 
and  the  new  Durable  Power  of 
Attorney  allow  parties  to  plan 
ahead  rationally  with  legal  protec- 
tion. Other  new  pieces  of  legisla- 
tion, passed  by  the  71st  Texas 
Legislature,  address  timely  issues 
such  as  consent  for  testing,  notifi- 
cation of  others,  protection  of 
health  care  workers,  and  guidelines 
for  insurance  companies.  Physicians 
may  have  a moral  and  professional 
obligation  to  treat  AIDS  victims, 
although  this  is  not  mandated  by 
current  state  law. 
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Ethical  and  legal  issues  in  the  treatment 
of  patients  with  AIDS 

Eugene  V.  Boisaubin,  MD 


The  statement  that  AIDS  has 
become  the  most  challenging 
and  demanding  disease  of  the 
later  half  of  the  20th  century  may 
no  longer  be  hyperbole.  As  of  Sep- 
tember 1990,  more  than  10,700 
AIDS  cases  were  registered  in  Texas, 
and  The  University  of  Texas  School 
of  Public  Health  estimates  that  as 
many  as  45,000  will  be  identified  by 
1992.  Although  AIDS  is  a disease 
that  currently  has  its  greatest  impact 
upon  large  metropolitan  areas  such 
as  Houston,  Dallas,  and  San 
Antonio,  its  prevalence  in  other 
areas  is  increasing.  Virtually  all  spe- 
cialties of  medicine,  particularly  in 
urban  areas,  will  eventually  see  and 
treat  manifestations  of  this  syndrome. 

Various  ethical  dilemmas  for  the 
physician  caring  for  these  patients 
will  also  occur  more  commonly. 
First,  AIDS  is  a disease  that  soon 
after  diagnosis  may  pose  questions 
about  the  use  of  life-prolonging 
therapies.  Too  little  use  of  such  ther- 
apies may  deprive  patients  of  mean- 
ingful time;  too  much  use  may  cause 
patients  unnecessary  suffering  and 
consume  expensive  and  limited 
resources.  Second,  the  loss  of  mental 
competence  makes  many  patients 
unable  to  make  decisions  for  them- 
selves at  the  time  when  they  are 
most  critically  ill.  Third,  although 
Texas  now  has  two  laws  that  outline 
decision-making  procedures  when 
an  incompetent  patient  needs  life 
support,  these  laws  are  best  imple- 
mented when  planning  has  taken 
place  before  the  crisis.  Since  trans- 
mission of  AIDS  is  now  better 
understood,  important  issues  also 
arise  for  the  clinician  in  deciding 
who  should  be  tested  and  who 
should  be  notified  about  the  disease. 
Should  spouses  be  notified  of  an 
individual’s  HIV  positivity?  And  if 


spouses,  then  what  about  other  sex- 
ual contacts,  homosexual  lovers, 
and  groups  like  insurance  companies 
or  state  agencies? 

And  what  about  the  individual 
physician?  Is  there  an  obligation  to 
treat  victims  of  AIDS,  and  how 
should  the  physician  balance  per- 
sonal risks  versus  obligations  to 
patient  care?  This  article  addresses 
these  controversial  but  important 
issues  in  ethics  and  care  for  patients 
with  AIDS. 

In  addition,  the  71st  Texas  Legis- 
lature adopted  comprehensive  legis- 
lation (1)  changing  Texas  statutes 
pertaining  to  AIDS  and  HIV  infec- 
tions. Both  the  Communicable 
Disease  Prevention  and  Control  Act 

(2)  and  the  Texas  Insurance  Code 

(3)  were  revised  extensively.  Refer- 
ences to  sections  of  these  statutes  are 
made,  but  the  reader  who  desires 
more  detail  can  gain  information 
from  the  Texas  Medical  Association 
or  local  medical  and  legal  channels. 

Issues  in  individual  patient  care 

All  clinicians,  regardless  of  their 
direct  involvement  in  treating  patients 
with  AIDS  must  address  the  first 
issue:  which  patients  should  be 
tested?  Primary  care  practitioners  of 
all  adolescent  and  adult  patients 
should  ask  specifically  about  a past 
history  of  blood  or  blood  product 
transfusion,  especially  before  1985, 
and  intravenous  drug  abuse.  Ideally, 
male  patients  should  be  asked  about 
homosexual,  bisexual,  or  promiscu- 
ous heterosexual  behavior.  All 
patients  who  fall  into  a high-risk 
group  should  be  strongly  encour- 
aged to  undergo  serologic  testing. 
Currently  more  than  95%  of  all 
patients  with  AIDS  remain  in  these 
high-risk  groups. 
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Most  physicians,  however,  do  not 
take  sexual,  drug  abuse,  or  transfu- 
sion histories,  and  many  patients 
will  not  readily  admit  to  certain 
“undesirable”  behaviors.  Alterna- 
tively, the  clinician  can  list  these 
major  risk  factors  and  then  recom- 
mend that  the  patients  may  simply 
want  to  be  tested,  as  anyone  might, 
for  their  own  information  and  peace 
of  mind.  A patient  who  is  in  a high- 
risk  group  or  has  a suggestive  medi- 
cal problem  should  be  strongly  en- 
couraged to  undergo  testing. 

Before  testing,  informed  consent 
must  be  obtained  and  noted  in  the 
chart,  although  a form  signed  by  the 
patient  is  no  longer  required  (4). 

The  physician  should  emphasize  the 
advantages  of  early  diagnosis  and 
treatment,  personal  responsibility, 
and  protection  of  loved  ones.  Patients 
at  risk  who  initially  refuse  testing 
should  be  emphatically  and  repeti- 
tively encouraged  to  comply,  although 
they  cannot  be  routinely  forced. 
Persistent  patient  refusals  and  rea- 
sons should  be  well  documented  in 
the  record  for  physician  protection. 

If  the  patient  tests  positive  for  the 
HIV  antibody,  various  issues,  both 
medical  and  social,  need  to  be  dis- 
cussed. Questions  of  AZT  therapy 
and  prophylactic  medication  against 
opportunistic  infection  are  only  two 
current  medical  issues.  If  the  clini- 
cian is  unfamiliar  with  these  thera- 
pies, appropriate  referral  to  or  con- 
sultation with  physicians  who  have 
more  expertise  is  mandatory. 

Equally  important  are  the  issues 
of  social  education.  Patients  need  to 
receive  detailed  instruction  concern- 
ing possible  modes  of  transmission 
and  specifically  what  constitutes 
high-risk  sexual  behavior.  In  fact, 
state  legislation  requires  that  when  a 
patient  is  notified  of  HIV  infection, 
immediate  face-to-face  counseling 


must  be  provided  (4).  Relationships 
to  sexual  partner  as  well  as  broader 
issues  of  life  planning  must  also  be 
addressed.  Books  are  now  available 
to  assist  the  clinician  with  these 
difficult  discussions  (5).  For  the 
physician  uncomfortable  with  blunt 
and  detailed  explanation  in  these 
areas,  referral  or  consultation  with 
other  physicians  or  support  groups 
is  mandatory. 

As  long  as  the  HIV-infected  indi- 
vidual remains  asymptomatic,  many 
would  argue  that  more  serious  issues 
of  advance  medical  directives  or  of 
transferring  medical  authority  to 
others  are  premature.  On  the  other 
hand,  a percentage  of  patients  may 
quickly  develop  the  full-blown  symp- 
tomatic phase  without  the  opportu- 
nity for  adequate  clinical  decision 
making.  Clinical  judgment  needs  to 
be  used,  but  always  erring  on  the 
side  of  earlier  discussion  is  best,  since 
both  patients  and  physicians  procras- 
tinate and  are  hesitant  to  face  the 
ultimate  consequences  of  the  disease. 

The  need  for  early  discussion  and 
decision  making  is  obvious  (6).  First, 
to  reiterate,  AIDS  remains  today  an 
essentially  fatal  disease,  and  issues 
concerning  supportive  care  versus 
life-sustaining  treatment  such  as 
mechanical  ventilation  or  cardiopul- 
monary resuscitation  need  to  be  dis- 
cussed openly  and  honestly.  Second, 
loss  of  mental  competence  becomes 
a tragically  common  phenomena 
with  advancing  AIDS.  Shared  deci- 
sion making  is  impossible  at  this 
time,  and  repeated  studies  have 
shown  that  physicians  cannot  antici- 
pate their  patients’  wishes  unless 
direct  questions  are  asked  (7). 

For  other  incompetent  patients 
with  debilitating  or  terminal  disease, 
input  from  family  members  is  often 
sought,  although  it  represents  a gray 
legal  and  moral  area.  The  homosex- 


ual patient  with  AIDS  may  prefer  a 
lover  or  other  friend  to  make  proxy 
medical  decisions  rather  than  a fam- 
ily member.  Tragically,  some  gay 
men,  like  the  indigent  intravenous 
drug  abuser,  have  been  disenfran- 
chised from  their  families,  and  rela- 
tives may  remain  indifferent  or  even 
hostile  to  the  needs  and  best  inter- 
ests of  the  patient. 

Fortunately,  Texas  also  has  revised 
one  piece  of  legislation  and  created 
another  that  greatly  facilitate  solving 
this  decision-making  dilemma.  The 
first  is  the  revised  Natural  Death 
Act,  which  allows  any  competent 
patient  to  express  his  or  her  desires 
concerning  limitations  of  “life  sus- 
taining procedures”  when  a terminal 
or  irreversible  condition  is  present 
(8).  This  directive  can  be  completed 
at  any  time,  may  be  made  verbally, 
and  allows  the  patient  to  designate  a 
proxy  medical  decision  maker. 

A second  option  is  the  Durable 
Power  of  Attorney  for  Health  Care 
(DPOAHC),  which  allows  a compe- 
tent adult  to  have  health  care  for 
him  or  her  decided  by  another  in  the 
event  of  incapacity  (9).  The  proxy  or 
“agent’s”  authority  is  limited  by 
whatever  is  granted  in  the  document 
and  is  effective  only  during  incapacity. 

Other  limitations  to  the  DPOAHC 
need  to  be  carefully  read  and  delib- 
erated. In  fact,  unlike  the  Natural 
Death  Act,  which  focuses  only  on 
limiting  medical  intervention  sur- 
rounding death,  the  DPOAHC  may 
cover  a broad  area  of  possible  health 
problems  and,  therefore,  needs  to  be 
discussed  with  a physician  and 
potential  agents.  Ideally,  legal  coun- 
sel also  should  be  sought  to  assist  in 
interpreting  and  completing  this  act. 
Both  of  these  forms  are  available 
through  the  Texas  Medical  Assoc- 
iation or  local  medical  societies. 
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For  the  physician,  these  acts  not 
only  greatly  assist  future  medical 
decision  making  but  also  give  legal 
protection  so  long  as  the  clinician 
acts  in  good  faith.  On  the  other 
hand,  physicians  are  obligated  by 
law  to  carry  out  the  intended 
request  or  to  arrange  transfer  of  care 
to  another  physician.  When  com- 
pleted, multiple  copies  of  either  form 
should  be  made  available  and 
specifically  entered  into  necessary 
records  and  charts.  A meticulously 
completed  DPOAHC,  locked  in  a 
safety  deposit  box,  is  of  no  benefit 
to  the  patient  when  he  arrives  stu- 
porous in  the  emergency  center  with 
pneumocystis  pneumonia. 

Unfortunately,  despite  the  avail- 
ability of  these  excellent  documents, 
many  victims  of  AIDS  enter  their 
final  illness  mentally  incapacitated 
and  without  previously  written 
guidelines  for  care  (6).  Physicians 
need  to  be  cautious  of  interpreting 
input  from  family,  friends,  and 
lovers,  and  should  reject  recommen- 
dations that  obviously  are  not  in  the 
patient’s  best  interests.  Sincerely 
concerned  family  or  friends  should 
be  encouraged  to  seek  legal  guard- 
ianship of  the  patient,  especially  if 
the  incapacity  is  to  be  protracted. 

In  public  hospitals,  in  particular, 
where  victims  of  AIDS  may  die 
without  home,  family,  friends,  or  an 
attorney,  physicians  often  do  not 
pursue  guardianship  but  rather 
make  major  decisions  on  their  own. 
Their  decisions  may  be  both  medi- 
cally and  morally  correct  and  neces- 
sary, although  the  law  does  not  offer 
obvious  protection  for  the  physician 
if  disputes  arise  later.  Medical  uncer- 
tainty may  be  clarified  through  the 
use  of  consultation  or  referral  to 
experts  in  the  field.  Legal  questions 
may  be  addressed  through  a hospital 


attorney  and  moral  issues,  in  large 
hospitals,  through  a medical  ethics 
committee  or  consultation  service  (10). 

Issues  of  confidentiality 

Traditionally  in  law  and  medical 
ethics,  competent,  informed  individ- 
uals are  allowed  to  harbor  their  own 
diseases  and  may  even  forego  poten- 
tially life-saving  therapy  (11).  A 
major  exception  to  this  caveat  is 
whether  the  harbored  disease  can 
directly  afflict  or  harm  another. 
Because  AIDS  is  both  transmissible 
and  deadly  and  because  concern  for 
epidemic  spread  is  present,  increas- 
ing pressure  has  come  from  medical 
groups,  the  law,  and  the  public  to 
breach  the  usual  standards  of  medi- 
cal confidentiality  and  allow  others 
to  be  notified  (12).  The  state  of 
Texas  currently  requires  reporting  of 
all  positive  test  results;  it  even 
allows  but  does  not  require  health 
professionals  to  notify  a spouse  of 
the  results  (13).  The  statute  makes 
no  reference  to  notifying  others, 
including  nonspousal  sexual  con- 
tacts. Physicians  may  feel  obligated 
to  notify  others  who  are  directly 
affected  and  this  may  be  the  correct 
moral  and  professional  standard  of 
conduct.  Unfortunately,  the  law 
does  not  specifically  protect  the  clin- 
ician from  being  sued  for  breach  of 
confidentiality  in  these  circumstances. 

To  facilitate  notification  of  oth- 
ers, the  state  of  Texas  has  instituted 
a Partner  Notification  Program  and 
Referral  Service  (14).  Infected  indi- 
viduals may  voluntarily  disclose  the 
names  of  sexual  partners,  and  public 
health  authorities  will  notify  those 
people  of  possible  exposure.  Identi- 
fication of  the  infected  person  and 
details  of  exposure  are  not  released. 
The  potential  use  and  effectiveness 


of  such  a notification  program  is 
unknown.  Health  care  workers  and 
institutions  also  need  to  be  aware  of 
Section  9.07  of  the  Communicable 
Disease  Prevention  and  Control  Act, 
which  states  that  if  a health  care 
worker  is  accidently  exposed  to 
HIV,  the  health  care  facility  may  test 
the  possibly  infected  exposer,  even 
without  that  person’s  consent. 
Physicians  also  may  test  for  suspected 
HIV  infections  without  specific  con- 
sent if  a patient  has  signed  a general 
medical  consent  form.  Furthermore, 
the  act  authorizes  physicians  per- 
forming medical  or  surgical  proce- 
dures that  may  expose  them  to  HIV 
to  require  patients  to  undergo  test- 
ing (Section  9.02). 

AIDS,  like  any  serious  and  pro- 
gressive disease,  can  be  costly,  and 
many  of  its  victims  — for  example, 
the  urban  drug  abuser  — are  unin- 
sured. Medical  insurers  are  obvi- 
ously concerned  about  accepting  any 
individual  with  a known  fatal  dis- 
ease into  an  insurance  pool.  Many 
insurers,  therefore,  have  required 
HIV  testing  for  individuals  applying 
for  coverage.  This  is  allowable  so 
long  as  a decision  to  require  testing 
is  not  discriminatory  against  appli- 
cants with  biasing  factors  such  as 
certain  occupations,  marital  status, 
or  even  zip  code.  In  general,  the  new 
state  laws  balancing  confidentiality 
against  the  wishes  of  insurance  car- 
riers are  becoming  extremely  com- 
plex and  should  be  reviewed  care- 
fully by  all  hospitals  or  private 
practice  personnel  involved  in 
billing,  reimbursement,  and  release 
of  medical  information. 
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Physician  risk  and  the 
obligation  to  treat 

Many  physicians  are  not  enthusias- 
tic about  caring  for  victims  of  AIDS. 
Physicians,  despite  their  training,  are 
subject  to  the  same  moral  and  social 
prejudices  as  is  the  general  public. 
Added  to  this  aversion  is  the  sublim- 
inal dread  of  personal  infection. 
Statistically,  the  chances  of  physi- 
cians contracting  the  disease  from  a 
patient  are  extremely  low.  Recent 
cumulative  data  suggest  the  rate  of 
infection,  after  accidental  needle 
stick,  is  estimated  to  be  0.4%  (5 
infections  in  more  than  1200  such 
exposures)  (15).  Nevertheless,  physi- 
cians in  higher-risk  situations,  like 
inner-city  trauma  surgeons  or  obste- 
tricians, may  be  understandably 
concerned  that  almost  daily  expo- 
sure to  infected  blood  in  the  operat- 
ing room  or  delivery  suite  will 
increase  their  chances  for  infection. 

Do  physicians  have  an  actual 
obligation  to  treat  victims  of  AIDS? 
Although  some  might  argue  that 
physicians  have  a moral  and  profes- 
sional obligation  to  treat  all  patients, 
regardless  of  stigma  or  risk,  neither 
historical  nor  legal  tradition  fully 
supports  this.  Unlike  some  profes- 
sionals such  as  military  officers, 
many  physicians  do  not  enter 
medicine  with  an  espoused  willing- 
ness to  risk  or  sacrifice  their  life  for 
others.  Legally,  physicians  are  rarely 
obligated  to  provide  medical  care 
except  for  patients  previously  in 
their  care  or  in  emergency  situations 
(16).  Standards  of  professional 
groups  vary  also.  For  example,  the 
American  Medical  Association’s 
Council  on  Ethical  and  Judicial 
Affairs  states: 


A physician  may  not  ethically 
refuse  to  treat  a patient  whose 
condition  is  within  the  physi- 
cian’s current  realm  of  compe- 
tence solely  because  the  patient  is 
seropositive  (for  the  human  im- 
munodeficiency virus,  HIV)  (17). 

The  American  College  of  Physicians 
advocates  a similar  view  (18).  Other 
professional  groups  have  argued  a 
less  demanding  position.  The  Texas 
Medical  Association’s  Board  of 
Councilors  states: 

A physician  shall  either  accept 
the  responsibility  for  the  care  and 
treatment  of  the  patient  with 
AIDS,  HIV  antibodies  to  HlV,  or 
infection  with  any  other  probable 
causative  agent  of  AIDS,  or  refer 
the  patient  to  an  appropriate 
physician  who  will  accept  the 
responsibility  for  the  care  and 
treatment  of  the  patient  ( 19). 

In  summary,  the  hulk  of  ethical  and 
professional  tradition  requires  physi- 
cians to  care  for  the  sick,  even  if 
some  personal  risk  exists  (20).  In 
Texas,  however,  the  articulated  pro- 
fessional standard  allows  physicians 
to  refer  victims  of  AIDS  to  other 
physicians  who  are  willing  to  accept 
such  patients. 

Conclusion 

AIDS  presents  today  and  in  the  fore- 
seeable future  a very  formidable 
challenge  to  the  practicing  physi- 
cian, both  medically  and  ethically. 
Physicians  who  encounter  patients 
with  AIDS  should  first  analyze  their 
own  feelings  about  the  victims  and 
personal  fears  about  the  disease.  For 
those  who  lack  the  training  or  desire 
to  provide  the  necessary  medical  and 
psychosocial  skills  for  competent 


and  attentive  care,  personal  educa- 
tion or  referral  to  clinicians  known 
to  have  such  expertise  is  imperative. 

All  physicians  are  strongly 
encouraged  to  treat  patients  with 
AIDS,  just  as  any  other  patient,  as 
completely  and  competently  as  pos- 
sible. A justifiable  mitigating  factor 
against  this  obligation  could  be  futil- 
ity of  treatment.  For  example,  a car- 
diovascular surgeon  might  correctly 
argue  that  repairing  an  asymptomatic 
abdominal  aneurysm  in  an  older 
patient  with  AIDS  who  has  advanced 
dementia  will  offer  no  real  benefit. 
This  decision,  however,  is  based  on 
the  benefit  versus  the  risk  to  the 
patient,  not  to  the  surgeon. 

Who  specifically  should  be  tested 
for  the  disease  is  not  totally  resolved. 
High-risk  patients  should  be  strongly 
and  repetitively  encouraged  to 
undergo  testing  and  modify  their 
high-risk  behavior  if  possible.  More 
extensive  screening  for  the  HIV  anti- 
body among  individuals  in  lower- 
risk  groups  remains  more  controver- 
sial. A study  completed  in  the  largest 
nonprofit,  private  hospital  in  Texas 
showed  that  a voluntary  hospital 
admission  screening  program  for  the 
HIV  antibody  can  have  moderate 
success,  with  50%  of  the  patients 
agreeing  to  testing  (Harris  RL, 
E.V.B.,  Salyer  PD,  Semands  DF, 
unpublished  data,  1990).  The 
majority  of  patients  supported  the 
program  although  physician  support 
varied  tremendously  between  medi- 
cal and  surgical  specialties.  Of  the 
4500  patients  tested,  10  of  the  12 
detected  cases  were  in  high-risk 
patients,  suggesting  that  focused 
screening  would  be  more  cost-effec- 
tive. If  early  treatment  of  AIDS  con- 
tinues to  show  success,  support  for 
expanded  early  testing  and  notifica- 
tion of  contacts  will  grow. 
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Other  problems  and  dilemmas 
will  begin  to  evolve  as  the  disease 
evolves.  Although  the  spread  of 
AIDS  is  leveling  in  homosexual  com- 
munities, it  is  rapidly  accelerating  in 
the  drug-abusing  population.  This 
shift  will  create  an  increasing  burden 
on  professional  resources  in  urban 
areas  in  particular  as  well  as  finan- 
cial demands  on  already  overbur- 
dened health  facilities.  How  much 
the  disease  will  affect  practitioners 
in  middle-  and  upper-class  commu- 
nities will  depend  primarily  upon  its 
sexual  spread  among  heterosexuals. 
This  spread  has  not  been  significant 
to  date,  but  future  dissemination  is 
clearly  possible.  City,  county,  and 
state  health  facilities  will  clearly 
have  to  continue  making  large  finan- 
cial commitments  to  limit  and  treat 
the  disease  in  existing  populations 
and  to  try  to  prevent  spread  into 
other  groups. 

The  state  legislature  has  given 
Texas  physicians  both  documents  to 
assist  the  victim  in  decision  making 
and  a series  of  guidelines  concerning 
obligations  to  the  patient,  to  other 
individuals,  and  to  society  at  large. 
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Are  physicians  obligated  to  treat 
indigent  patients?  Three  possible  re- 
sponses to  this  question  are  exam- 
ined: (1)  “No!  Health  care  is  the 
property  of  the  physician  to  sell  as 
he  or  she  sees  fit”;  (2)  “Yes,  out  of 
charity”;  and  (3)  “Yes,  out  of  jus- 
tice. ” The  first  response  is  shown  to 
he  indefensible  on  the  basis  of  an 
analysis  of  natural  rights  to  prop- 
erty and  freedom.  The  second  re- 
sponse is  defensible  hut  applies  only 
at  the  microlevel  of  the  patient- 
physician  relationship.  Thus,  physi- 
cians are  obligated  to  care  for  indi- 
gent patients  to  some  reasonable 
degree.  The  third  response  is  defen- 
sible and  applies  at  the  macrolevel 
of  public  policy.  Physicians  are  obli- 
gated to  play  a crucial  role  at  this 
level  — a role  that  has  been  largely 
neglected. 
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Are  physicians  obligated  to  treat 
indigent  patients? 


Laurence  B.  McCaillough,  PhD 


To  the  best  of  my  knowledge, 
Socrates  was  never  asked  by 
any  of  his  interlocutors,  “Are 
physicians  obligated  to  treat  indi- 
gent patients?”  I believe,  however, 
that  he  would  have  relished  the 
question,  for  the  process  of  answer- 
ing it  leads  to  the  sort  of  fundamen- 
tal concerns  to  which  Socrates  always 
directed  his  interlocutors.  As  readers 
of  Plato’s  dialogues  will  recall,  that 
process  involves  putting  successive 
questions  and  testing  various  an- 
swers, with  an  eye  to  the  most  basic 
conceptual  and  moral  concerns  that 
the  questions  raise.  Indeed,  only  in 
terms  of  those  fundamental  concerns 
can  the  questions  begin  to  be 
answered.  1 hope  to  show  that  this  is 
certainly  the  case  for  the  question 
that  titles  this  article. 

The  first  answer:  “No!  Health 
care  is  the  property  of  the 
physician  to  sell  as  he  or  she 
sees  fit.” 

This  first  — and  most  provocative  — 
answer  has  had  its  advocates  in  the 
literature.  Perhaps  the  most  well 
known  advocate  is  Robert  Sade,  a 
physician,  who  argues  that  all  physi- 
cians possess  rights  of  property  and 
freedom  regarding  how  they  shall 
use  their  medical  knowledge  and 
skills. 

In  a free  society,  man  exercises 
his  right  to  sustain  his  own  life 
by  producing  economic  values  in 
the  form  of  goods  and  services 
that  he  is,  or  should  be  free  to 
exchange  with  other  men  who 
are  similarly  free  to  trade  with 
him  or  not.  The  economic  values 
produced,  however,  are  not  given 
as  gifts  by  nature,  but  exist  only 
by  virtue  of  the  thought  and 


effort  of  individual  men.  Goods 
and  services  are  thus  owned  as  a 
consequence  of  the  right  to  sus- 
tain one’s  life  by  one’s  physical 
and  mental  effort.  . . . Medical 
care  is  neither  a right  nor  a privi- 
lege: it  is  a service  that  is 
provided  by  doctors  and  other 
people  to  people  who  wish  to 
purchase  it  ( 1 ). 

This  line  of  reasoning  evokes  the 
natural  law  theory  of  property.  In 
adopting  this  line  of  reasoning,  Sade 
relies  on  the  17th  century  physician 
and  political  philosopher  John 
Locke.  Locke’s  argument  is  that  we 
each  acquire  a natural  right  of  prop- 
erty over  whatever  we  produce  by 
“mixing”  our  own  individual  labor 
with  the  material  nature  provides  us 
(2).  Clearly,  Sade  holds,  a physi- 
cian’s medical  knowledge  and  skills 
are  the  product  of  mixing  labor  with 
nature  and  so  are  owned  as  property 
by  physicians  to  sell  and  trade  as 
they  see  ht.  Physicians  — like  all 
humans  — possess  a natural  right  to 
freedom  regarding  the  disposition  of 
goods  or  services  that  they  own. 

This  is  a right  to  be  left  alone  by 
others,  especially  the  government. 

At  the  time  he  wrote,  Sade  used 
his  arguments  to  oppose  proposed 
federal  legislation  that  could  force 
health  care  personnel  to  practice  in 
specified  areas  of  our  country.  No 
doubt,  if  he  were  writing  today, 

Sade  would  want  to  add  to  his  list  of 
violations  of  the  physician’s  natural 
right  of  freedom  those  by  all  sorts  of 
institutions,  eg,  hospitals  anti  private 
insurance  companies,  not  just  those 
by  government. 

Despite  its  initial  and  powerful 
appeal  to  ideas  that  have  taken  very 
deep  root  in  the  political  history  and 
traditions  of  Texas  and  the  United 
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States,  Sade’s  argument  cannot  be 
sustained  on  its  own  terms.  For 
Locke  — as  for  any  proponent  of 
natural  rights  — we  each  possess 
property  rights  when  we  mix  our 
own  individual  labor  with  nature.  If 
others  mediate  in  that  process,  they 
contribute  their  labor  to  it  as  well 
and  so,  to  that  extent,  have  an  own- 
ership claim  on  the  product  (3). 

This  precisely  describes  medical 
education  and  training,  the  pro- 
cesses by  which  physicians  come  to 
possess  their  medical  knowledge  and 
skills.  No  doubt  their  labor,  in  con- 
siderable quantities,  goes  into  this 
process.  But  considerable  societal 
resources  go  into  this  process  as 
well.  Public  monies  support  the 
research  effort  that  produces  medi- 
cal knowledge  and  skills  for  medical 
students  and  physicians  to  learn. 
Public  monies  also  support  under- 
graduate, graduate,  and  postgradu- 
ate medical  education. 

What  follows?  Physicians  surely 
own  their  medical  knowledge  and 
skills  in  virtue  of  having  labored  to 
attain  them.  However,  the  physician 
does  not  thereby  possess  exclusive 
ownership.  This  is  where  Sade  errs. 
Society  is  a partner  in  the  ownership 
of  medical  knowledge  and  skills 
and,  as  a part  owner,  has  legitimate 
property  rights  concerning  how 
physicians  will  make  their  medical 
knowledge  and  services  available  to 
others.  Thus,  the  first  response  to 
the  question  posed  in  this  article  is 
indefensible,  because  a close  exami- 
nation of  the  response  shows  that 
physicians  and  society  share  owner- 
ship of  the  physician’s  knowledge 
and  services. 


The  second  answer:  “Yes,  out 
of  charity.” 

This  answer  follows  directly  from 
the  realization  that  society  has  some 
legitimate  claim  on  the  knowledge 
and  services  of  every  physician.  All 
of  us  are  familiar  with  some  version 
of  the  old  saw,  “To  those  to  whom 
much  has  been  given,  much  is  ex- 
pected in  return.”  Physicians  have 
been  given  much  by  society:  the 
opportunity  and  financial  support  to 
become  physicians;  handsome  remu- 
neration; and  (still)  high  social  sta- 
tus. The  minimal  response  to  this  is 
for  physicians  to  recognize  and 
incorporate  into  their  individual 
practices  obligations  in  charity  to 
serve  the  sick  poor. 

Obligations  in  charity  are  usually 
understood  to  be  nonspecific  in  that 
they  do  not  require  the  physician  to 
provide  free  (or  reduced  cost)  care 
to  specified  individuals.  Which  indi- 
viduals are  to  be  so  served  is  a mat- 
ter of  discretion  for  each  physician. 
However,  that  each  physician  must 
provide  such  care  to  some  individu- 
als is  not  open  to  discretion;  the 
obligation  must  be  fulfilled  and 
fulfilled  regularly,  as  a matter  of 
habit  and  professional  conscien- 
tiousness. If  this  involves  some  rea- 
sonable level  of  personal  sacrifice  — 
of  time  or  income  — on  the  part  of 
the  physician,  so  be  it.  The  entire 
point  of  obligations  is  to  deny  our 
freedom  to  act  on  our  mere  self- 
interest  when  the  latter  conflicts 
with  what  we  ought  to  do.  Thus, 
each  physician  has  some  obligation 
in  charity  to  treat  the  sick  poor. 
Perhaps  the  Texas  Medical  Assoc- 
iation could  articulate  some  guide- 
lines for  physicians  to  satisfy  such 
an  obligation,  eg,  donating  time  and 
accepting  a reasonable  portion  of 
patients  without  charge. 


Limits  of  charity-based 
obligations 

This  way  of  understanding  the 
moral  response  of  physicians  to  the 
plight  of  indigent  patients  is  seri- 
ously limited:  the  response  probably 
won’t  meet  all  of  the  need.  The  obli- 
gation of  charity  places  important 
demands  on  us,  as  stories  such  as 
the  Good  Samaritan  in  Christian 
Scriptures  teach  us.  Churchill  points 
out  that  the  problem  of  providing 
health  care  to  the  indigent  people  in 
our  country  (not  to  mention  interna- 
tionally), can  only  be  brought  into 
focus  by  appreciating  its  society- 
wide character,  its  vast  scale  (4). 

With  tens  of  millions  of  people  in 
this  country  who  have  no  regular 
access  to  health  care,  metaphors  like 
the  Good  Samaritan  need  to  be 
rethought.  Churchill  suggests  the 
following  retelling: 

A man  was  going  down  from 
Jerusalem  to  Jericho,  and  fell 
among  thieves,  who  stripped  him 
and  beat  him,  leaving  him  for 
dead.  Likewise  a priest  and  then 
a Levite,  in  turn,  proceeded  down 
the  same  road,  and  were  also 
attacked  and  beaten.  Then  along 
came  a Samaritan,  and  saw  the 
three  men  beaten  and  left  in  the 
road.  Knowing  he  could  assist 
one,  or  at  most  only  two,  the 
Samaritan  puzzled,  “Who  is  my 
neighbor?” 

Now,  we  might  answer  that  occa- 
sionally — not  too  often  — charity 
calls  for  heroic  efforts  and  the 
Samaritan  should  try  to  help  all 
three,  perhaps  by  triage  and  a prayer 
for  the  helping  hand  of  providence. 
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In  an  article  accompanying 
Churchill’s,  the  former  governor  of 
Colorado,  Richard  Lamm,  provides 
another  late-20th  century  version  of 
a Christian  story  that  makes 
Churchill’s  point  more  forcefully. 
Lamm  makes  reference  to  St  Martin 
of  Tours, 

. . . who,  as  you’ll  recall,  is  “bop- 
ping” down  the  road  in  the 
Middle  Ages,  when  all  of  a sud- 
den, late  at  night,  he  comes  to  a 
city  gate.  In  front  of  the  gate  is  a 
cold  and  starving  beggar.  St 
Martin  gets  off  his  horse,  and,  in 
an  act  of  Christian  charity  that 
has  lived  throughout  history, 
divides  his  blanket  and  his  din- 
ner. The  modern-day  version  of 
this  metaphor  is  that  St  Martin 
“bops”  down  the  same  road  and 
comes  to  the  same  city  gate,  but 
instead  of  finding  one  cold  and 
starving  beggar,  he  finds  40  cold 
and  starving  beggars  (5). 

Lamm’s  latter-day  retelling  of  this 
classic  story  of  charity  underscores 
pointedly  the  limits  of  charity-based 
obligations  as  the  basis  for  address- 
ing the  question  we  are  trying  to 
answer.  The  scale  of  the  problem  is 
so  vast  that  responses  by  individual 
physicians  — as  valuable  as  they  will 
be  for  those  indigent  patients  who 
benefit  from  them  — will  not  solve 
the  problem  in  its  entirety.  The  prob- 
lem rests  at  the  level  of  institutions 
that  organize,  deliver,  and  pay  for 
health  care.  By  “institution”  here  I 
mean  everything  from  the  private 
group  practice,  through  the  HMO 
and  hospital,  to  delivery  systems  such 
as  the  Veterans  Administration,  and 
on  up  to  private  and  public  payers. 

In  the  above  critique  of  Sade’s 
view  of  the  matter,  we  can  see  the 
basis  for  how  we  should  understand 


the  ethical  obligations  of  such  insti- 
tutions to  the  indigent  population. 
Those  institutions,  like  individual 
physicians,  are  not  the  exclusive 
owners  of  the  knowledge  and  ser- 
vices that  they  possess  or  finance. 
Society  has  a claim  to  shared  owner- 
ship and  thus  can  legitimately  make 
a claim  on  those  institutions  on  be- 
half on  the  indigent  patients  to  meet 
their  needs.  Thus,  institutions  of 
health  care  do  not  have  an  unlimited 
right  to  use  their  resources  as  they 
alone  decide.  We  have  left  the  lan- 
guage of  charity  — which  works  well 
at  the  microlevel  of  the  individual 
patient-physician  relationship  — and 
moved  to  the  language  of  justice  — 
which  works  well  at  the  macrolevel 
of  institutions  of  health  care.  Justice 
concerns  the  fair  allocation  of 
resources,  and  fairness  justifiably 
constrains  the  freedom  of  institutions. 

The  third  answer:  “Yes,  out 
of  justice.” 

The  fundamental  ethical  problem  at 
the  macrolevel  in  health  care  in  the 
United  States  is  its  inaccessibility,  at 
any  given  time,  to  25-35  million 
Americans  by  reason  of  income, 
geography,  and  race.  These  factors 
are  not  relevant  to  the  possession 
and  exercise  of  the  right  to  health 
care  that  all  of  us  possess  because  of 
our  vast  public  support  for  medical 
research,  education,  and  service  (6). 
On  the  face  of  it,  then,  the  way  we 
organize,  finance,  and  deliver  health 
care  in  our  country  fails  to  meet  one 
of  the  most  basic  tests  of  justice. 

What  is  the  role  of  individual 
physicians  in  response  to  this  far- 
reaching  ethical  challenge?  I think 
there  are  at  least  two  levels  on 
which  physicians  can  respond  effec- 
tively if  they  muster  the  political  will 
to  do  so. 


The  first  level  is  that  of  smaller 
scale  institutions:  the  group  practice, 
the  health  maintenance  organiza- 
tion, and  the  hospital.  Such  institu- 
tions need  to  be  prodded  to  take  a 
hard,  honest,  unflinching  look  at 
their  actual  practices,  particularly  in 
such  matters  as  allocation  of  operat- 
ing and  capital  budgets.  Are  those 
allocations  addressing  fundamental 
problems  of  access  in  the  commu- 
nity? For  example,  are  our  hospital 
districts  really  providing  access  to 
the  indigent  people  of  our  state?  Is 
access  denied  in  subtle,  or  not-so- 
subtle,  ways  (eg,  long  waits  in  clin- 
ics)? This  question  must  be  pressed, 
and  pressed  again,  respectfully  but 
persistently.  Physicians  are  politi- 
cally in  the  most  powerful  position 
to  obligate  institutions  that  they 
most  directly  influence,  and  for 
which  they  are,  therefore,  ethically 
responsible,  to  engage  in  critical  self- 
reflection. It  seems  doubtful  that, 
unless  physicians  provoke  such  dis- 
cussions, no  other  constituency 
inside  those  institutions  will  do  so. 

The  point  of  such  critical 
reflection  should  not  be  to  reach  the 
single,  irrefutably  true  answer  to  our 
question  of  obligation,  now  being 
addressed  at  the  institutional  level. 
Instead,  the  goal  should  be  to  iden- 
tify the  responses  to  the  needs  of 
indigent  patients  that  are  consistent 
with  how  people  understand  the 
nature  and  demands  of  justice  in 
health  care.  Those  demands  concern 
providing  universal  access  to  appro- 
priate care  and  setting  priorities 
when  resources  are  insufficient  to 
meet  all  needs.  The  demands  of  jus- 
tice in  health  care,  as  Robert  Veatch 
argues  correctly,  necessarily  involve 
direct  consultation  with  the  commu- 
nity served  by  such  institutions  (7). 

In  this  way,  a consensus  can  be 
formed  that  will  have  broad-based 
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support  in  the  professional,  patient, 
and  political  sectors  of  the  particular 
community  served  by  the  institution. 
Thus,  justice  concerns  fair  outcomes 
of  the  allocation  of  health  care 
resources  and  fair  processes  by  which 
such  outcomes  are  to  be  decided. 

The  second  level  of  response  is 
found  in  society-wide  institutions 
that  organize,  finance,  and  deliver 
health  care  — mainly  employers, 
private  insurers,  and  city,  county, 
state  and  federal  governments.  The 
task  of  justice  is  comparable  to  that 
of  the  first  level.  Here  physicians 
need  to  take  the  lead  in  educating 
the  public  about  the  lack  of  access  to 
health  care  and  about  the  trade-offs 
between  various  allocation  schemes. 
In  doing  so,  physicians  need  to  be 
aware  that,  in  the  eyes  of  many  elected 
officials,  they  are  little  more  than  a 
great  merchant  guild,  manipulating 
the  political  process  to  protect  and 
promote  their  own  self-interest.  As 
an  antidote  to  this  corrosive  public 
image,  physicians  would  do  well  to 
recover  the  spirit  of  the  first  Code  of 
Ethics  of  the  American  Medical 
Association  from  1847,  which  con- 
tains a lengthy,  detailed  section  of 
the  obligations  of  physicians  to  the 
public,  with  the  obligations  of  physi- 
cians as  good  citizens  as  one  of  its 
central  themes  (8). 

In  our  century,  the  obligations  of 
citizenship  with  respect  to  justice 
have  been  stated  powerfully  and 
persuasively  in  Martin  Luther  King, 
Jr’s  “Letter  from  Birmingham  Jail” 
of  1963,  arguably  one  of  the  most 
important  American  documents  on 
political  philosophy  of  this  century 
(9).  Dr  King  had  been  jailed  be- 
cause, as  he  put  it,  “.  . . injustice  is 
here”  and  because  no  community  or 
society  has  the  right  to  an  easy  con- 
science when  it  commits  injustice. 


Instead,  we  are  all  obligated  to  stir 
that  conscience,  including  our  own, 
to  make  it  uneasy. 

Dr  King,  to  make  his  point  vivid, 
employed  a metaphor  that  physi- 
cians will  appreciate: 

...  we  who  engage  in  nonviolent 
direct  action  are  not  the  creators 
of  tension.  We  merely  bring  to 
the  surface  the  hidden  tension 
that  is  already  alive.  We  bring  it 
out  in  the  open  where  it  can  be 
seen  and  dealt  with.  Like  a boil 
that  can  never  be  cured  so  long 
as  it  is  covered  up  but  must  be 
opened  in  all  its  ugliness  to  the 
natural  medicines  of  air  and 
light,  injustice  must  be  exposed, 
with  all  the  tension  that  its  expo- 
sure creates,  to  the  light  of 
human  conscience  and  the  air  of 
national  opinion  before  it  can  be 
cured  (9). 

Only  one  group  in  our  society 
knows  more  about  the  nature  and 
consequences  in  human  misery  of 
the  systematic  denial  of  health  care 
than  physicians  — those  who  are 
themselves  denied  access.  Yet  they 
are  often  among  the  most  powerless 
and  therefore  politically  voiceless 
people  in  our  society,  especially  the 
children  of  poverty  who  are  denied 
access  to  health  care.  Physicians,  by 
contrast,  are  among  the  most  politi- 
cally powerful  groups  in  our  society. 
If  physicians  speak,  there  is  a good 
chance  that  American  society  may 
listen  and  undertake  the  stressful 
democratic  process  of  identifying 
our  obligations  in  justice  and  of 
making  the  inevitable  hard  choices 
as  to  how  we  should  allocate  our 
nation’s  health  care  resources.  I 
wager  that  most  Texans  are  not 
aware  of  the  plight  of  the  ailing  indi- 
gent people  of  our  state,  not  to  men- 


tion the  tough  policy  questions  that 
we  citizens  have  failed  to  confront. 
Physicians  should  force  back  into 
view  the  stark  realities  that  all  of  us 
would  rather  not  face. 

In  short,  it  will  not  be  enough  for 
physicians  to  pitch  in  and  do  their 
fair  share  at  the  microlevel.  As  Lamm 
and  Churchill  make  clear,  the  obli- 
gation to  treat  the  sick  poor  falls  on 
society  at  large.  In  my  view,  society’s 
conscience  rests  easy,  and  so  we  fail 
to  confront  our  obligations  to  each 
other.  We  have  no  right  to  an  easy 
conscience,  however.  The  obligation 
in  justice  of  physicians  at  the  macro- 
level is  to  force  public  debate  about 
the  nature  of  society’s  obligation  to 
treat  the  indigent  population  and 
how  we  should  fulfill  that  obligation. 

Fundamental  concerns 

The  successive  answers  to  the  ques- 
tion raised  at  the  outset  bring  us  to  a 
fundamental  concern:  how  should 
physicians  understand  themselves  as 
moral  agents?  The  old  model  for 
such  self-understanding  is  rooted 
foursquare  in  the  dyad  of  the 
patient-physician  relationship.  This 
old  model  recently  has  been  defended 
by  Pellegrino  and  Thomasma  (10) 
and  by  the  American  College  of 
Physicians  (11,12).  That  model  will 
do  only  for  the  microlevel  of  the 
individual  patient-physician  rela- 
tionship. At  that  level,  we  have  seen, 
there  exist  serious,  ethically  well- 
founded  obligations  in  charity  to 
indigent  patients. 

That  model  will  not  do  for  the 
larger,  macrolevel  issues.  Instead, 
physicians  and  students  of  medical 
ethics  need  to  take  seriously  a more 
complex  model.  This  model  ac- 
knowledges the  roles  of  the  physi- 
cian in  institutions  and  as  a citizen 
and  incorporates  these  with  the 
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patient-physician  relationship  into  a 
complex  but  more  realistic  model  of 
the  physician  as  an  agent  of  patients, 
of  institutions,  and  of  society  at 
large.  The  last  two  are  not  “third 
parties”  but  are  intimately  involved 
in  the  organization,  financing,  and 
delivery  mechanisms  that  make  the 
care  of  individual  patients  a reality 
in  the  first  place.  Such  a model 
underscores  equally  the  physician’s 
obligations  at  both  the  micro-  and 
macrolevels.  Only  in  this  more 
expanded  model  of  the  moral 
agency  of  physicians  can  the  lesson 
of  Dr  King  and,  before  him,  of 
Socrates  be  fully  understood:  physi- 
cians are  obligated  to  all  those  who 
need  to  be  patients  to  cause  the  right 
kind  of  trouble  for  society,  so  that 
we,  with  physicians,  will  enable 
those  people  to  become  patients.  I 
choose  the  phrase,  “right  kind  of 
trouble,”  deliberately.  We  citizens 
need  to  have  our  consciences  trou- 
bled because  we  have  no  right  to  an 
easy  conscience. 
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Current  cost-containment  pressures 
seem  to  be  leading  American  health 
care  into  a world  of  rationing. 

Many  people  have  urged  that  we 
resist  rationing  on  the  grounds  that 
it  would  compromise  the  integrity 
of  the  patient-physician  relation.  I 
shall  argue  that  rationing  is  in  fact 
both  inevitable  and  appropriate,  but 
the  world  of  rationing  is  one  in 
which  the  role  of  the  moral  physi- 
cian involves  complex  balancing  of 
moral  obligations. 
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Physicians  and  rationing 

Baruch  A.  Brody,  PhD 


The  major  economic  pressures 
being  exerted  upon  providers 
of  health  care  are  clearly 
transforming  the  practice  of  m,edicine. 
One  of  the  most  important  transfor- 
mations is  the  increasing  pressure  on 
providers  to  ration  the  health  care 
they  provide.  A good  example  of 
this  is  seen  when  pressure  is  put  on 
physicians  to  discharge  patients  ear- 
lier than  desirable  because  of  limita- 
tions on  reimbursement  under 
prospective  payment  schemes.  This 
pressure  seems  to  challenge  the 
moral  basis  of  the  patient-physician 
relation  by  putting  physicians  in  a 
position  of  dual  loyalty:  a loyalty  to 
the  patient  that  calls  upon  the  physi- 
cian to  do  the  best  for  the  patient 
regardless  of  cost,  and  a loyalty  to 
society  that  calls  upon  the  physician 
to  aid  in  cost-containment  efforts  by 
rationing  care. 

This  article  offers  a framework 
for  dealing  with  these  issues.  First, 
rationing  is  differentiated  from  other 
forms  of  expenditure  control.  Then, 
it  is  argued  that  rationing  is  the 
morally  appropriate  response  and 
not  just  an  acceptable  approach  to 
conditions  of  scarcity.  The  conclu- 
sion offers  a new  approach  to  the 
problem  of  dual  loyalty. 

Rationing  and  other  forms  of 
cost  containment 

Not  every  measure  designed  to  con- 
tain costs  involves  rationing,  so  first 
it  is  important  to  differentiate 
rationing  from  one  other  major 
form  of  cost  containment,  eliminat- 
ing waste.  Eliminating  waste  is 
deliberately  not  providing  a medical 
intervention  that  actually  affords  no 
benefit  to  the  patient.  By  contrast, 
rationing  is  deliberately  not  provid- 
ing a medical  intervention  that 
would,  if  provided,  benefit  the 


patient,  on  the  grounds  that  the 
benefit  does  not  justify  the  expendi- 
ture in  light  of  conflicting  claims  for 
that  expenditure. 

Eliminating  waste  raises  none  of 
the  ethical  issues  raised  by  rationing. 
Physicians  who  withhold  a wasteful 
intervention  have  not  withheld  from 
their  patients  anything  beneficial 
and  have  not,  therefore,  compro- 
mised in  any  way  their  loyalty  to  the 
patient.  By  contrast,  physicians  who 
ration  have  withheld  from  their 
patients  a beneficial  intervention  and 
have,  in  that  way,  compromised 
their  loyalty  to  the  patient. 

This  distinction  served  as  the 
basis  for  an  important  argument, 
offered  by  Dr  Marcia  Angell, 

Deputy  Editor  of  The  New  England 
Journal  of  Medicine  (1).  Dr  Angell 
argued  that  physicians  can  make  a 
major  contribution  to  cost  contain- 
ment without  participating  in 
rationing  if  they  would  only  focus 
on  eliminating  unnecessary,  wasteful 
care.  She  offered  three  major  cate- 
gories of  such  care:  (a)  Costs  mount 
up  when  inexpensive  laboratory 
tests  and  roentgenograms  are 
ordered  so  often  without  any  valid 
indication.  Eor  example,  eliminating 
routine  roentgenograms  of  the  chest 
for  every  admission  to  the  hospital 
would  save  $1.5  billion  a year,  (b) 
Expensive  procedures  used  in  cir- 
cumstances where  they  are  of  no 
known  value  is  evidenced  by  large 
variations  among  geographic  regions 
in  the  rate  of  the  procedure.  Eor 
example,  eliminating  carotid 
endarterectomies  in  asymptomatic 
patients  would  save  $250  million  a 
year  and  would  prevent  unnecessary 
perioperative  risk,  (c)  Aggressive 
treatment  of  terminally  ill  patients  is 
useless.  Dr  Angell  estimated  that 
treating  such  patients  less  aggres- 
sively and  giving  more  attention  to 
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their  comfort  could  save  $8  billion  a 
year  and  prevent  much  suffering. 

Of  course,  we  find  it  easier  to 
draw  the  theoretical  distinction 
between  eliminating  waste  and 
rationing  than  to  apply  that  distinc- 
tion to  specific  interventions.  Iron- 
ically, some  of  the  same  examples  of 
wasteful  expenditures  that  Dr  Angell 
offered  may  actually  produce  some 
benefit,  so  their  elimination  proba- 
bly becomes  a matter  of  rationing. 
The  aggressive  care  of  terminally  ill 
patients  does  not  prevent  them  from 
dying,  but  it  often  prolongs  both 
their  lives  and  their  dying;  at  least 
some  of  these  patients  view  this  as  a 
benefit,  even  when  the  quality  of  life 
during  the  time  in  question  is  poor 

(2) .  Routine  roentgenograms,  in  the 
very  study  that  Dr  Angell  quoted 

(3) ,  did  provide  some  benefits  to 
some  patients  (pneumonias  were 
picked  up  and  treated  earlier;  a soli- 
tary pulmonary  nodule  was  detected 
and  the  patient  underwent  resection 
of  his  right  upper  and  middle  lobes). 
So  in  practice  these  interventions 
may  not  be  entirely  wasteful.  Be- 
cause they  offer  some  element  of 
usefulness,  any  decision  to  eliminate 
them  would,  therefore,  be  a decision 
to  ration  rather  than  to  eliminate 
waste.  No  doubt  some  truly  waste- 
ful health  care  expenditures  exist, 
but  they  may  be  fewer  than  most 
people  suspect.  Differentiating  them 
from  modestly  useful  expenditures 
that  are  candidates  for  rationing 
may  be  a much  harder  task  than 
most  people  believe. 

The  moral  appropriateness 
of  rationing 

Having  said  this  much  to  explain 
how  I understand  the  concept  of 
rationing,  I turn  next  to  a defense 


of  the  moral  appropriateness  of 
rationing.  The  argument  for 
rationing  contains  four  steps: 

A.  The  cost  of  providing  for 
everyone  all  of  the  health  care 
from  which  they  could  benefit,  if 
we  really  mean  to  provide  access 
to  everyone  and  if  current 
demographic  and  technological 
trends  continue,  is  greater  than 
America  is  willing  to  bear. 

B.  Therefore,  at  least  some 
Americans  will  not  get  at  least 
some  of  the  care  from  which  they 
could  benefit. 

C. It  is  better  to  base  the  decision  as 
to  who  gets  which  forms  of  care 
upon  a deliberate  rationing  plan. 

D.  Therefore,  rationing  is  a morally 
appropriate  policy. 

Let  me  elaborate  on  and  defend  each 
of  these  steps.  Step  A,  as  formulated, 
is  a claim  about  what  Americans  are 
willing  to  pay  for  health  care.  This 
claim  is  relatively  easy  to  defend. 
Health  care  expenditures  have  risen 
to  almost  11.5%  of  our  Gross 
National  Product  (GNP)  — a much 
higher  percentage  than  that  of  any 
other  country  (4).  This  is  so  despite 
the  fact  that  31  million  Americans 
have  extremely  limited  access  to 
health  care  because  they  are  unin- 
sured by  any  public  or  private  insur- 
ance scheme  and  must  either  pay  for 
their  own  care  or  get  it  at  public 
clinics  and  hospitals  (5).  Just  cover- 
ing these  people  with  reasonable 
access  to  care  will  raise  the  percent- 
age of  the  GNP  devoted  to  health 
care. 

Then  too,  technological  advances 
are  providing  us  with  new  and  use- 
ful but  expensive  forms  of  care, 
while  demographic  changes  are  pro- 
ducing more  elderly  Americans  who 


could  benefit  from  these  new  forms 
of  care  (6).  Providing  such  care  to 
these  new  elderly  will  further  raise 
the  percentage  of  the  GNP  devoted 
to  health  care.  Even  at  the  current 
1 1.5%  of  the  GNP,  American  politi- 
cians are  reluctant  to  vote  for  addi- 
tional taxes  to  pay  for  health  care 
programs,  American  industrialists 
are  resisting  paying  for  increasing 
insurance  premiums  for  their  health 
insurance  programs  for  their  work- 
ers, and  American  citizens  are  grip- 
ing about  the  out-of-pocket  costs 
they  must  bear.  Is  there  any  chance 
then  that  these  groups  will  agree  to 
pay  for  providing  everyone  with  all 
the  health  care  from  which  they 
would  benefit?  Even  without  these 
changes  in  coverage  and  technology, 
the  Health  Care  Einancing  Agency 
(HCEA)  estimates  that  health  care 
expenditures  will  grow  to  15%  of 
our  GNP  by  the  year  2000  (7). 
Changes  in  coverage,  technology, 
and  demography  might  bring  that 
figure  closer  to  20%  of  the  GNP.  To 
expect  America  to  pay  that  bill  is 
just  not  realistic,  and  to  expect  the 
country  to  do  so  in  light  of  its  many 
other  social  and  individual  needs 
and  projects  is  probably  unreason- 
able. Thus,  Step  A is  correct. 

Various  suggestions  have  been 
put  forward  about  how  to  avoid 
that  conclusion.  Two  deserve  some 
discussion  here.  The  first,  implicit  in 
Dr  Angell’s  article,  is  that  if  we 
could  save  enough  money  by  elimi- 
nating waste  we  can  provide  every- 
one with  all  the  care  from  which 
they  could  benefit  and  not  have  to 
spend  15%  to  20%  of  our  GNP  on 
health  care.  The  second  is  that  we 
could  save  the  money  by  emphasiz- 
ing preventive  medicine  rather  than 
expensive  care  of  those  already  sick. 
Eet  me  briefly  explain  why  neither 
suggestion  is  satisfactory. 
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Part  of  the  difficulty  with  Dr 
Angell’s  proposal  has  been  explained 
above.  If  many  of  the  interventions 
(eg,  routine  roentgenograms  of  the 
chest)  she  described  as  wasteful  are 
not  wasteful  because  they  provide  at 
least  some  benefit,  then  their  cost 
will  not  be  saved  by  a program  of 
eliminating  waste.  Only  a program 
of  rationing  will  save  their  cost.  So 
the  savings  from  programs  of  elimi- 
nating waste  are  far  less  than  Dr 
Angell  estimates.  But  let  us  disregard 
that  point  for  a moment,  since  her 
proposal  faces,  as  Dr  William 
Schwartz  has  pointed  out  (6),  an 
even  more  fundamental  objection. 
Programs  to  eliminate  waste  only 
lower  the  baseline  of  health  care 
costs  and  do  nothing  to  seriously 
modify  the  long-term  trend  of 
increasing  costs,  which  eventually 
proves  unacceptable.  To  put  his 
point  very  concretely,  suppose  we 
could  save  $60  billion  (10%  of  cur- 
rent expenditures)  by  eliminating 
waste  from  our  health  care  system. 
That  represents  one  year  of  growth 
in  health  care  expenditures.  We 
would  start  with  a new  baseline  that 
is  lower  than  current  expenditures; 
but,  m one  year,  we  would  be  back 
to  our  current  level  of  expenditures, 
since  current  growth  is  $60  billion  a 
year.  Eliminating  that  much  waste 
only  buys  us  one  year. 

The  issue  of  preventive  medicine 
is  more  complex.  Let  me  just  make 
this  point:  the  savings  produced 
when  preventive  medicine  succeeds 
in  preventing  early  morbidity  and 
mortality  may  be  offset  by  very 
expensive  future  expenditures  for 
the  care  of  those  patients  in  whom 
earlier  death  is  prevented.  Only  a 
few  studies,  eg,  Oster  and  Epstein’s 
study  of  the  cost-effectiveness  of 
cholestyramine  as  antihyperlipemic 
therapy  (8),  even  consider  this  issue. 


We  are  left  with  an  open  question, 
then:  does  preventive  medicine  — as 
valuable  as  it  may  be  in  prolonging 
life  and  improving  its  quality  — 
actually  save  money  or  cost  more  in 
the  long  run?  It  would,  therefore,  be 
premature  to  count  on  prevention  as 
a way  of  saving  money,  even  if  we 
had  better  prevention  programs  than 
we  now  have. 

Step  B of  my  argument  follows 
directly  from  Step  A.  Because  the 
health  care  we  are  willing  to  pay  for 
falls  short  of  the  amount  of  health 
care  from  which  Americans  could 
benefit,  some  Americans  will  not  get 
at  least  some  of  that  care.  So  we 
turn  then  to  Step  C,  which  claims 
that  the  interests  of  justice  and 
efficiency  can  be  better  served  by  a 
rational  policy  of  rationing  than  by 
any  other  approach.  Justification  for 
such  a policy  can  be  seen  when  we 
examine,  as  an  example,  our  alloca- 
tion of  ICU  beds.  ICU  beds  are,  of 
course,  an  expensive  form  of  ther- 
apy; on  economic  grounds,  more 
and  more  institutions  have  failed  to 
provide  enough  beds  and  staff  to 
meet  the  needs  of  everyone  who 
could  benefit,  even  if  only  margin- 
ally, from  admission  to  an  ICU.  But 
even  if  beds  were  available,  should 
available  funds  be  spent  for  this  pur- 
pose or  should  the  funds  be  used  to 
provide  staff  for  other  needs?  The 
Task  Eorce  on  Guidelines  for  the 
Society  of  Critical  Care  Medicine 
has  published  guidelines  for  ICU 
admission  and  discharge  (9).  These 
guidelines  make  it  clear  that  certain 
patients  should  not  be  admitted  to 
an  ICU  because  the  expected 
benefits  are  too  small  to  justify 
admission.  Even  if  admitted,  these 
patients  should  certainly  be  given  a 
lower  priority  for  ICU  beds  than 
other  patients  who  could  benefit 
more.  Such  guidelines  seem  to  offer 


hope  for  equity  and  efficiency  in  the 
allocation  of  limited  resources.  But 
they  involve  rationing  care  from 
those  who  are  judged  to  be  unlikely 
to  benefit  sufficiently  because  there 
is  some  chance  that  these  patients 
could  benefit  and  they  are  being 
denied  that  chance.  Even  putting 
these  patients  in  an  intermediate 
care  unit,  as  others  have  suggested 
(10),  means  rationing  from  them 
their  best  chance.  In  their  fairness 
and  efficiency,  the  above-referenced 
guidelines  provide  one  example  of 
the  superiority  of  formal  rationing 
policies  over  the  chaos  that  is  their 
alternative  in  a world  of  limited 
resources.  So  our  conclusion.  Step 
D,  follows,  as  I have  argued  else- 
where (11). 

The  role  of  physicians  in  a 
world  of  rationing 

What  does  all  of  this  mean,  how- 
ever, for  the  patient-physician  rela- 
tionship? What  are  the  roles  of  the 
medical  community  in  general  and 
of  individual  clinicians  in  rationing? 
These  issues  deserve  careful  attention. 

Let  us  begin  with  the  questions  of 
loyalties  in  the  patient-physician 
relationship.  Those  who  object  to 
rationing  argue  that  it  introduces 
conflicting  loyalties.  1 would  urge, 
however,  that  the  existence  of 
conflicting  loyalties  has  always  been 
present  and  appropriate  in  the 
patient-physician  relationship.  Any 
clinician  who  has  ever  gone  home 
early  to  see  his  or  her  child  perform, 
deciding  to  see  a patient  later  (even 
though  earlier  might  be  better  for 
the  patient),  has  recognized  the  exis- 
tence of  dual  loyalties  and  dealt  with 
it.  Any  clinician  who  has  limited  the 
amount  of  unreimbursed  care  he  or 
she  will  provide  so  as  to  insure  a 
certain  income  (even  though  a 
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higher  limit  might  he  better  for  the 
indigent  patients)  has  recognized  the 
existence  of  dual  loyalties  and  dealt 
with  it.  No  clinician  could  realisti- 
cally claim  having  always  put  his  or 
her  patients’  best  interests  before 
anything  else,  and  that  is  appropri- 
ate. Like  other  human  beings  with 
many  obligations,  clinicians  must 
learn  to  balance  these  obligations 
rather  than  to  always  give  one  prior- 
ity over  all  others. 

Rationing  that  is  necessary  for 
cost  containment  merely  extends  the 
set  of  loyalties  that  physicians  must 
balance,  and  there  is  nothing  wrong 
with  that.  Physicians  in  a world  of 
rationing  are  called  upon  to  with- 
hold some  beneficial  care  because 
the  cost  is  too  great  in  light  of  other 
conflicting  needs.  This  means  that 
they  are  being  asked  to  balance  their 
current  patient’s  best  interests 
against  the  needs  and  best  interests 
of  other  patients  and  against  other 
needs  and  projects;  a call  for  such 
balancing  is  perfectly  appropriate. 

Rationing  does  carry  new  impli- 
cations for  physicians’  continuing 
loyalty  to  their  patients.  The  most 
important  is  the  physician’s  obliga- 
tion to  protect  patients  against  inap- 
propriate and  excessive  rationing. 
After  all,  the  physician  may  be  the 
only  person  to  recognize  excessive 
rationing.  The  famous  Wickline  case 
in  California  illustrates  this  point 
(12).  Mrs  Wickline  had  been  diag- 
nosed as  having  Leriche’s  syndrome, 
an  obstruction  of  the  aorta  just 
above  the  point  where  it  divides  into 
the  two  common  iliac  arteries.  She 
had  surgery  and  was  discharged  ear- 
lier than  her  physicians  really  wanted 
because  of  limitations  on  her  post- 
surgical  stay  imposed  by  the  third 
party  payer  (the  State  of  California). 
These  limitations  constituted  a form 


of  rationing.  She  lost  her  leg  and 
sued  the  state,  claiming  that  it 
caused  the  physicians  to  discharge 
her  earlier  than  appropriate.  A cru- 
cial issue  discussed  by  the  court  was 
the  responsibility  of  the  physicians 
to  demand  further  time  for  the 
postoperative  stay  if  they  judged  it 
to  be  necessary.  That  seems  right  to 
me.  The  physician  should  not 
demand  further  time  if  the  benefits 
are  marginal,  for  doing  so  would 
place  too  much  emphasis  upon  the 
obligation  to  the  patient.  The  physi- 
cian should  demand  further  time  if 
early  discharge  seriously  threatens 
the  patient’s  health,  for  failing  to  do 
so  would  place  too  much  emphasis 
on  the  obligations  to  society.  Even  in 
the  world  of  rationing,  loyalty  to 
patients  exists  in  a robust  fashion, 
for  physicians  are  called  upon  to  be 
patient  advocates  against  zealous 
third  party  payers. 

So  much  for  the  implications  of 
rationing  for  the  individual  physi- 
cian. What  about  the  role  of  the 
community  of  physicians?  Rational 
schemes  of  rationing  require  exten- 
sive information  about  the  outcomes 
of  treatment  because  we  cannot 
ration  intelligently  unless  we  know 
what  we  get  from  different  interven- 
tions with  varying  costs.  Exactly 
what  are  the  benefits,  for  example, 
of  routine  roentgenograms  of  the 
chest  when  patients  are  admitted  to 
the  hospital?  Secondly,  we  must 
mesh  that  information  about  out- 
comes with  public  values  and  priori- 
ties. Erom  the  public  perspective, 
how  important  is  the  earlier  dis- 
charge that  may  follow  from  detect- 
ing infections  earlier  by  using  rou- 
tine roentgenograms  of  the  chest  at 
the  time  of  admission?  Medicine,  as 
an  organized  community,  must  play 
a major  role  in  insuring  that  this 
information  is  developed  in  a re- 


sponsible manner.  This  need  is  sug- 
gested by  what  happened  in  Oregon, 
the  first  state  to  mandate  rationing 
of  some  health  care  (eg,  expensive 
transplants).  The  purpose  was  to 
save  money  so  that  more  citizens 
could  be  covered  by  Medicaid. 
Individual  physicians  have  played  a 
major  role  in  drafting  the  legislation 
and  in  deciding  what  care  will  or 
will  not  be  provided.  Ralph  Crashaw, 
MD,  founded  Oregon  Health 
Discussions,  which  has  led  commu- 
nity discussions  on  the  issues.  John 
Kitzhaber,  MD,  the  president  of  the 
state  senate,  guided  the  rationing  bill 
through  the  legislature  (13).  While 
such  individual  initiatives  are  com- 
mendable, I would  suggest  that 
organized  medicine  needs  to  play  a 
major  role  in  insuring  that  such 
efforts  are  encouraged  and  supported. 

One  major  issue  remains.  How 
will  the  courts  handle  rationing?  In 
particular,  suppose  that  patients 
who  suffer  a bad  outcome  sue, 
claiming  that  they  would  have  fared 
better  if  they  had  not  been  denied 
(as  part  of  a rationing  scheme)  some 
intervention  that  is  only  marginally 
beneficial  in  general  but  that  would 
have  been  very  worthwhile  for  them. 
Will  patients  win  such  malpractice 
suits  or  will  the  courts  say  that  prac- 
ticing with  a rationing  scheme  is 
practicing  according  to  the  standard 
of  practice  rather  than  practicing 
negligently?  E.  Haavi  Morreim,  in 
an  important  recent  essay  ( 14),  has 
stressed  the  significance  of  that  ques- 
tion. To  my  mind,  there  is  only  one 
possible  answer.  LInless  courts 
accept  acting  in  accordance  with  a 
reasonable  rationing  policy  as  a 
defense  in  malpractice  suits,  society 
will  simply  have  to  forget  any  hopes 
it  may  have  to  contain  the  costs  of 
health  care. 
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The  world  of  rationing  is  obvi- 
ously a morally  complex  world.  It  is, 
however,  the  real  world,  for  the  real 
world  is  one  of  scarcity.  The  moral 
life  can  only  be  lived  in  the  real 
world,  for  that  is  the  world  in  which 
we  live  and  in  which  we  are  called 
upon  to  behave  as  moral  agents. 
Thus,  moral  physicians  of  the  future 
will  he  those  who  know  how  to  bal- 
ance the  conflicting  demands  the 
real  world  imposes. 
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Despite  the  significant  increase  in 
teaching  medical  ethics  to  medical 
students  and  residents,  little  has 
been  done  to  train  teaching  faculty 
and  community  practicing  physi- 
cians in  medical-ethical  decision 
making.  The  Medicine  and  Human- 
ities Consultation  Series  described 
here  has  been  a successful  model  for 
faculty  development  in  helping  prac- 
ticing physicians  with  such  decision 
making.  The  consultations  among 
clinical  physicians  and  humanities 
scholars  were  held  about  every  3 
months  at  an  off-campus  site  to  re- 
move the  participants  from  profes- 
sional intrusions.  The  8-hour  con- 
sultations, conducted  informally, 
addressed  social  and  ethical  topics 
concerning  medical  practice.  Several 
preselected  short  articles  were  dis- 
tributed to  the  participants  2 weeks 
prior  to  the  consultations.  Each 
consultation  was  led  by  a visiting 
guest  leader  who  was  sometimes  a 
physician  but  usually  a humanities 
scholar.  This  model  has  been  imple- 
mented successfully  in  both  Virginia 
and  Texas  under  very  different  cir- 
cumstances. Physicians  reported 
being  more  comfortable  with  their 
ethical  decision  making  — not  in 
terms  of  what  to  decide  but  in  terms 
of  how  to  decide.  The  consultations 
enriched  the  participants'  funds  of 
knowledge  and  their  methods  of 
thinking. 
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With  rapid  advances  in  med- 
ical technology,  the  deci- 
sions physicians  are 
required  to  make  have  increased 
both  in  complexity  and  number.  The 
results  of  a poor  decision  can  be  dis- 
astrous. The  teaching  of  medical 
ethics  generally  has  lagged  behind 
the  rapid  development  of  technol- 
ogy, especially  for  the  already  prac- 
ticing physician.  The  teaching  of 
medical  ethics  to  medical  students 
has  proliferated  greatly  during  the 
past  2 decades  (1,2).  That  is,  in 
recent  years  there  has  been  a con- 
certed effort  to  have  the  humanities 
disciplines  inserted  into  the  under- 
graduate medical  education  curricu- 
lum in  the  hopes  of  ultimately 
influencing  the  delivery  of  health 
care.  As  reported  in  the  literature, 
the  medical  humanities  have  been 
included  throughout  the  country  in 
both  the  preclinical  and  clinical 
parts  of  the  curriculum  in  formats 
ranging  from  the  establishment  of 
departments  of  humanities  in  some 
medical  schools  to  the  occasional 
guest  lectures  by  humanities  scholars 
in  other  medical  schools  (3,4). 

Several  philosophical  schools  of 
thought  behind  the  various  pro- 
grams in  medical  ethics  have  been 
identified  (5):  (a)  the  Classical 
Humanities  Approach,  which  is  the 
most  widely  implemented  approach 
and  which  is  the  traditional  teaching 
of  history,  ethics,  literature,  and  the 
like  applied  to  the  field  of  medicine; 
(b)  the  Humanistic  Psychology 
Approach,  which  emphasizes  the 
teaching  of  stress  management,  com- 
munication skills,  introspection,  and 
the  affective  domain  in  general;  and 
(c)  the  Cognitive  Moral  Develop- 
ment Approach,  which  focuses  on 
the  teaching  of  moral  reasoning 
skills,  cognitive  content,  and  the 

No.  2 February  1991 


application  of  the  principle  of  justice 
to  the  dilemmas  in  the  practice  of 
medicine.  In  addition,  reports  have 
appeared  describing  efforts  to  incor- 
porate teaching  of  medical  humani- 
ties into  residency  training  programs 
(6-10).  However,  very  little  has  been 
done  to  train  the  teaching  faculty 
and  community  practicing  physicians 
in  medical-ethical  decision  making. 

Because  little  teaching  in  medical 
ethics  addresses  faculty  and  commu- 
nity physicians,  the  Medicine  and 
Humanities  Consultation  Series 
described  here  has  attempted  to 
develop  a viable  model  to  correct 
this  deficiency  in  faculty  develop- 
ment. The  series,  originally  grant 
funded  for  1 year,  has  continued  for 
many  years  after  the  grant  expired. 
The  model,  implemented  in  Virginia 
and  Texas  under  very  different  pri- 
vate and  public  university  settings, 
has  proved  highly  successful  and 
would  be  adapted  easily  and  trans- 
planted readily  to  almost  any 
school,  hospital,  or  medical  society. 
This  description  is  a fuller  elabora- 
tion of  an  earlier  1 1/2-page  report 
on  the  project  in  Virginia  (11). 

Goal  and  objectives  of 
the  model 

The  purpose  of  this  report  is  to 
describe  the  format  of  a faculty 
development  model  that  had  as  its 
original  goal  the  development  of  a 
viable  method  to  help  practicing 
physicians  become  more  knowledge- 
able in  and  comfortable  with  medi- 
cal-ethical decision  making.  The 
objectives  developed  for  achieving 
this  goal  included  (a)  to  generate  a 
sense  of  genuine  colleagueship 
between  a group  of  physicians  and 
humanities  scholars  and  (b)  to 
demonstrate  that  the  humanities 
make  a practical  contribution  to 
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medical  education  and  health  care 
delivery.  The  consultations  represented 
a new  effort  to  move  toward  more 
rigorous  conceptual  explorations, 
more  integrated  interdisciplinary 
activity,  and  a more  enduring  in- 
fluence than  can  be  achieved  by  an 
occasional  large  symposium,  a series 
of  short  lectures,  or  a public  forum. 
We  felt  that  the  model  would  enable 
a group  of  physicians  to  develop  an 
appreciation  for  the  contributions  of 
the  humanities  and  to  develop  a 
capability  for  continuing  humanistic 
inquiry  and  self-education,  which 
would  help  them  attain  their  goals 
and  objectives  in  medical  practice. 

Description  of  the  model 

The  consultations  were  held  once 
every  3 months  at  a hotel  conference 
site,  off  campus,  and  away  from  the 
busy  hospitals,  offices,  classrooms, 
and  committee  meetings.  The  loca- 
tion was  considered  strategically 
important  for  removing  participants 
from  professional  intrusions.  The 
consultations  were  limited  to  25 
participants  by  invitation  only,  with 
two-thirds  being  physicians  and  one- 
third  being  humanities  scholars.  The 
physician’s  participation  was  inten- 
tionally interdisciplinary,  with  all 
clinical  specialties  involved.  The 
humanities  scholars,  from  several 
local  universities,  represented  the 
disciplines  of  philosophy,  history, 
law,  theology,  psychology,  and  soci- 
ology. The  interdisciplinary  mix  of 
the  humanities  scholars  was  consid- 
ered important  but  not  crucial. 

A large  central  core  of  the  same 
physicians  and  humanities  partici- 
pants was  invited  to  all  the  consulta- 
tions; a few  new  participants  were 
invited  each  time,  according  to  each 
one’s  area  of  expertise  and  its  rela- 
tionship to  the  topic  of  the  particu- 


lar consultation.  Repeating  a com- 
mon core  of  participants  helped  in 
creating  the  trust  and  openness 
essential  to  generate  a genuine  col- 
leagueship  between  members  of  dif- 
ferent professions.  Unlike  some  dis- 
ciplines, ethics  is  not  the  sort  of 
thing  that  can  be  dealt  with  casually 
and  still  be  dealt  with  adequately. 
Rather  ethics  involves  sensitive 
issues  of  values  that  need  to  be 
probed  gently  and  explored  support- 
ively,  not  simply  laid  out  as  facts 
like  the  pharmacology  of  disease 
management  or  the  interpretation  of 
an  EKG.  Otherwise  ethics  discus- 
sions become  arguments  that  gener- 
ate more  heat  than  light. 

The  ground  rules  for  the  consul- 
tation stipulated  simply  one  conver- 
sation at  a time,  with  no  cross-con- 
versations; while  ideas  could  be 
carried  from  the  consultation, 
confidentiality  was  to  be  otherwise 
maintained.  Conhdentiality  was 
deemed  important  because  it  en- 
abled participants  to  explore  sensi- 
tive issues  openly  and  freely,  without 
the  constraints  or  fear  of  being  mis- 
quoted or  taken  out  of  context.  No 
people  from  the  media  were  allowed 
to  attend.  The  consultations  were 
conducted  in  an  informal  atmo- 
sphere with  ample  refreshment 
breaks,  which  provided  an  opportu- 
nity for  individual  conversations. 

Topics  of  ethical  and  social  con- 
cern were  preselected.  Several  short, 
relevant  articles  from  the  current  lit- 
erature were  sent  to  the  participants 
2 weeks  before  the  consultation 
along  with  a bibliography  for  option- 
al additional  reading  on  the  topic.  A 
list  of  all  invitees  was  sent  with  the 
invitation  so  that  everyone  would 
know  who  else  might  attend.  Topics 
have  included  the  withholding  or 
withdrawing  of  life-saving  therapy, 
the  allocation  of  limited  resources. 


the  physician-patient  relationship, 
health  care  costs,  ethical  issues  in 
reproduction,  impaired  physicians, 
the  structure  of  decision  making, 
genetic  intervention,  AIDS,  and  in 
vitro  fertilization,  among  others. 

Each  consultation  met  from  I PM 
until  9 PM,  with  dinner  provided. 

The  informal,  unstructured  dinner 
produced  some  of  the  most  fruitful 
interactions  by  providing  for  inter- 
disciplinary explorations  on  an  indi- 
vidual basis.  This  time  frame  was 
considered  important  to  the  success 
of  the  consultations  because  the  par- 
ticipants could  spend  the  morning 
conducting  necessary  office  activi- 
ties, and  making  hospital  rounds, 
while  still  devoting  the  equivalent  of 
a full  working  day  to  continuing 
education  for  faculty  development. 
Continuing  medical  education  cred- 
its were  offered  to  participants.  Each 
consultation  usually  included  a cou- 
ple of  medical  students  or  residents 
for  several  reasons:  to  get  their  per- 
spectives, to  demonstrate  to  them 
the  value  of  participating  in  continu- 
ing education,  and  to  provide  them 
the  opportunity  to  see  their  mentors 
as  role  models  in  continuing  educa- 
tion. Eurthermore,  they  could  learn 
the  value  of  focusing  on  medical 
ethics  and  its  vital  relationship  to 
the  practice  of  good  medicine. 

Each  consultation  was  led  by  a 
guest  leader  or  facilitator,  who  made 
a brief  presentation  to  introduce  the 
topic  and  then  simply  monitored 
and  stimulated  the  informal  discus- 
sion throughout  the  afternoon  and 
evening.  Case  studies  and  audiovisu- 
als were  used  frequently  to  initiate 
the  discussion.  The  discussions  gen- 
erally were  quite  vigorous  and  sus- 
tained themselves  throughout  the 
afternoon  and  evening  with  only 
minimal  intervention  by  the  guest 
group  leader.  At  the  end  of  the  even- 
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ing,  the  guest  leader  would  summa- 
rize the  day’s  discussion  and  solicit 
evaluation  from  the  participants. 

The  visiting  guest  leader  provided 
a fresh  perspective  from  a different 
environment.  Sometimes  a physician 
but  usually  a humanities  scholar,  the 
guest  leaders  ranged  from  relatively 
obscure  academicians  to  internation- 
ally famous  scholars.  Inviting  a 
guest  leader  was  deemed  crucial  to 
the  success  of  the  consultations  ini- 
tially because  physicians  are  accus- 
tomed to  interacting  with  experts  in 
their  medical  consultations  and 
expect  a leader  to  be  in  charge  at 
any  meeting.  Although  the  need  for 
a guest  leader  diminished  over  the 
years,  one  was  always  employed. 

To  avoid  having  the  consultations 
misinterpreted  as  the  “moral 
police,”  we  paid  careful  attention  to 
the  language  used  in  proposing  and 
implementing  the  series.  For  exam- 
ple, it  was  intentionally  called  a 
“consultation”  and  not  an  “ethics 
conference”  because  physicians  are 
more  comfortable  and  less  threat- 
ened with  consultations  than  with 
ethics  conferences.  Similarly,  discus- 
sion materials  were  referred  to  as 
“case  studies”  instead  of  “moral 
dilemmas.”  Of  course,  after  a while 
as  the  series  continued,  these  con- 
cerns with  language  became  much 
less  critical.  But  the  series  was  initi- 
ated over  a decade  ago  when  confer- 
ences on  ethics  were  not  so  common 
and  readily  accepted. 

One  person  must  be  identified  as 
responsible  for  implementing  the 
consultation  series.  That  is,  one  per- 
son, perhaps  in  consultation  with 
others,  needs  to  select  the  topic, 
choose  and  distribute  the  articles  for 
reading,  issue  the  invitations,  reserve 
the  hotel  meeting  room,  and  plan 
the  meal.  Of  course,  much  of  this 
can  be  handled  by  an  administrative 
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assistant  or  secretary  of  the  person 
designated  as  responsible  for  imple- 
menting the  series.  The  resources 
needed  for  such  a consultation  are 
minimal.  The  major  costs  are  for  the 
dinner  and  for  the  honorarium  and 
travel  expenses  of  the  guest  leader. 
Thus  far,  the  e.xpenses  have  been 
covered  by  grants  and  institutional 
support,  although  sufficient  funds 
could  probably  be  generated  from 
registration  fees,  which  heretofore 
have  not  been  charged. 

Results 

The  results  of  humanities  activities 
are  difficult  to  measure  in  objective 
terms.  However,  we  can  certainly 
look  to  see  if  the  stated  objectives 
were  met  and  what  value  the  consul- 
tations had  for  the  participants.  The 
value  of  the  Medicine  and  Human- 
ities Consultation  Series  is  confirmed 
by  the  clinical  faculty  members 
choosing  to  continue  the  consulta- 
tions at  their  own  expense,  if  neces- 
sary, after  the  grant  expired.  The 
value  of  the  consultations  is  further 
demonstrated  by  their  increasing  fre- 
quency despite  the  large  time  com- 
mitment involved.  Also,  the  clinical 
faculty  frequently  wanted  to  add 
other  clinical  colleagues  to  the  invi- 
tation list,  making  it  difficult  to  limit 
the  consultations  to  25  participants. 

Evidence  shows  that  the  two 
objectives  stated  above  were  met. 
First,  the  generation  of  a genuine 
colleagueship  was  illustrated  by 
some  of  the  physicians  going  to  the 
universities  to  help  the  humanities 
scholars  conduct  their  classes  and  by 
some  of  the  humanities  scholars 
going  to  the  hospital  to  make 
rounds  with  the  physicians  and  con- 
duct informal  consultations  and  dis- 
cussions with  the  hospital  staff. 
Often  these  discussions  centered 
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around  ethical  decision  making. 
Indeed  one  physician  faced  with  a 
particularly  complex  decision  spent 
an  entire  afternoon  with  one  of  the 
participating  philosophers,  trying  to 
arrive  at  an  appropriate  ethical  con- 
clusion. In  turn,  such  experiences 
help  the  humanities  scholars  become 
more  aware  of  the  practical  issues  in 
medical  ethics  and  enable  them  to 
use  more  relevant  e.xamples  in  their 
classroom  teaching. 

The  colleagueship  was  further 
evidenced  by  the  warmth,  openness, 
and  willingness  of  the  participants 
to  share  of  themselves  significantly 
during  the  consultations.  Indeed, 
they  shared  with  each  other  their 
frustrations,  mistakes,  and  problems 
with  a willingness  we  might  not 
expect;  yet,  they  reported  it  to  be 
therapeutic. 

Second,  that  the  humanities  make 
a practical  contribution  to  medical 
education  and  health  care  delivery 
was  demonstrated  in  several  ways. 
The  physicians  reported  that  they 
became  gradually  more  comfortable 
with  their  ethical  decision  making, 
more  sensitive  and  compassionate 
toward  the  perspective  of  the 
patient,  and  more  tolerant  and 
respecting  of  the  diverse  values  of 
patients  and  colleagues.  The  consul- 
tations increased  participants’  skills 
in  recognizing  the  often  embedded 
ethical  issues  in  the  practice  of 
medicine  and  the  appropriate 
response  to  the  issues  — not  in 
terms  of  what  is  decided  but  in 
terms  of  how  it  is  decided.  Inter- 
personal communication  skills  and 
comfort  with  the  principles  of  small 
group  dynamics  also  seemed  to 
improve  throughout  the  consulta- 
tion series.  The  series  served  as  a 
springboard  for  one  clinical  faculty 
member  to  request  a sabbatical  to 
study  medical  ethics  more  formally 
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and  fully.  Furthermore,  the  consulta- 
tions reached  some  clinical  faculty 
participants  who  did  not  participate 
in  any  of  the  many  other  humanities 
activities  sponsored  by  the  school. 

Because  ethics  ultimately  involves 
action,  and  because  values  influence 
actions,  individuals  who  are  con- 
cerned about  appropriate  ethical 
decision  miaking  must  first  e.xamine 
their  own  value  systems.  The  consul- 
tation model  described  above 
allowed  professionals  to  examine 
their  own  values  in  a sheltered  envi- 
ronment and  with  guidance,  some- 
times not  so  gentle,  by  other  profes- 
sionals from  various  disciplines. 

This  process  enabled  a group  of  pro- 
fessionals to  become  more  comfort- 
able and  more  competent  to  make 
their  own  ethical  decisions.  The  con- 
sultation series  provided  a free 
exchange  of  ideas  on  both  theoreti- 
cal and  practical  levels.  The  process 
enriched  the  participants’  funds  of 
know’ledge  and  their  methods  of 
thinking.  They  came  to  respect  each 
others’  viewpoints  and  to  rely  on 
each  other,  both  within  and  outside 
the  consultations,  as  true  colleagues. 

In  the  years  after  the  consultation 
experience,  the  participants  became 
teachers  of  medical  ethics  to  stu- 
dents, residents,  and  fellow  attend- 
ing physicians  in  the  most  effective 
way  — as  role  models  in  the  clinical 
setting  where  they  represented  moral 
reasoning  skills  as  well  as  scientific 
reasoning  skills.  An  anecdote  from  a 
former  participant  illustrates  this 
best.  A resident  reported  to  the 
attending  physician  that  he  thought 
a patient  should  have  a particular 
treatment.  When  asked  by  the 
attending  physician  to  justify  his 
plan  of  treatment,  the  resident 
admitted  that  he  needed  practice  in 
performing  the  procedure.  The 
attending  physician  discussed  the 


appropriateness  of  that  plan  and 
various  alternatives  with  the  resi- 
dent. The  resident  then  agreed  that  a 
different  procedure,  one  in  which  he 
did  not  need  practice,  would  indeed 
be  better  for  the  patient  and,  there- 
fore, would  be  the  treatment  of 
choice.  Another  physician  overhear- 
ing this  discussion  approached  the 
attending  physician  and  argued  that 
since  it  was  a training  program,  the 
attending  physician  should  have 
allowed  the  resident  to  develop  his 
weaker  skills.  The  attending  replied 
that,  indeed,  he  had. 

Conclusion 

In  light  of  the  results,  we  feel  that 
the  consultation  model  has  suc- 
ceeded in  achieving  its  goal  of  devel- 
oping a viable  method  to  help  prac- 
ticing physicians  become  more 
knowledgeable  in  and  comfortable 
with  medical-ethical  decision  making. 

The  Medicine  and  Humanities 
Consultation  Series  engaged  aca- 
demic humanities  scholars  and  med- 
ical clinicians  in  an  in-depth  expo- 
sure to  each  other  that  they  rarely 
have  opportunity  to  experience. 
Bringing  insights  and  concepts  of 
one  discipline  to  bear  on  those  of 
another  discipline  resulted  in  new 
insights,  new  knowledge,  and  new 
understandings.  Members  of  differ- 
ent disciplines  developed  a new 
appreciation  for  each  other.  The 
model  shows  that  the  humanities 
can  be  cogently  related  to  health 
care  by  using  these  disciplines  in 
new  ways  to  do  what  they  have  been 
traditionally  charged  with  doing  for 
centuries:  to  sharpen  perceptions,  to 
educate  sensibilities,  to  develop  criti- 
cal reflectiveness,  to  achieve  perspec- 
tive, and  to  liberate  imagination. 

We  believe  this  is  a good  model 
for  faculty  development  and  contin- 


uing education  in  medical  ethics 
because  it  is  relatively  inexpensive,  it 
can  be  implemented  easily  by  most 
schools,  hospitals,  or  medical  soci- 
eties, and  it  is  neither  complex  in 
scheduling  nor  demanding  of  time 
or  limited  resources.  This  model  has 
been  implemented  in  two  separate 
institutions  under  quite  different  cir- 
cumstances, and  little  modification 
would  appear  to  be  required  to 
adapt  it  to  yet  other  circumstances. 
The  consultation  does,  however, 
need  one  person  identified  to  be 
responsible  for  its  implementation. 
This  consultation  model  creates 
trust,  generates  colleagueship,  and 
improves  decision  making,  ulti- 
mately protecting  the  institution  of 
medicine  and  providing  the  best  care 
for  the  patient.  While  this  model  of 
faculty  development  and  continuing 
education  in  medical  ethics  is  not  a 
panacea  for  all  the  ills  of  the  health 
care  system,  we  recommend  its 
implementation  in  medical  schools, 
hospitals,  and  medical  societies 
throughout  the  country. 
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Allergy 

HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-Allergy-Nutntion-Stress) 

Established  in  1984.  (Concept  of  treatment  outlined  & published  in  International 
Rhinology  Supp.  2 1987)  S.  Hoover  MD 

(Oto-Rhino-laryngologist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recurrent 
Headaches  (namely:  Class,  Migraine,  Clusters,  tension,  premenstrual,  sinus, 
everyday,  and  headache  of  relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives, 
muscle-relaxants,  cafe-ergot,  methylsergide  nor  B Blockers 

1/45  N.  Frwy.  7324  SW  Frwy  @ Fondren 

150  W,  Parker  Rd.  Arena  Tower  II  #755 

Houston,  TX  77076  Houston,  TX  77074 

713  694-8188 
FAX  713  650-1941 


CORPUS  CHRISTI  ALLERGY  & 
ASTHMA  GENTER 
JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks 
Dorsal  Column  Stimulation 


Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
77082:  713  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 
XOCHITL  B.  SANCHEZ,  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain 
Differential,  Diagnostic  & Therapeutic  Nerve  Blocks 
Thermography  Dorsal  Column  Stimulation 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 

Dallas,  Texas  75230  Answered  24  hours 


THE  CENTER  FOR  PAIN  MANAGEMENT 

A multidisciplinary  center  for  comprehensive  treatment  and  management  of  chronic  and 
recurrent  acute  pain 

OCTAVIO  J.  CALVILLO,  MD.  PhD 
Anesthesiologist 

Diplomate  of  the  American  Board  of  Anesthesiology 

SAN  JACINTO  METHODIST  HOSPITAL  — BAYTOWN 
Independence  Plaza  II,  4301  Garth  Road 
Baytown,  Texas  77521 
(713)  420-8822 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  641 1 Fannin,  Houston.  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients  The  center's  total  management  of  each  patient's  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 
Director 

ZACHARIAH  GERGER,  DO  AARON  CALODNEY,  MD 

Coordinator,  Outpatient  Services  Coordinator.  Inpatient  Services 

DIplomates  American  Board  of  Anesthesiology 


Dermatology 


JOHN  ADNOT,  MD 

Mohs  Micrographic  Surgery  for  Skin  Cancer 

4200  S.  Hulen  #400 

Ft,  Worth,  Texas  76109:  817  377-0626 


DAVID  R.  WEAKLEY,  MD,  FACP 
DENIS  L.  BEAUDOING,  MD 

Dermatology  and  related  Allergy 

Dermatologic  Surgery,  Cosmetic  and  Laser  Surgery 

Diseases  of  the  skin,  dermabrasion,  chemical  peeling,  collagen,  sclerotherapy, 
lipoinjection,  allergy  and  cosmetic  counseling 

Medical  City,  Dallas  Suite  21 4A,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


DERMATOLOGY  ASSOCIATES  OF 
SAN  ANTONIO 

James  Lewis  Pipkin,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 
Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209; 

512  222-8651, 222-2001 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410:  806  797-6631 


Endocrinology 

ERIC  A.  ORZECK,  MD,  FACP 
Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 
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Family  Practice 


DAL1J\S  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment, biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 


Hand  Surgery 


L,  LEE  L7\NKFORD,  MD 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELU\,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Fland  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


KENNETH  D,  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631  -7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3600  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 


Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  81 16,  Dallas,  Texas  75230: 
214  661-7010 


REGIONAL  HAND  CENTER  FOR  WEST  TEXAS 
AND  EASTERN  NEW  MEXICO 
Royce  C.  Lewis,  Jr.,  MD 

3502  9th  Street,  Suite  G10 

Lubbock,  Texas  79415-3300;  806  744-7003 


Neurological  Surgery 


DOCTORS  SMITH,  WHEELER,  PARKER, 
AND  CRAVENS,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B,  Parker,  MD 
George  F.  Cravens,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
Gamma  Knife  Radiosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jacksoh,  MD 

Morris  Sanders,  MD  Terry  Hodd,  MD 

W.  Robert  Hudgins,  MD 

St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd. .Suite  620 
Dallas,  Texas  75235:  214  637-0420 

Presbyterian  Professional  Bldg.,  8230  Walnut  Hill  Lane,  Suite  610; 

Dallas,  Texas  75231;  214  369-7596 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 
HERBERT  C.  ALLEN,  MD,  FACNM 

Texas  Medical  Center,  641 1 South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C,  Allen,  Jr,,  MD,  FACNM,  Director — 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821  -4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214521-1153;  1-800-442-5376 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


RETINA- VITREOUS  ASSOCIATES 
W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston.  Texas  77004 
713  528-1122 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  81 7 332-6200 
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ARTHUR  M.  CLEMENTS,  MD 

Surgery  & Diseases  of  the  Eye 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas,  Texas  75235  214  350-7500 


Diplomate  American  Board  of  Ophthalmology 

21 1 Medical  Drive,  Suite  1 , Fredericksburg,  Texas  78624 
512  997-6535:  1-800-421-7513 

Orthopedic  Surgery 


Richard  E,  Jones,  MD 
Donald  M,  Mauldin,  MD 
James  B,  Montgomery,  MD 
Kevin  Gill,  MD 
James  L.  Ough,  MD 
Marvin  E.  Van  Hal  MD 


Scott  L.  Blumenthal,  MD 
Scott  O,  Paschal,  MD 
L.  T,  Johnson,  MD 
Kenneth  Driggs,  MD 
Charles  E.  Cook,  MD 


L,  Ray.  Lawson,  MD  W.Z.  Burkhead,  Jr,  MD 

Robert  D.  Vandermeer,  MD  Richard  D.  Schubert,  MD 

Wynne  M.  Snoots,  MD  John  A.  Baker,  MD 

R.  Stephen  Curtis,  MD  James  R.  Sackett,  MD 

William  A.  Bruck,  MD  Daniel  E.  Cooper 

W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A PrnfDcci<*^nal  AccAC'iatiAn 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  214  220-2468:  FAX  214  720-1982 


Pediatric  Ophthalmology 


ROBERT  D.  GROSS,  MD,  FAAP 

Children’s  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
817  336-0900  Metro  988-7700 


ANDREI  A.  CZITROM,  MD,  EROS,  PHD 

Diplomate  American  Board  of  Orthopedic  Surgery 
Surgery  of  Musculoskeletal  Tumors,  Complex  Reconstructions 
Bone  and  Joint  Transplantation,  Limb  Salvage  Surgery 

Medical  City,  Dallas  7777  Forest  Lane,  Suite  C-707 
Dallas,  Texas  75230;  214  788-6700 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J,  Mackey,  MD,  PA 
Stephen  L,  Brotherton,  MD 


J.  Price  Brock,  Jr,  MD 
Robert  L,  Dickey,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street,  Abilene,  Texas  79601;  915  677-6219 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H,W.  Bendel,  Jr,  MD 

E.E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


Physical  Medicine  & 
Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

1 02  Rosa  Verde  Tower,  343  W.  Flouston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

in  the  Texas  Medical  Center,  Houston,  Texas 


Comprehensive  care  hospital  specializing  in  rehabilitation  care  for  persons  dis- 
abled by  injury  or  disease.  Inpatient  and  outpatient  services. 


Spinal  Cord  Injury 
Brain  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 
Restorative  Surgery 
Scoliosis 
Spina  Bifida 
Neuromuscular 


Accredited  by;  Joint  Commission  on  Accreditation  of  Flospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator:  713  797-5922  or  1 -800-44REFIAB 


ORTHOPEDIC  ASSOCIATES  OF  DALIO\S 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD  Kurt  W.  Rathjen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas.  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  21 16 
Dallas.  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  SURGERY  AT  DALOXS 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane.  Suite  105,  Dallas  75231;  214  369-4361 
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WARM  SPRINGS  REHABILITATION  HOSPITALS 

Specialized  in-patient  and  out-patient  rehabilitation  programs  and  elec- 
trodiagnotic  evaluation  for  adults  and  children. 

Brain  Injury 

Spinal  Cord  Injury 

Stroke  and  Neurological  Disorders 

Orthopedic 

Gonzales:  PO  Box  58,  Gonzales,  Texas  78629 
800/792-WARM,  512/672-6592-Admissions  Coordinator 

Larry  Browne,  MD  Medical  Director 

William  F.  Blackerby,  Ph.D.  Director  of  Brain  Injury  Systems 

Robert  McNew,  Administrator 

San  Antonio:  5101  Medical  Drive,  San  Antonio,  Texas  78229  800/451  -1350. 
51 2/691  -01 00-Admissions  Coordinator 

Alex  C.  Willingham,  MD,  Medical  Director 
Brian  C.  Buck,  MD,  Director  of  Pediatric  Rehabiliation 
William  F.  Blackerby,  Ph.D.  Director  of  Brain  Injury  Systems 
Rick  Marek,  Administrator 


Plastic  Surgery 

HOUSTON  PUXSTIC  SURGERY  ASSOCIATES 

Simon  Fredricks.  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  Steven  M.  Flamilton,  MD 

David  J.  Katrana,  DDS,  MD,  FACS 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030:  713  795-5575 


PUXSTIC  SURGERY  CENTER  OF  THE  SOUTHWEST 

Charles  A.  Wallace,  MD 

Plastic  and  Reconstructive  Surgery  Including: 

Burn  Care  Microsurgery  and  Replantation 

Birth  Defects  Complex  Reconstruction  (Breast  and  Facial) 

Presbyterian  Medical  Offices  North 
17110  Dallas  North  Parkway,  Suite  1 00 

Dallas.  Texas  75248  2 1 4 380-7090  1 -800-299-9299 


Psychiatry 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  ABPN:  Psychiatry  Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  11,  Suite  404 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231 : 214  696-0964 


DALUXS  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Sen/ices 

• Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• intensive  Outpatient  Programs  for  Alcohol  & Chemical 

• Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for  Adolescents 

• Emergency  Evaluation  Services 


Larrie  Arnold,  MD 
Howard  Cohen,  MD 
Gary  Etter,  MD 
Ronald  Flesichmann.  MD 
Bradford  Goff,  MD 
Fred  L.  Griffin,  MD 
Joan  R.  Hebeler.  MD 
Lynne  Inman,  MD 
R.  Sanford  Kiser,  MD 


Prema  Manjunath,  MD 
Gretchen  Megowen,  MD 
Gary  Morton.  MD 
William  M.  Pederson,  MD 
Jaime  Quaintanilla,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Angela  M.  Wood.  MD 
John  M,  Zimburean,  MD 


Offices:  Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center,  Medical  City,  Irving 
Health  Care  System  Phone  214  247-1150 


DAY  TREATMENT  CENTER  OF  DALLAS 
Gonzalo  A.  Aillon,  MD 
Medical  Director 

AN  ALTERNATIVE  TO  PSYCHIATRIC  HOSPITALIZATION 
1326  Stemmons  Avenue.  Dallas,  Texas  75208:  (214)  943-1878 


Radiation  Oncology 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 
Practice  Limited  to  Radiation  Oncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway.  Suite  636,  Houston,  Texas  77074 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4 1 05  Live  Oak  St. 

Dallas.  Texas  75204:  214  823-4151 


Thoracic  Surgery 


ALLYXN  L.  GRAHAM,  MD,  FACS* 

ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 
Diplomates  American  Board  of  Surgery  and  Board 
of  Thoracic  Surgery 

• Also  certificate  of  special  qualification  in  general  vascular  surgery,  American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104:  817  332-7878 
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RICHARD  E,  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  R MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 


Urology 

FORT  WORTH  UROLOGY  CLINIC 

Hugh  Lamensdorf,  MD  J,  Daniel  Johnson,  MD 

Ira  N,  Hollander,  MD  A.E,  Thurman,  MD 

J,  Scott  Hassell,  MD 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 

SOUTHWEST  UROLOGY  ASSOGIATES 
Adult  and  Pediatric  Urology 

Ted  Boone,  MD  James  T Coggins,  MD 

Warren  M.  Greene,  MD  Wm,  A,  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208:  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas.  Texas  7521 1 

C.F.  SKRIPKA.  JR,  MD,  FACS 

Urology,  Neurouroloqy,  Endouroloqy,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL. 

1101  North  19th.  Suite  1 14.  Abilene,  Texas  79601 
915  673-5726 

DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $80  per  column  inch  per  month  and  listings  must  run 
for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for 
six  months’  advance  payment.  New  listings,  changes,  or  can- 
cellations should  be  sent  to  Mark  Bizzell,  TEXAS  MEDICINE, 
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■ Brokerage 

■ Management 
Consulting 


ANESTHESIOLOGY 


NORTHEAST  TEXAS 

Busy  regional  medical  center  in  attractive,  pro- 
gressive NE  Texas  community  of  27,000  (refer- 
ral area  150,000),  seeks  BE/BC  anesthesiologist, 
Modern  200-bed  hospital  with  latest  technology. 
Shared  call  coverage  Strong  economy, 
excellent  schools:  many  recreational  and  social 
opportunities  Contact:  Vicki  Truitt 


CARDIOLOGY 


SOUTH  TEXAS 

Thirty  minutes  from  Padre  Island.  Young,  grow- 
ing, cardiology  group  seeks  non-invasive 
associate.  Must  be  BC  or  BE  seeking  certifica- 
tion. Spanish  speaking  helpful  but  not  required. 
Excellent  location.  Great  opportunity  for 
qualified  candidate.  Contact  Barry  Strittmatter. 


FAMILY  PRACTICE 


CENTRAL  TEXAS 

Medical  staff  of  50-bed  hospital  in  beautiful  cen- 
tral Texas  (within  one  hour  of  Austin),  seeks 
BE/BC  family  physician  for  private  practice  (to 
share  a call  with  three  other  BC  FPs)  Solo  or 
group  environment  OB  a plus,  but  not  required. 
Progressive,  family-oriented  community  with 
excellent  schools  Many  social  and  recreational 
opportunities.  Competitive  incentive  package  to 
qualified  physician  Contact  Jim  Truitt 


WITHIN  ONE  HOUR  OF  DALLAS 

Two  family  physicians  seek  third  associate  for 
group  practice  near  lake  area.  Attractive,  fully 
equipped  office.  Ultra-modern  hospital.  Shared 
call,  competitive  incentive  package  to  qualified 
physician.  Contact:  Jim  Truitt 


NEAR  AUSTIN  AND  SAN  ANTONIO 

Community  of  5,000  (referral  area  24,000) 
seeks  board  certified  family  physician  Shared 
call  with  two  other  family  physicians:  OB  need- 
ed Financialiy  sound,  30-bed  hospital  offering 
competitive  incentive  package  to  qualified  physi- 
cian Contact  Jim  Truitt 


DALLAS 

Established  fee-for-service  practice  available  for 
assumption  Full  scope  of  family  medicine,  ex- 
cept OB  Average  gross  $320K  + annually.  Bi- 
lingual (Spanish)  skills  helpful  Retiring  physician 
will  introduce  Financing  available  to  qualified 
candidate  Contact:  Jim  Truitt. 


WEST  TEXAS 

Three  board  certified  family  physicians  seek 
fourth  associate  tor  busy  practice  OB  prefer- 
red, Friendly  town,  good  schools.  Within  35 
minutes  of  larger  city.  Very  lucrative  financial 
situation  Excellent  for  pilot  physician. 
Contact:  Jim  Truitt 


PANHANDLE 

Texas  community  of  8,000  (referral  area 
16,000)  seeks  BC  FPs  for  group.  Share  call  with 
two  recently  trained  BC  FPs.  New  hospital 
under  construction.  Sound  economy,  good 
schools,  airport.  Generous  incentive  package 
including  income  guarantee,  relocation,  office 
space,  more.  Contact:  Jim  Truitt 


PANHANDLE 

Panhandle  community  seeks  BE/BC  family 
practitioner  to  complement  very  busy,  recent- 
ly trained,  BC  family  practitioner.  Excellent  hos- 
pital facilities.  Ideal  location  for  outdoorsman 
Generous  incentive  package  available  for 
qualified  candidate  Contact:  Barry  Strittmatter 


D/FW  METROPLEX 

Recently  trained,  BC  family  physicians,  sought 
for  private,  single  specialty  group  practice  in 
affluent  NE  Tarrant  County  community.  Modern 
hospital  will  sponsor  qualified  physicians  Ex- 
cellent schools  and  quality  of  life  in  this  popular 
area.  Contact:  Vicki  Truitt 


SOUTH  TEXAS 

Within  one  hour  of  San  Antonio  — South  Texas 
community  seeks  BE/BC  family  practitioner  for 
service  area  of  20,000,  OB  is  available,  but  not 
required.  Hunting,  fishing  (fresh  and  salt  water) 
and  other  recreational  activities  abound  Forty- 
two  bed  hospital  will  offer  generous  incentive 
package  to  qualified  candidate 
Contact:  Barry  Strittmatter 


PANHANDLE 

Board  certified  family  physician  needed  in 
Texas  community  of  150,000.  Call  sharing  ar- 
rangement available  with  two  board  certified 
FPs.  No  OB  Modern,  356-bed  hospital  offer- 
ing generous  incentive  package  to  qualified 
physician  Contact:  Jim  Truitt 


GENERAL  SURGERY 


SW  LOUISIANA 

Small  southwest  Louisiana  community  seeks 
BE  / BC  general  surgeon  Assured  referrals  from 
five  primary  care  physicians  Friendly  communi- 
ty Within  20  minutes  of  metropolitan  area  Ideal- 
ly suited  for  the  outdoorsman  Generous  incentive 
package  to  qualified  candidate 
Contact;  Barry  Strittmatler, 


THE  TEXAS  SPECIALISTS 


— Working  in  Texas  for  Texans,  since  1984  — 


INTERNAL  MEDICINE 


EAST  TEXAS 

Two  BC  internists  seek  compatible  associate  for 
group  practice  in  community  of  approximately 
12,00()  (referral  area  50,000),  Shared  call  and 
overhead  Ultra-modern,  100-bed  hospital  At- 
tractive community:  many  social  and  recrea- 
tional opportunties.  One  hour  from  Dallas. 
Competitive  incentive  package. 

Contact  Jim  Truitt 


WEST  TEXAS 

Four  American  trained,  board  certified  internists 
seek  compatible  associate  for  busy  group  prac- 
tice in  Texas  community  of  100,(500  -i-  Office 
adiacent  to  modern  250-bed  hospital.  Excellent 
call  arrangement,  salary  and  benefits.  Full 
associate  status  in  second  year. 

Contact:  Jim  Truitt, 


SOUTH  TEXAS 

Thirty  minutes  from  Padre  Island.  BC  IM 
specializing  in  critical  care  seeks  compatible 
associate.  Great  climate  and  lifestyle;  recrea- 
tional opportunities  abound  Excellent  income 
potential  Contact  Barry  Strittmatter, 


WEST  TEXAS 

Community  of  approximately  9,000  (referral 
area  population  17,000)  seeks  BE/BC  internist 
Modern  50-bed  hospital  Friendly  town,  good 
schools  Within  35  miles  of  200,000  -t-  popula- 
tion center.  Especially  attractive  to  sports- 
minded  individuals.  Many  recreational  amenities 
available  Generous  incentive  package  to 
qualified  candidate  Contact:  Barry  Strittmatter 


NEUROLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000  seeks 
BE/BC  neurologists  for  associate  practice  (or 
solo  sharing  call),  fee  for  service.  Modern 
medical  facilities:  100  -i-  doctors  in  town.  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy,  excellent  schools. 
Many  social  and  recreational  opportunities 
Generous  incentive  package  to  qualified  physi- 
cian Contact:  Vicki  Truitt. 


OBSTETRICS  / GYNECOLOGY: 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000  seeks 
BE/BC  OB/GYN  for  private  practice  (to  share  call 
with  three  other  OB/GYNs).  Progressive,  family- 
oriented  community  with  strong,  diversified 
economy,  excellent  schools.  Many  social  and 
recreational  opportunties  Competitive  incentive 
package  to  qualified  physician 
Contact:  Vicki  Truitt, 


EAST  TEXAS 

Recently  trained,  board  certified  OB/GYN  seeks 
compatible  associate  for  practice  in  communi- 
ty of  approximately  12,000  (referral  area 
50,000)  Shared  call  and  overhead  Ultra- 
modern, 100-bed  hospital.  Attractive  commun- 
ity; many  social  and  recreational  opportunities. 
One  hour  from  Dallas.  Competitive  incentive 
package  Contact:  Jim  Truitt, 


ONCOLOGY 


NORTH  DALLAS 

Well-established,  board  certified  oncologist 
seeks  compatible  associate  for  busy  practice. 
Office  adiacent  to  modern,  934-bed  hospital 
Competitive  incentive  package,  excellent  poten- 
tial for  clinically  interesting  and  financially 
rewarding  practice  Attractive  life  style  in 
dynamic  Dallas/Fort  Worth  metropolitan  area. 
Contact:  Jim  Truitt 


ORTHOPEDIC  SURGERY 


EAST  TEXAS 

Board  certified  orthopedic  surgeon  seeks  com- 
patible associate  for  practice  in  community  of 
approximately  12,000  (referral  area  50,000) 
Shared  call  and  overhead.  Well-equipped,  ultra- 
modern, 100-bed  hospital.  Attractive  communi- 
ty: many  social  and  recreational  opportunities. 
One  hour  from  Dallas,  Competitive  incentive 
package  to  qualified  physician 
Contact  Jim  Truitt 


EAST  TEXAS 

Medical  staff  of  100-bed  hospital  seeks  ortho- 
pedic surgeon  for  referral  area  of  approximately 
50,000  Attractive  community  of  14,000  with 
strong,  diversified  economy.  Excellent  fishing 
and  hunting  One  hour  from  Dallas  Competitive 
incentive  package  to  qualified  physician 
Contact:  Barry  Strittmatter 


PEDIATRICS 


FORT  WORTH 

Medical  staff  in  well  established  Metroplex 
hospital  seeks  BE/BC  pediatrician  to  establish 
nucleus  of  single  specialty  group  Solo  prac- 
tice option  also  available  Competitive  incen- 
tive package  from  hospital  and  medical  staff 
support  will  be  offered  to  qualified  candidates. 
Contact.  Barry  Strittmatter 


D/FW  METROPLEX 

Young  American  trained,  BC  pediatrician  seeks 
associate  for  practice  in  affluent  suburban  com- 
munity in  the  heart  of  thriving  D/FW  Office  on 
campus  with  modern  hospital.  Excellent 
schools  and  quality  of  life 
Contact:  Vicki  Truitt 


SOUTH  TEXAS 

Two  American  trained,  BC  pediatricians  seek 
compatible  associate  to  join  rapidly  growing 
practice  Excellent  income  potential  in  an  area 
acclaimed  for  its  great  climate  and  recreational 
opportunities.  Contact  Barry  Strittmatter 


PULMONARY  MEDICINE 


WEST  TEXAS 

Four  man  group  of  American  trained,  board 
certified  internists  seeks  compatible  pulmonary 
medicine  associate.  Community  of  100  000 -i- 
Otfice  adjacent  to  modern  250-bed  hospital. 
Shared  call,  excellent  income  and  benefits.  Full 
associate  status  in  second  year 
Contact.  Jim  Truitt, 


RHEUMATOLOGY 


NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center  seeks 
board  certified  rheumatologist  to  establish  ser- 
vice in  referral  area  of  approximately  200,000 
Strong  economy,  excellent  schools:  many 
recreational  and  social  opportunties  Modern 
hospitals.  Generous  incentive  package  to 
quaiified  physician.  Contact:  Vicki  Truiti 


Classified 

Advertising 


Opportunities  Available 

Academics 


The  Department  ot  Family  Practice  and  Community 
Medicine  at  the  University  of  Texas  Medical  School  at 
Houston  is  seeking  a board  certified  family  physician  for 
clinical  faculty  physicians.  The  clinical  skills  needed  are 
for  the  comprehensive  practice  of  family  medicine  and 
for  teaching  of  medical  students  and  family  practice  resi- 
dents. Attractive  salary  and  benefit  package.  Please 
send  CV  to  Harold  T.  Pruessner,  MD,  Chairman,  Depart- 
ment of  Family  Practice  and  Community  Medicine,  Uni- 
versity of  Texas  Medical  School  at  Houston,  Room  6.100 
MSB,  PO  Box  20708,  Houston,  Texas  77225.  The  Uni- 
versity of  Texas  is  an  Equal  Opportunity  Employer. 
Women  and  Minorities  are  encouraged  to  reply. 

Cardiology 

Cardiologist  — Invasive/Non-Invasive  BC/BE  to  join  two 
BC  cardiologists  located  in  southwest  Houston,  Good 
salary,  fringe  benefits,  partnership  after  two  years.  Send 
CV  to  P.  McKenzie,  7737  Southwest  Frwy,  Suite  900 
Houston,  TX  77074. 

Emergency  Medicine 

Needed:  Emergency  physicians,  North  Central  Texas  area, 
full  and  part-time.  For  an  application  call  817-336-8600 
or  write  Emergency  Medicine  Consultants,  PA;  1525 
Merrimac  Circle,  Suite  107,  Fort  Worth,  TX  76107. 


Wm 
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, EMERGENCY  CARE 

Emergency  Physician  Practice  Opportunities 
Available  In  Jbe  Following  Areas: 

• Houston,  Texas  • East  Texas 

• Baytown,  Texas  • Arkansasy» 

• Pasadena,  Texas  • Other  Opporturvities  Available 

Medical  Networks  has  excellent  career  and  part-time 
practice  oppo^rtunities  available  for  physicians  experi- 
enced in  eme^gericy  medicine.  In  addition  to  paid 
S 1M/S3M  professional  liability  insurance,  our  attractive 
compensation  packages  range  up  to  S250.000  plus 
annually.  Hourly  raie-vs;-percentage  arrangements  avail- 
able in  some  locations, 

See  our  classified  ads  in  this  issue  for  more  details,  or 
contact: 

Physician  Resources  Department 
Medical  Networks,  Inc. 

P.O.  Box  4448 
Houston,  Texas  77210-4448 


In  Texas  call  collect: 
(713)  446-9696 


Outside  Texas 
(800)  231-0223 


Emergency  Physician  — Local  Houston  ER  group  needs 
experienced  ER  physician,  Fee-for-service  with  guaran- 
tee. Contact  Greater  Houston  Emergency  Physicians 
Associates.  P.O.  Box  7445,  Houston,  TX  77248;  713- 
869-6235. 


EmGare 

GOVERNMENT  SERVICES,  INC. 

Currently  Recruiting  Qualified  Physicians 

Work  without  the  administrative  headaches 
associated  with  running  an  office... 

Earn  a competitive  guaranteed  income  w ith 
fee-for-service  potential . . 

Be  an  independent  contractor  but  qualify 
for  terrific  group  rates  on  major  medical  life, 
disability  insurance  and  be  offered  excellent 
liability  insurance  coverage... 

Then  seriously  consider  w hat  EGSI  can  offer  you. 

For  additional  information  on  opportunities, 
specialties,  and  nationwide  locations  contact 

Catherine  M Dawson 
Director  of  Recruitment 

Glenn  W.  Farmer 
Chief  Operating  Olfieer 

1-800-527-2145 

EGSI,  1717  Mam  Street,  Suite  5200 
Dallas.  Texas  75201 
214/761-9200 


San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for 
4-day  week,  13  hr.  days.  50  weeks/year.  Profit  sharing 
above  guarantee.  Contact  Wayne  Williams,  MD,  915- 
942-8611,  Shamrock  Clinics,  4208  College  Hills,  San 
Angelo,  TX  76904. 


EmCare 


EmCare,  a progressive  physician  oriented  group  commit- 
ted to  excellence  in  emergency  medicine,  has  academic 
faculty,  directorship  and  staff  positions  available  for  well 
qualified  career  oriented  emergency  physicians.  Practice 
opportunities  include: 


Orlando.  FL 
St.  Petersburg,  FL 
Albany,  GA 
New  Orleans,  LA 
Las  Cruces.  NM 
Ithaca,  NY 
Rome,  NY 
Abilene.  TX 


Amarillo.  TX 
Athens,  TX 
Austin,  TX 
Corpus  Christi,  TX 
Dallas/FI.  Worth,  TX 
Greenville,  TX 
Longview,  TX 
Waco,  TX 


Houslon/Galveston,  TX 


EmCare  combines  the  flexibility  of  independent  contractor 
status,  competitive  guarantees  vs.  fee-for-service  remun- 
eration, providing  compensation  packages  of  $125,000  to 
$225,000,  Professional  liability  insurance  provided,  with  the 
opportunity  to  establish  a secure  emergency  medicine 
practice.  Excellent  health,  life  and  disability  package  available 
to  independent  contraclors. 

For  details  on  EmCare  opportunities,  contact. 
Professional  Services/EmCare 
1717  Mam  Street,  Suite  5200  • Dallas,  Texas  75201 
(214)  761-9200  • (800)  527-2145 


Southeastern  Texas:  Part-time  emergency  department 
and  ambulatory  care  positions  available  in  the  Hous- 
ton/Beaumont areas.  Position(s)  offer  flexible  scheduling, 
competitive  compensation  package  including  malprac- 
tice insurance.  Contact:  Emergency  Consultants,  Inc., 
2240  South  Airport  Road,  Room  29.  Traverse  City,  Ml 
49684;  1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 


Austin,  Texas  — Physician(s)  needed  for  full  time,  part 
time,  weekdays,  weekends  to  staff  a tree  standing 
urgent  care  center.  Remuneration  commensurate  with 
experience.  Send  CV  and  application  to  Austin  Medicen- 
ter,  c/o  Sheila  Twyman,  Medical  Administrator,  6343 
Cameron  Rd.,  Austin,  TX  78723  or  call  512-467-2052 

Texas-Dallas-Fort  Worth/Longview/Tyler;  Modern  physician 
managed  emergency/ambulatory  care  centers  seeking 
well-rounded  practitioner.  Full  or  part-time.  Guaranteed 
minimum  $104,000-1-  annually.  Superior  professional  lia- 
bility coverage  paid.  Directorship  available.  Send  CV  or 
call  Keith  D.  Williams,  MD  or  Jackie  Hall,  Abilene  General 
Partner,  Inc.  3305  North  Third,  Suite  304,  Abilene,  Texas 
76903  915-676-3023, 

Texas — Longview/Lufkin:  Emergency  department  staff 
positions  in  modern  1 0O-i-  bed  hospitals  with  volumes  ot 
8,500  to  11,500  annually.  Guaranteed  minimum  of 
$123,000  to  $148,000  annually.  Excellent  backup. 
Superior  professional  liability  coverage  paid.  Medical 
Directorship  available.  Send  CV  or  call  Keith  D.  Williams, 
M.D.  or  Jackie  Hall.  Abilene  General  Partner,  Inc.,  3305 
North  Third,  Suite  304,  Abilene,  TX  76903  915-676-3023. 

Texas  — Three-man  group  that  provides  services  for  our 
hospital  in  College  Station  is  seeking  a fourth  member. 
Partnership  with  increasing  income  potential  based  on 
performance.  Our  ER  averages  over  1 ,000  visits/month 
with  a 25%  yearly  increase.  For  more  information,  send 
your  CV  to:  Gordon  Crawford,  Professional  Relations, 
Humana  Inc.,  Dept.  II-02A.  500  West  Main  Street. 
Louisville,  KY  40201-1438.  Or  call  Toll-Free  1-800-626- 
1590. 

Endocrinology 

Beaumont-Houston  — A young,  board-certified  Endocri- 
nologist practicing  in  Beaumont  is  now  seeking  an  asso- 
ciate to  join  his  growing  practice.  He  is  currently  director 
of  the  newly  expanded,  25-bed  Diabetes  Unit  at  our 
250-bed  hospital  and  also  has  privileges  at  two  other 
local  hospitals  with  an  additional  856  beds.  The  exten- 
sive referral  base  includes  a large  area  of  southeast 
Texas  and  southwest  Louisiana  with  a total  population  of 
300,000.  This  practice  is  100%  endocrinology  and  dia- 
betes. Candidates  with  interest  in  Pediatric  Endocrinol- 
ogy are  especially  welcome.  Also,  there  is  an  opportunity 
in  the  Clear  Lake  area  just  south  of  Houston.  For  more 
information  about  these  attractive  opportunities,  send 
your  CV  to:  Manager,  Professional  Relations,  Humana 
Inc.,  Dept.  II-02D,  500  West  Main  Street,  Louisville  KY, 
40201  -1438.  Or  call  Toll  Free  1 -800-626-1590. 

Family  Practice 

Family  Practitioner  (BC/BE)  to  associate  with  FP  with 
busy  predominately  ambulatory/emergency  practice. 
Guarantee  plus  Incentive.  Beautiful  small  town  of  5,000 
(DA  18,000)  in  Texas  Hill  Country  near  San  Antonio. 
Contact:  Jim  McCoy,  MD,  120  Medical  Dr.,  Boerne, 
Texas  78006,  512-249-9307. 

Family  Practice:  Well  rounded,  experienced  practitioner, 
CP  or  FP  with  Texas  license  for  full  time  position.  Ideal 
candidate  should  have  particular  interest  or  strong  back- 
ground in  pain  management.  Competitive  salary  & bene- 
fits. Send  replies  with  C.V  to:  Deanna  Courreges,  Man- 
ager; 3417  Hillcrest  Drive,  Waco,  Texas  76708. 

Dallas  Texas  — BE/BC  family  practitioner  needed  to  join 
2 young  aggressive  busy  FP's.  $96K  minimum  1st  year 
guarantee.  Send  CV:  Doctor’s  Office,  4333  Josey  Lane 
#100,  Carrollton.  TX  75010. 

Family  Practitioner:  BC/BE  Join  two-man  practice.  On 
site  laboratory/x-ray.  State-of-the-art  hospitals.  No 
HMO's.  Excellent  schools,  community,  universities,  medi- 
cal school.  Lowell  S.  Johnson,  M.D.,  4501  50th,  Lub- 
bock, TX  7941 4,  806-795-5241 , 
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Classified  Advertising 


NETWORK 


The  proven  professionals 
in  locum  tenens 
and  interim  physician  staffing 


1-800-531 -11 22 

PRN  Physician  Staffing 
since  1982 


Beaumont,  Texas  — A busy,  well-established,  board-certi- 
fied Family  Physician  in  Beaumont  is  now  seeking  a 
BC/BE  associate  to  join  his  expanding  practice.  Flexible 
financial  arrangements.  There  are  also  two  group  oppor- 
tunities available.  For  more  information,  send  your  CV  to: 
Gordon  Crawford.  Professional  Relations.  Humana  Inc.. 
Dept.  II-02B.  500  West  Main  Street.  Louisville.  KY 
40201-1438.  Or  call  Toll-Free  1-800-626-1590. 

Houston  — Solo  hospital  sponsored  family  practice 
opportunity  in  suburban  location.  Competitive  guarantee, 
excellent  call  coverage.  For  details  contact:  Practice 
Dynamics.  11222  Richmond.  Ste  125.  Houston.  TX 
77082;  1 -800-933-091 1 . 


Family  Practice  Opportunity 

Texas  City-  Outstanding  opportunity  for  Family 
Practitioner  with  Industrial  and  Emergency 
Medicine  experience.  Hospital  is  seeking  Medical 
Director  with  desire  to  build  industrial  medicine 
practice.  Compensation  package  $1 20,000 
annually  plus  malpractice. 

Contact  Lori  Clay,  1 -800-486-3763, 

8414Cole  Ave,  Suite  804,  Dallas,Texas75204. 


General  Surgery 

General  Surgeon  — Board  Certified,  sought  to  establish 
private  practice  associated  with  99-bed  hospital  in  West 
Texas  town  of  12.000  plus.  Income  guarantee  and  other 
financial  incentives  are  available.  Contact:  Tim  Lancaster. 
CEO.  Cogdell  Memorial  Hospital,  Cogdell  Center,  Sny- 
der, TX  79549;  915-573-6374. 

Internal  Medicine 

A prosperous  and  well-established  22-physician  multi- 
specialty  group  serving  an  eight  county  area  of  rural 
southeast  Texas  has  an  excellent  opportunity  for  an 
internist.  The  group  is  an  independent,  fee-for-service 
entity  offering  an  attractive  salary  and  benefits.  No  initial 
investment  required  by  the  physician.  If  interested,  con- 
tact William  Schlotter  at  1-800-333-6153  or  send  cur- 
riculum vitae  to  Brenham  Clinic  Association,  600  North 
Park.  Brenham,  TX  77833. 


Third  Internist  Needed  for  Busy  Office,  January  1991  or 
until  right  one  comes  along.  Opportunities  unlimited  for 
hard  working  and  caring  physician  who  wants  to  do  bet- 
ter than  average.  Salary  $105,000  plus  bonus.  Call  214- 
586-0766  or  write  Vincent  H.  Wang  MD,  1005  S.  Jack- 
son,  Jacksonville,  TX  75766. 

Gold  Mine  for  Internist:  Wanted,  aggressive  and  energetic 
physician,  BE/BC  to  join  a group  of  family  physicians. 
Must  be  able  to  do  procedures.  Very  competitive  tee  for 
service  income  available,  including  benefits.  Send  CV  to 
Nancy  Bloomfield,  4010  College  St.,  Suite  200,  Beau- 
mont. TX  77707. 

Medical  Administrative 

Full-time  Chairman  of  Surgical  Services.  Presbyterian 
Hospital  of  Dallas  seeks  a surgeon  for  full-time  responsi- 
bility as  Chairman  of  Surgical  Services.  Includes  medi- 
cal/administrative direction  for  all  surgical  specialties. 
Candidate  should  have  prior  experience  in  a similar 
capacity.  Competitive  compensation  commensurate  with 
experience.  Send  CV  and  letter  of  interest  to  C.  Max 
Cole.  M.D.,  Chairman  Search  Committee,  c/o  Medical 
Staff  Office,  Presbyterian  Hospital  of  Dallas,  8200  Walnut 
Hill  Lane,  Dallas,  Texas,  75231 . An  Equal  Opportunity 
Employer. 

OB/GYN 

OB/GYN  to  join  another  established  OB/GYN  within  a well- 
established,  expanding  multi-specialty  group  in  a choice 
rural  area  of  central  Texas.  Salary  with  an  incentive  bonus 
opportunity.  Excellent  benefits.  Independent  fee-for-ser- 
vice 22-physician  group  with  drawing  area  of  100,000-i-. 
Send  curriculum  vitae  or  call  William  Schlotter,  Brenham 
Clinic  Association,  600  North  Park,  Brenham,  TX  77833, 
or  call  1-800-333-6153. 

Ophthalmologist 


Ophfhalmologist  — Board  eligible  or  certified  to  join  busy 
30  year  old  solo  medical  and  surgical  practice  with  future 
buy  out  potential  in  Dallas,  Texas.  Send  CV  to:  Ad  Box 
777,  ADVERTISING  DEPT,  Texas  Medical  Association, 
1801  North  Lamar,  Austin,  TX  78701 

Orthopedics 

Beaumonf  — A busy,  two-man  group  in  Beaumont  is  now 
seeking  to  add  a third  member.  This  group  has  a thriving 
and  expanding  sports  medicine  clinic.  For  more  informa- 
tion, send  your  CV  to:  Gordon  Crawford,  Professional 
Relations,  Humana  Inc.,  Dept.  II-02E,  500  West  Main 
Street,  Louisville,  KY  40201-1438.  Or  call  Toll  Free  1- 
800-626-1590. 

Orthopedic  Surgeon  to  join  group  with  6 orthopods, 
established  practice  In  north  Houston  suburbs.  Excellent 
opportunity  with  salary  plus  incentive  bonuses  and  paid 
benefit  package.  Send  resume  to:  Doctors,  RO.  Box 
1200,  #1 15,  Humble,  Texas  77347. 

Pathologist 

Pathologist,  Part-time.  General  Pathology  forensic  autop- 
sies. Salary  Negotiable.  Tyler,  Texas.  903  597-1 137. 

BE/BC  Pathologist  needed  for  coastal  Texas  community. 
Solo  seeking  associate  to  cover  200  bed  and  100  bed 
hospitals.  Excellent  opportunity  and  financial  package. 
For  details,  contact  Mr.  Jenkins  at  PRACTICE  DYNAM- 
ICS, 11222  Richmond.  Ste.  125,  Houston,  TX  77082;  1- 
800-933-091 1 


Pediatrics 

A Well  Established  and  expanding  multi-specialty  group  in 
a choice  rural  area  of  central  Texas  wishes  to  add  a pedi- 
atrician to  two  established  pediatricians  within  the  group. 
Salary  with  incentive  opportunity.  Excellent  benefits. 
Independent  fee-for-sen/ice.  A 22-physician  group  with 
drawing  area  of  lOO.OOO-i-.  Send  curriculum  vitae  or  call 
William  Schlotter,  Brenham  Clinic  Association,  600  North 
Park,  Brenham,  TX  77833,  or  call  1-800-333-6153. 

Preventive  Medicine 

Preventive  Medicine  Physician  — State  Correctional  Sys- 
tem in  Huntsville.  TX..  is  seeking  qualified  Physician  with 
TX-Lic.  and  a specialty  in  preventive  medicine  or  Mas- 
ters/Ph.D  in  public  health.  This  Huntsville  based  position 
directs  and  supervises  the  delivery  of  public  health  care 
at  all  (35)  units  within  the  State  Correctional  System. 
Salary  $94,400  plus  excellent  benefits.  More  information, 
pis.  contact:  409-294-2755  or  TDCJ,  Box  99  Personnel 
Annex,  Huntsville  TX  7734. 

Psychiatric 


Houston 

Excellent  opportunity  for  a conscientious  and  in- 
dustrious individual  with  good  clinical  skills  to  join 
a sole  practitioner  with  a large  inpatient/outpatient 
practice.  Applicant  needs  to  be  board  eligible/ 
certified  and  have  the  ability  to  relate  to  other 
physicians.  Opportunity  for  medical  school  affili- 
ation. Excellentcompensation  package  in  part 
determined  by  productivity,  and  the  opportunity  to 
develop  a joint  practice  arrangement.  Prefer 
some  familiarity  with  substance  abuse  patients. 
Send  resume  and  salary  history  to: 

George  S.  Glass,  M.D.,  2616  South  Loop  West, 
Suite  500,  Houston,  Texas  77054. 


Radiology 

Radiology:  Immediate  opening  for  BE/BC  Radiologist  in 
Dallas  area  hospital  based  practice.  All  modalities.  Con- 
tact Medical  Director,  Radiology,  PO  Box  4446,  Dallas, 
Texas  75208. 

Staff  Radiologist  The  Olin  E.  Teague  Veteran's  Center, 
Temple,  Texas,  is  recruiting  for  two  staff  radiologist.  Posi- 
tion involves  imaging  modality,  arthrography,  angiogra- 
phy. ultrasound  and  CT.  CETVA  is  teaching  hospital  affili- 
ated with  Texas  A&M  University  and  academic 
appointment  is  possible.  Temple  is  town  of  50,000  in 
heart  of  Texas  between  Dallas  and  Austin.  No  state 
income  tax.  Send  CV  to  Dr.  John  Davis,  1901  South 
First.  Temple,  Texas  76504  or  call  81 7 778-481 1 . 

Rheumatology 

College  Station,  A rheumatologist  is  needed  in  this  univer- 
sity community,  where  our  hospital  has  established  a 
Physical  Medicine  and  Rehabilitation  Institute  which 
includes  water  therapy.  The  successful  candidate  will  be 
welcomed  by  a newly  established  Physiatrist  and  our 
Orthopedic  Surgeons,  as  many  patients  are  now  referred 
out  of  the  community.  Excellent  financial  assistance. 
Send  your  CV  to:  Gordon  Crawford,  Manager,  Professional 
Relations,  Dept.  11-02C.  500  West  Main  Street,  Louis- 
ville, KY  40201-1438.  Or  call  Toll-Free  1-800-626-1590. 
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Class! tied  Advertising 


Sports  Medicine 

Oirector  of  Athletic  Medicine/Staff  Physician,  The  Univer- 
sity ot  Texas  at  Austin  — The  University  of  Texas  at  Austin 
Is  seeking  applicants  for  the  Director  of  Athletic  Medicine 
for  the  University  of  Texas  Men’s  Intercollegiate  Athletics 
Department.  This  will  be  a shared  position  between  the 
Department  of  Men's  Intercollegiate  Athletics  and  the 
University  of  Texas  Student  Health  Center.  Responsible 
for  the  overall  administration  and  supervision  of  athletic 
medical  programs  in  the  Men's  Intercollegiate  Athletic 
Program  as  well  as  for  providing  direct  patient  care  as  a 
staff  physician  to  UT  Austin  students  20  hours  per  week. 
Requires  a Doctoral  degree  in  medicine;  current  license 
or  eligibility  for  licensure  to  practice  medicine  in  the  State 
of  Texas;  and  Board  Certification  or  current  Board  Eligi- 
bility in  family  practice,  internal  medicine,  or  pediatrics. 
Post-residency  experience  in  sports  medicine  preferred. 
Position  available  July  1,  1991.  Qualified  applicants 
should  send  letter  of  interest  and  resume  by  February 
28.  1991,  to:  Melinda  McMichael,  MD,  Medical  Director, 
Student  Health  Center,  The  University  of  Texas  at  Austin, 
Box  7339,  University  Station,  Austin,  Texas  78713.  An 
Equal  Opportunity  Employer. 

Other  Opportunities 


Position  Available:  Seeking  BC/BE  Family  Practice,  Gen- 
eral Internist,  Endocrinologist,  OB/GYN  to  join  estab- 
lished multi-specialty  clinic.  Excellent  benefits  and  guar- 
antee. Send  CV  to  Leroy  W.  Kitch,  Administrator,  Skinner 
Clinic,  124  Dallas  St.,  San  Antonio,  TX  78205. 

General  Physician  III,  BD  elig.  or  cert.,  Texas  Medical 
License.  Wichita  Falls  State  Hospital,  accredited  JCAHO. 
Salary:  from  73-87K,  -r  board  certification  pay.  Opportu- 
nity for  additional  income  with  dual  employment.  Wichita 
Falls,  Texas  is  a progressive  university  city  of  100,000 
located  two  hours  from  Dallas/Fort  Worth  metroplex. 
Write:  Richard  Bruner,  Superintendent;  Box  300;  Wichita 
Falls.  Texas  76307.  or  call  collect  817-692-1220.  An 
equal  opportunity/affirmative  action  employer. 


PRIVATE  PRAaiCE  OPPORTUNITIES 

(in  ad  specialties) 

Texas  & Sunbetf  States 
CaH  l-a00-284-4560 

Houston  785-3722  R e u b e 

B r o n s t e ■ 


or  serxt  CV  H140  Westheimer 
Suite  144 

Houston  TX  77042 


& Associates 


Texas 
Medicus, 
P.A. 

Medicus  is  a group  of  career  emergency 
and  primary  care  specialists  who 
combine  high  standards  in  prfiysician 
staffing  with  expertise  in  emergency 
department  and  primary  care  manage- 
ment. We  offer  outstanding  director- 
ship and  staff  opportunities  for  qualified 
physicians  with  lucrative  compensa- 
tion, incentives  and  paid  malpractice. 
We  currently  staff  over  25  facilities  in 
ideal  locations  throughout  Texas  & 
Louisiana. 

Call  our  Recru  iting  Department  today  or 
send  your  C.V.  for  career  opportunities  in: 

Texas  East  Texas 

Dallas,  Ft.  Worth  Hill  Country 

Houston  Area  North  Texas 

San  Antonio  Area 

Texas  Medicus,  P.A. 

4514  Cole  Ave,  Suite  804 
Dallas,  Texas  75205 
(800)486-3763  (214)522-9591 


Medical  doctor  wanted  to  primarily  perform  physical 
examination  and  prescribe  conservative  therapy  in  a 
multidisciplinary  back  and  neck  center.  In-depth  knowl- 
edge of  musculoskeletal  system  not  necessary.  50K 
base  per  year.  Approx.  35  hour  work  week.  Please  send 
CV  to  PO  Box  94902-1 1 1 Wichita  Falls,  TX  76308 


Correctional  Facilities-Several 
locations,  full-time  Physicians,  63K-84K, 
Psychiatrist  82K-129K.  Excellent 
Benefits,  Texas  Lie.  Huntsville,  Rusk, 
Gatesville,  Palestine,  Amarillo,  Marlin, 
Houston  area.  Inquiries:  TDC,  Bx  99 
Pers.  Annex,  Huntsville,  TX  77342 
(409)  294-2755. 


Clinical  Director,  unique  opportunity  for  physician  to 
engage  in  medical  practice  plus  supervise  personnel  in 
clinical  services.  Minimum  qualifications  include  licensed 
to  practice  medicine  by  Texas  State  Board  of  Medical 
Examiners,  plus  certification  by  an  American  Board  of 
Medical  Specialty  (preferably  internist/  pulmonologist/ 
family  practitioner),  plus  four  years  of  fulltime  employ- 
ment in  medical  practice  of  which  two  years  are  in  area 
of  certification  in  a supervisory  or  administrative  capacity 
In  Hospital  or  Health  Agency.  Competitive  salary  and 
excellent  state  benefits.  Call  Dalia  Tovar,  South  Texas 
Hospital  for  more  information.  (512)  423-3420 

Texas:  Houston  2 openings.  Solo  physician  needs  associ- 
ates for  large  suburban  practice.  And  Hospital  seeking 
medical  director  for  new  oncology  unit.  For  details  con- 
tact: Practice  Dynamics,  11222  Richmond,  Ste  125, 
Houston,  TX  77082:  1 -800-933-091 1 . 


Situations  Wanted 

Positions  Wanted 

Radiologist,  board  certified  with  interventional  fellowship, 
desires  to  locate  in  Texas.  Proficient  in  all  modalities.  Uni- 
versity trained  with  academic  experience.  Permanent, 
part-time  and  locum  positions  will  be  considered.  Reply 
to:  Texas  Medical  Association,  Advertising  Depart.,  Ad 
Box  776,  1801  N.  Lamar,  Austin.  TX  78701 . 


For  Sale  or  Lease 

Office  Space 

Harlingen/Rio  Grande  Valley  — excellent  opportunity. 
Office  and  partnership  interest  in  new  building  adjacent 
in  major  area  Medical  Center.  Call  David  Newton  (512) 
428-5351. 

1500  sq.  feet  available  medical/dental  office  complex.  GP 
or  Pedicatrician  preferred.  Space  recently  vacated  by  GP 
with  established  practice  for  past  10  years.  Northwest 
Houston,  Westheimer/Hwy  6 area.  Call  Michael  McCul- 
loch, DDS,  between  8-8  @ 713  497-01 1 1. 

Practices 

Selling  Your  Practice?  We  offer  practice  evaluations  & 
brokerage,  physician  recruiting,  and  partnership  buy-in 
services.  We  can  help  you  make  the  right  decisions.  For 
a free  brochure,  call  or  write;  Practice  Dynamics,  Dept  T, 
11222  Richmond.  Ste  125,  Houston,  TX  77082:  713- 
531-0911. 

Attractive,  active  General  Medical  Practice  immediately 
available  in  rural  SW  Texas  Community.  Owned  by  retir- 
ing physician.  No  OB.  Call  Eduardo  Morena,  MD  512 
497-4272. 


Business  and  Financial 
Services 

Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  cour- 
teous service.  Competitive  fixed  rate.  Physicians  Service 
Association,  Atlanta,  Georgia.  Toll  free  1-800-241-6905. 
Serving  MDs  tor  over  10  years. 

Consulting  Services  — Assistance  with:  Starting,  Reloca- 
tions, Selling  or  Reorganizing  your  Practice  — Employ- 
ment Contracts  — Professional  Association  and  Partner- 
ship Agreements  — Compliance  with  Medicare  Rules 
and  Regulations.  PLEASE  CONTACT:  Doug  MeSwane, 
MeSwane  and  Associates,  1121  Hampshire  Ln.,  Suite 
235,  Richardson,  Texas  75080,  Phone  214-669-3359. 

Lease  Your  Equipment.  We  can  arrange  to  lease  any  type 
of  equipment  at  a very  competitive  rate.  To  find  out  how 
easy,  please  call:  Capital  Funding,  Paris,  Texas  75460 
903-785-3131 


Continuing  Education 

Flex-Spex-NBME  Preparation  — May  1991  Intensive 
Refresher  Course,  Norfolk,  Virginia.  Lectures,  Audio-visu- 
als, test  sessions  and  a considerable  amount  of  medical 
study  material.  USNBE  Review  Center  PO  Box  767 
Friendswood  TX  77546  713  482-8597. 

Advertising  Rates  & Data:  Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the).  Display  clas- 
sified advertising  sells  for  $95  per  column  inch,  per 
month.  A variety  of  typefaces,  logos,  and  borders  may 
be  used  in  display  classified  ads.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  listings 
cannot  be  given  out  unless  specific  permission  to  do  so 
has  been  given.  The  advertising  office  will  not  contact  ad 
box  number  holders  except  by  mail.  Federal  laws  pro- 
hibit references  to  race,  color,  religion,  sex,  natural  origin, 
or  age  unless  bona  fide  occupational  qualifications.  Copy 
deadline  is  the  1st  of  the  month  preceding  publication. 
Send  copy  to  Mark  Bizzell,  Classified  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  TX  78701. 
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Houston  Headache  Clinic  presents 

“ADVANCES  IN  HEADACHE,  DIAGNOSIS  AND  TREATMENT” 

Friday  Mai'ch  22, 1991  (8:00  am  - 3:30  pm)  Houston,  Texas  Wyndham  Warwick  Hotel 

FACULTY  INCLUDES  NATIONALLY  KNOWN  HEADACHE  RESEARCHERS: 


TOPICS 


■ Joel  Saper  MD,  Detroit 

■ Alan  Rapoport  MD,  Stamford 

■ Fred  Sheftell  MD,  Stamford 

■ Modem  approaches  in  the  diagnosis  and  management 
of  primary  headache  disorders,  including  treatment  in 
the  emergency  room,  prophylactic  pharmacotherapy 
and  behavioral  approaches 


William  Speed  MD,  Baltimore 
Steven  Silberstein  MD,  Philadelphia 
Ninan  T.  Mathew  MD,  Houston 

Analgesic  rebound  headache 

Neurobiology  of  Headache 


8 HOURS  CME  CREDIT,  CATEGORY  1.  COFFEE  BREAKS  & LUNCH 


CLIP  & MAIL  TO 

Houston  Headache  Clinic,  1213  Hermann  Dr.  #350,  Houston,  TX  77004,  or  FAX  your  registration  to:  (713)  526-6369. 
Call  (713)  528-0021  for  more  information. 

Please  send  me  a program  for  Advances  in  Headache. 

Enclosed  is $100  for  physicians  and  psychologists 

Name  

Qty  


or 


$60  for  residents  and  allied  health  perscainel. 


State 


Street 
Zip 


Phone 


Specialty 


Join  Dr.  McGee. 

“Without  the  AMA,  many,  many  public 
issues  would  not  even  be  addressed.  For 
example,  eveiy  physician  should  be  proud 
of  the  very  strong,  courageous  stand  the 
AMA  has  taken  on  the  issue  of  AIDS.  And 
it’s  important  to  remember,  AMA  policy  is 
not  made  by  an  exclusive  few  but  by  peo- 
ple who  are  in  the  trenches  every  day 
fighting  disease.  The  AMA  is  the  voice  of 
physicians,  it’s  the  one  body  in  medicine 
today  that  represents  the  collective  interests 
and  opinions  of  doctors  in  this  country.” 

Join  Dr.  George  McGee, Gastroenterologist, 
in  the  AMA.  Call  this  toll-free  number  now. 

JdnTheAMA, 
1-800-AMA-3211 

American  Medical  Association 


Courses 

March 

Computer  Applications 

Mar  2,  1991 

GRATEFUL  MED:  Computer  Access  to 
Information.  Austin,  Tex.  Contact  Te.xas 
Medical  Association  Library,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704, ext  193 

Emergency  Medicine 

Mar  10-15,  1991 

Emergency  Medicine  Ski  Conference. 
Mammoth  Lakes,  Calif.  Contact  Medical 
Conferences,  Inc,  PO  Box  52-B,  New- 
port Beach,  CA  92662  (714)  650-4156 

Mar  28-29,  1991 

Advanced  Cardiac  Life  Support.  Temple, 
Tex.  Contact  Scott  Sc  White  Memorial 
Hosp,  Office  of  CME,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

Family  Practice 

Mar  23,  1991 

Depression  Management:  The  Physician 
Has  A Choice.  Houston.  Contact  The 
LIniversity  of  Texas  Health  Science  Cen- 
ter, Office  of  CME,  1100.  Holcombe 
Blvd,  HMB  15.1509,  Houston,  TX 
77030  (713)  792-5346 

Gastroenterology 

.Mar  8-9,  1991 

Advances  in  Gastroenterology.  Houston. 
Contact  Baylor  College  of  Medicine, 
Office  of  CME,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-6020 

General  Medicine 

Mar  2,  1991 

Pulmonary  Disease  Update.  Dallas. 
Contact  Ofhce  of  CME,  St  Paul  .Medical 
Center,  5909  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)  879-3789 


CME  / Continuing 
Education  Directory 


Mar  8-9,  1991 

Frontiers  in  Gastroenterology.  Houston. 
Contact  Baylor  College  of  Medicine, 
Office  of  CME,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)  798-6020 

Mar  9,  1991 

Critical  Issues  m Acute  Care.  Houston. 
Contact  Baylor  College  of  Medicine, 
Office  of  CME,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-6020 

Mar  16,  1991 

Cancer  Update  1991.  San  Antonio,  Tex. 
Contact  Baptist  Memorial  Hosp  System, 
1 1 1 Dallas  St,  San  Antonio,  TX  78205 
(512) 222-8431,  ext  5435 

Mar  16,  1991 

A Centennial  Celebration  of  Aging. 
Galveston.  Contact  Office  of  CME,  The 
University  of  Te.xas  Medical  Branch, 
Route  J-34,  Shearn  Moody  Plaza  #7101, 
Galveston,  TX  77550  (409)  761-2934 

Mar  16,  1991 

Geriatrics  for  the  Primary  Care  Physi- 
cian. Dallas.  Contact  Office  of  CME,  St 
Paul  Medical  Center,  5909  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)  879-3789 

Infectious  Diseases 

Mar  15-17,  1991 

Office  Management  of  Infectious  Dis- 
eases. Destin,  Fla.  Contact  Southern 
Medical  Association,  35  Lakeshore  Dr, 
PO  Box  190088,  Birmingham,  AL 
35219-0088  (1-800)  423-4992 

Mar  17,  1991 

Future  Considerations  in  Anti-Retrovi- 
ral Therapy.  Houston.  Contact  Baylor 
College  of  Medicine,  Office  of  CME, 
One  Baylor  Plaza,  Houston,  TX  77030 
(713)  798-6020 


Obstetrics  and  Gynecology 

Mar  11-12,  1991 

Advances  in  Obstetrics  and  Gynecology 
Midwifery  Section.  Houston.  Contact 
Baylor  College  of  Medicine,  Office  of 
CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Mar  15,  1991 

Clinical  Advancements  in  Breastfeeding. 
Dallas.  Contact  Texas  Association  of 
Breastfeeding  and  Lactation  Specialties, 
7777  Forest  Ln,  Ste  C-525,  Dallas,  TX 
75230 (214) 788-6190 

Mar  16,  1991 

Cancer  Update.  San  Antonio,  Tex.  Con- 
tact Baptist  Memorial  Hospital  System, 
1 1 1 Dallas  St,  San  Antonio,  TX  (512) 
222-8431,  e.xt  5435 

Ophthalmology 

Mar  15-17,  1991 

The  Cullen  Eye  Course.  Houston.  Con- 
tact Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston, 
TX  77030  (713)  798-6020 

Mar  27,  1991 

Medical  Retina.  East  Elmhurst,  NY. 
Contact  Long  Island  Jewish  Medical 
Center,  Office  of  CME,  New  Hyde  Park, 
NY  11042  (718)  470-8650 

Orthopedic  Surgery 

Mar  27,  1991 

Orthopedic/Rheumatology  Seminar. 
Tyler,  Tex.  Contact  The  University  of 
Texas  Health  Science  Center  at  Tyler,  PO 
Box  2003,  Tyler,  TX  75710  (903)  877- 
7255 

Pediatrics 

Mar  1-3,  1991 

Neonatal  Pediatric  Pulmonary  Function 
Testing.  Orlando,  Fla.  Contact  Presbyte- 
rian Healthcare  System,  Office  of  Con- 
tinuing Education,  8200  Walnut  Hill  Ln, 
Dallas,  TX  75231  (214)  696-8458 
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Mar  22-24,  1991 

Pediatrics  for  the  Practitioner.  San  Anto- 
nio, Tex.  Contact  The  University  of 
Texas  Health  Science  Center,  Office  of 
CME,  7703  Floyd  Curl  Dr,  San  Antonio, 
TX  78284  (512)  567-4444 

Physical  Medicine  and  Rehabilitation 

Mar  11-21,  1991 

Comprehensive  Review  Course  in  Physi- 
cal Medicine  and  Rehab.  Houston.  Con- 
tact Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston, 
TX  77030  (713)  798-6020 

Plastic  Surgery 

Mar  9-11,  1991 

Eighth  Annual  Texas  Rhinoplasty  Sym- 
posium. Dallas.  Contact  Office  of  CME, 
The  University  of  Texas  Southwestern 
Medical  Center,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)  688-2166 

Psychiatry 

Mar  1-3,  1991 

Harvard  Medical  School  Psychopharma- 
cology 1991.  Austin,  Tex.  Contact  John 
Carrick,  MD,  3215  Steck  #100,  Austin, 
TX  78758  (512)  458-9253 

Mar  2,  1991 

Geriatric  Psychiatry  Review.  Dallas. 
Contact  Office  of  CME,  The  University 
of  Texas  Southwestern  Medical  Center, 
5323  Harry  Hines  Blvd,  Dallas,  TX 
75235 (214) 688-2166 

Mar  7-10,  1991 

Psychiatric  Update  Conference  for 
Physicians.  Whistler,  British  Columbia. 
Contact  Dr  Alan  Buchanan,  102-180  W 
Broadway,  Vancouver,  BC  V5Z  4C9 
(604)  922-3570 

Mar  17-22,  1991 

New  Developments  in  Clinical  Practice. 
Park  City,  Utah.  Contact  The  Menninger 
Clinic,  PO  Box  829,  Topeka,  KS  66601- 
0829  (1-800) 288-7377,  ext  5991 


Radiology 

Mar  13-15,  1991 

State  & JCAHO  Regulations  for  Equip- 
ment Performance  & Radiation  Expo- 
sure. San  Antonio.  Contact  The  Univer- 
' sity  of  Texas  Health  Science  Center, 

! Office  of  CME,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  (512)  567-4444 

Mar  14-16,  1991 

Diagnostic  Radiology  Update.  San 
Antonio.  Contact  The  LIniversity  of 
Texas  Health  Science  Center,  Office  of 
CME,  7703  Floyd  Curl  Dr,  San  Antonio, 

! TX  78284  (512)  567-4444 

Urology 

Mar  8-10,  1991 

j Ultrasonography  in  Urology.  Dallas. 

I Contact  American  Urological  Associa- 
tion, Inc,  Office  of  Education,  6750  W 
Eoop  South,  Ste  900,  Bellaire,  TX  77401 
(713)  665-7500 

i Mar  22-24,  1991 

Infertility.  Chicago.  Contact  American 
j Urological  Association,  Inc,  Office  of 
j Education,  6750  W Loop  South,  Ste 
I 900,  Bellaire,  TX  77401  (713)  665-7500 

April 

Allergy  and  Immunology 

i 

' Apr  19-21,  1991 

Southwest  Allergy  Eorum.  San  Antonio. 
Contact  The  University  of  Texas  Health 
j Science  Center,  Office  of  CME,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)  567-4444 

Cardiology 

I Apr  12-14,  1991 

Frontiers  in  Cardiology.  Palm  Beach, 
Fla.  Contact  American  College  of  Cardi- 
ology, Extramural  Programs,  Dept  5080, 
Washington,  DC  20061-5080  (1-800) 
897-5400 


Apr  15-19,  1991 

Electrocardiographic  Interpretation  of 
Complex  Arrhythmias.  Indianapolis. 
Contact  American  College  of  Cardiol- 
ogy, Extramural  Programs,  Dept  5080, 
Washington,  DC  20061-5080  (1-800) 
897-5400 

Apr  26-28,  1991 

Diagnostic  Dilemmas  in  Cardiology. 
Myrtle  Beach,  SC.  Contact  Southern 
’ Medical  Association,  35  Lakeshore  Dr, 
PO  Box  190088,  Birmingham,  AL 
35219-0088  (1-800) 423-4992 

Emergency  Medicine 

Apr  5-6,  1991 

j Emergency  Medicine  Oral  Board 
Review  Course.  East  Elmhurst,  NY. 
Contact  Long  Island  Jewish  Medical 
Center,  Office  of  CME,  New  Hyde  Park, 
NY  11042  (718)  470-8650 

I Apr  12-16, 1991 

j Essential  Topics  in  Emergency  Medicine. 

' La  Jolla,  Calif.  Contact  American  Col- 
lege of  Emergency  Physicians,  PO  Box 
619911,Dallas,TX  75261-991  1(l- 
800)  798-1822  or  (214)  550-091 1 

Apr  25-26,  1991 

Advanced  Cardiac  Life  Support.  Temple, 

Tex.  Contact  Scott  Sc  White  Memorial 

Hosp,  Office  of  CME,  2401  S 31st  St, 

' Temple,  TX  76508  (817)  774-4083 

1 

I 

Family  Medicine 

Apr  5,  1991 

Family  Practice  Update.  Austin,  Te.x. 
Contact  Texas  Academy  of  Family 
Physicians,  8733  Shoal  Creek  Blvd, 
Austin,  TX  78766  (512)  451-8237 

Apr  8-12,  1991 

Family  Practice  Review.  Galveston,  Tex. 
Contact  Office  of  CME,  The  University 
of  Texas  Medical  Branch,  Route  J-34, 
Shearn  Moody  Plaza  #7101,  Galve.ston, 
TX  77550  (409)  761-2934 
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Apr  17-21,  1991 

Family  Medicine  Review.  Austin,  Tex. 
Contact  Scott  & White  Memorial  Hosp, 
Office  of  CME,  2401  S 31st  St,  Temple, 
TX  76508  (817)  774-4083 

Apr  29-May  3,  1991 

Review  Course  in  Family  Medicine. 

Houston.  Contact  Baylor  College  of 

Medicine,  Office  of  CME,  One  Baylor 

Plaza,  Houston,  TX  77030  (713) 

798-6020 

General  Medicine 

Apr  26-28,  1991 

Focus  on  the  Athletic  Patient.  Kiawah, 
SC.  Contact  Southern  Medical  Associa- 
tion, 35  Lakeshore  Dr,  PO  Box  190088, 
Birmingham,  AL  35219-0088  (1-800) 
423-4992 

Nephrology 

Apr  5-6,  1991 

drd  Annual  Nephrology  for  the  Non- 
Nephrologist.  El  Paso,  Tex.  Contact 
Providence  Memorial  Hosp,  Education 
Dept,  2001  N Oregon,  El  Paso,  TX 
79902  (915)  452-6284 

Oncology 

Apr  5-6,  1991 

Cancer  Conference.  Temple,  Tex.  Con- 
tact Scott  & White  Memorial  Hosp, 
Office  of  CMti,  2401  S 31st  St,  Temple, 
TX  76508  (817)  774-4083 

Apr  12-13,  1991 

Controversies  in  the  Management  of 
Breast  Cancer.  New  York.  Contact  Eong 
Island  Jewish  Medical  Center,  Office  of 
CME,  New  Hyde  Park,  NY  11042  (718) 
470-8650 


Orthopedic  Surgery 

Apr  5-6,  1991 

Sports  Medicine.  Dallas.  Contact  Office 
of  CME,  The  University  of  Texas  South- 
western Medical  Center,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Apr  10-11,  1991 

Charles  Moore  Memorial  Lectureship. 
Dallas.  Contact  Baylor  Medical  Center, 
Office  of  CME,  3500  Gaston  Ave,  Dal- 
las, TX  75246  (214)  820-2317 

Apr  26-28,  1991 

Orthopedic  Surgery  Review.  Dallas. 
Contact  Continuing  Education,  The  Uni- 
versity of  Texas  Southwestern  Medical 
Center,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)  688-2166 

Otolaryngology 

Apr  6,  1991 

Otolaryngology  Head  and  Neck  Surgery 
Symposium.  San  Antonio,  Tex.  Contact 
The  University  of  Texas  Health  Science 
Center,  Office  of  CME,  7703  Eloyd  Curl 
Dr,  San  Antonio,  TX  78284  (5  12) 
567-4444 

Pediatrics 

Apr  3,  1991 

Symposium  on  Prevention  of  Infection. 
San  Erancisco.  Contact  Continuing  Edu- 
cation, The  University  of  Texas  South- 
western Medical  Center,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Apr  4-6,  1991 

National  Pediatric  Infectious  Disease 
Seminar.  San  Erancisco.  Contact  Contin- 
uing Education,  The  University  of  Texas 
Southwestern  Medical  Center,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)  688-2166 


Apr  7,  1991 

What  To  Do  When  the  Malpractice  A.x 
Falls.  San  Erancisco.  Contact  Continuing 
Education,  The  University  of  Texas 
Southwestern  Medical  Center,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)  688-2166 

Apr  19-20,  1991 

Pediatric  Postgraduate  Symposium. 
Houston.  Contact  Baylor  College  of 
Medicine,  Office  of  CME,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798- 
6020 

Apr  26-27,  1991 

Current  Practice  and  Recent  Advances. 
New  Orleans.  Contact  Office  of  CME, 
Alton  Ochsner  Medical  Eoundation, 
1516  Jefferson  Hwy,  New  Orleans,  LA 
70121 (504) 838-3702 

Apr  26-27,  1991 

Kenneth  C.  Haltalin  Pediatrics  Seminar. 
Dallas.  Contact  Office  of  CME,  The 
University  of  Texas  Southwestern  Medi- 
cal Center,  5323  Harry  Hines  Blvd,  Dal- 
las, TX  75235  (214)  688-2166 

Radiology 

Apr  1-5,  1991 

Visiting  Fellowship  in  MRI.  San  Anto- 
nio. Contact  The  University  of  Texas 
Health  Science  Center,  Office  of  CME, 
7703  Eloyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)  567-4444 

Apr  24-26,  1991 

Non-Ionizing  Radiation:  Physical  Char- 
acteristics & Biological  Effects.  San 
Antonio.  Contact  The  University  of 
Texas  Health  Science  Center,  Office  of 
CME,  7703  Eloyd  Curl  Dr,  San  Antonio, 
TX  78284  (512)  567-4444 
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Different  points  of  view  on  breast  cancer. 

A clinical  perspective 


Come  hear  different  views  on  breast  cancer  at  St.  Luke’s  Lutheran  Hospital’s  fourth  annual 
“Controversies  in  Breast  Cancer  - A Clinical  Perspective,’’  This  intensive  one-day  program, 
co-sponsored  by  The  American  C^incer  Society,  provides  a comprehensive  view  of  breast  cancer, 
and  the  controversies  surrounding  treatment  options. 

Mark  your  calendar  for  Saturday,  February  23, 1991  at  the  Hilton  Palacio  del  Rio  on  the  River  Walk 
in  San  Antonio,  Texas 

To  register,  please  contact  tlie  Office  of  Hducation  at  St.  Luke’s  Lutheran  Hospital  at  512/692-8719- 

St.  Luke’s  Lutheran  Hospital  is  accredited  by  the  Accreditation  Council  on  Continuing  Medical 
Education  (ACCME)  to  sponsor  continuing  medical  education  for  physicians.  This  CME  .ictiviU'  will 
meet  the  criteria  for  six  credit  hours  in  Categorv'  1 of  the  Physicicins  Recognition  Award  of  the 
American  Medical  Association. 


OFFICE  OF  EDUCATION 
ST.  LUKE  S 

LUTHERAN  HOSPITAL 

PO.  Box  29100 
79.W  Floyd  Curl  Drive 
San  Antonio,  Texas  78229-0100 
(512)  692-8719 

n 


Co-sponsoied  by: 

The  American  Cancer  Society 


Rheumatology 

Apr  10-14,  1991 

International  Conference  on  HLA-B27 
Related  Disorders.  Dallas.  Contact  Con- 
tinuing Education,  The  University  of 
Texas  Southwestern  Medical  Center, 
5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214) 688-2166 

Sports  Medicine 

Apr  19-21,  1991 

Hocus  on  the  Athletic  Patient.  Hilton 
Head,  SC.  Contact  Southern  Medical 
.Association,  35  Lakeshore  Dr,  PO  Box 
190088,  Birmingham,  AL  35219-0088 
(1-800)  423-4992 

Surgery 

Apr  19-21,  191 

Advances  in  Surgical  Techniques  and 
Technologies.  Hot  Springs,  Va.  Contact 
Southern  Medical  Association,  35 
l.akeshore  Dr,  PO  Box  190088,  Birming- 
ham, AL  35219-0088  (1-800)  423-4992 


Apr  18-20,  1991 

Current  Topics  in  General  Surgery.  Dal- 
las. Contact  Office  of  CME,  The  Univer- 
sity of  Te.xas  Southwestern  Medical  Cen- 
ter, 5323  Harry  Hines  Blvd,  Dallas,  TX 
75235 (214) 688-2166 

Urology 

Apr  4-5,  1991 

Endoscopy/Laparoscopy.  Houston.  Con- 
tact Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston, 
TX  77030  (713)  798-6020 

Apr  13-14,  1991 

Lasers  in  Urology.  Rochester,  iVlinn. 
Contact  American  Urological  Associa- 
tion, Office  of  Education,  6750  W Loop 
South,  Ste  900,  Bellaire,  TX  77401 
(713) 665-7500 

May 

Cardiovasculcur  Surgery 

May  16-18,  1991 

Vascular  Surgery:  199/  Current  State  of  the 
Art.  New  York.  Contact  Long  Island  Jewish 
.Medical  Center,  Office  of  CME,  New  Hyde 
Park,  NY  11042  (718)470-8650 


Emergency  Medicine 

May  5-7,  1991 

Quality  Assurance  in  Emergency 
Medicine.  Toronto.  Contact  American 
College  of  Emergency  Physicians,  PO 
Box  619911,  Dallas,’TX  75261-991  1 
(1-800)  798-1822  or  (214)  550-0911 

May  8-9,  1991 

Risk  Management  in  Emergency 
Medicine.  Toronto.  Contact  American 
College  of  Emergency  Physicians,  PO 
Box  619911,  Dallas,  TX  75261-9911 
(1-800)  798-1822  or  (214)  550-0911 

Family  Practice 

May  9,  1991 

Management  of  Common  Gastrointesti- 
nal Problems  and  Obesity.  Dallas.  Con- 
tact Texas  Academy  of  Eamily  Physi- 
cians, 8733  Shoal  Creek  Blvd,  Austin, 
TX  78766  (512)  451-8237 


Texas  Medicine 


Volume  87  No.  2 


February  1991 


109 


CME  / Continuing  Education  Directory 


General  Medicine 

May  17-19,  1991 

Focus  on  the  Female  Patient.  Panama 
City,  Fla.  Contact  Southern  Medical 
Association,  35  Lakeshore  Dr,  PO  Box 
190088,  Birmingham,  AL  35219-0088 
(1-800)  423-4992 

May  20-22,  1991 

Symposium  on  Pain  Research.  Galve- 
ston, Tex.  Contact  Office  of  CME,  The 
University  of  Texas  Medical  Branch, 
Route  J-34,  Shearn  Moody  Plaza  #7101, 
Galveston,  TX  77550  (409)  761-2934 

Oncology 

May  10-14,  1991 

International  Conference  on  Polyammes 
m Cancer.  Houston.  Contact  The  Uni- 
versity of  Texas  M.D.  Anderson  Cancer 
Center,  1515  Holcombe  Blvd,  Houston, 
TX  77030  (713)  792-2121 

Ophthalmology 

May  22,  1991 

Neuro-Ophthalmology  Problems.  East 
Elmhurst,  NY.  Contact  Long  Island  Jew- 
ish Medical  Center,  Office  of  CME,  New 
Hyde  Park,  NY  11042  (718)  470-8650 

Pathology 

May  16-18,  1991 

Current  Issues  in  Surgical  Pathology. 
Dallas.  Contact  Continuing  Education, 
The  University  of  Texas  Southwestern 
Medical  Center,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)  688-2166 

Psychiatry 

May  3-5,  1991 

Diagnostic  Advances  in  Neurology  and 
Psychiatry.  Point  Clear,  Ala.  Contact 
Southern  Medical  Association,  35 
Lakeshore  Dr,  PO  Box  190088,  Birming- 
ham, AL  35219-0088  (1-800)  423-4992 


May  17-19,  1991 

Psychiatric  Update  Conference  for 
Physicians.  Vancouver,  British 
Columbia.  Contact  Dr  Alan  Buchanan, 
102-180  W Broadway,  Vancouver,  BC 
V5Z  4C9  (604)  922-3570 

Pulmonary  Medicine 

May  31,  1991 

Blood  Products  Seminar.  Tyler,  Te.x. 
Contact  The  University  of  Texas  Health 
Science  Center  at  Tyler,  PO  Box  2003, 
Tyler,  TX  75710  (903)  877-7255 

Radiology 

May  13-17,  1991 

Radiation  Safety  Officer’s  Course. 
San  Antonio.  Contact  The  University  of 
Texas  Health  Science  Center,  Office  of 
CME,  7703  Floyd  Curl  Dr,  San  Antonio, 
TX  78284  (512)  567-4444 

May  20-24,  1991 

Advanced  Radiological  Health.  San 
Antonio.  Contact  The  University  of 
Texas  Health  Science  Center,  Office  of 
CME,  7703  Eloyd  Curl  Dr,  San  Antonio, 
TX  78284  (512)  567-4444 

May  20-24,  1991 

Board  Certification  Preparation  in  Radi- 
ation Oncology  Physics.  San  Antonio. 
The  University  of  Texas  Health  Science 
Center,  Office  of  CME,  7703  Floyd  Curl 
Dr,  San  Antonio,  TX  78284  (512) 
567-4444 

May  20-24,  1991 

Resident’s  Review  in  Physics  & Radia- 
tion Biology  of  Radiation  Oncology.  San 
Antonio.  The  University  of  Texas  Health 
Science  Center,  Office  of  CME,  7703 
Eloyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)567-4444 


Sports  Medicine 

May  4-11,  1991 

Medicine  of  Diving.  Turks  and  Caicos 
Islands.  Contact  Medical  Seminars,  Inc, 
11107  Wurzbach  Rd,  San  Antonio,  TX 
78230  (1-800) 733-1660 

Surgery 

May  16-18,  1991 

Vascular  Surgery  Current  State  of  the 
Art.  New  York,  NY.  Long  Island  Jewish 
Medical  Center,  Office  of  Continuing 
Education,  New  Hyde  Park,  NY  11042 
(718)  470-8650 

Urology 

May  3-5,  1991 

BPH.  Las  Vegas,  Nev.  Contact  American 
Urological  Association,  Office  of  Educa- 
tion, 6750  W Loop  South,  Ste  900,  Bel- 
laire,  TX  77401  (713)  665-7500 

Video  Programs  for  CME 
Credit 

Teleconference 
Network  of  Texas 

For  information  on  programming 
offered  through  the  Teleconference  Net- 
work of  Texas  contact  Teresa  Saad,  The 
University  of  Texas  Health  Sciences  Cen- 
ter, 7703  Floyd  Curl  Dr,  San  Antonio, 
TX  78284-7978  (512)  567-2700. 

March-May 

Drug  Therapy  Update 
Mar  21,  1991 
Apr  18,  1991 
May  16,  1991 

Family  Practice  Today 
Mar  1,  1991 
Mar  15,  1991 
Apr  12,  1991 
May  24,  1991 
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Innovations  for  Infection  Control 

Practices 

Mar  19,  1991 

Apr  16,  1991 

May  21,  1991 

Practice  Management 
Workshops 

The  following  workshops  and  seminars 
are  sponsored  by  the  Texas  Medical 
Association  Department  of  Practice 
Management  Services.  For  further  infor- 
mation, contact  the  TMA  Department  of 
Practice  Management  Services,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704,  ext  350. 

March-May,  1991 

Improving  Practice  Productivity  and 

Performance 

Mar  19,  1991,  Houston 

Mar  20,  1991,  San  Antonio 

Mar  21,  1991,  Dallas 

ICD-9  and  CPT  Coding/Third  Party 

Reimbursement 

Apr  2,  1991,  Tyler 

Apr  4,  1991,  Dallas 

Apr  9,  1991,  San  Antonio 

Apr  10,  1991,  Houston 

Apr  16,  1991,  Amarillo 

Apr  17,  1991,  Fort  Worth 

Apr  19,  1991,  Corpus  Christ! 

Apr  23,  1991,  Lubbock 

TMA  Risk  Management 
Seminars 

The  following  course  is  sponsored  by  the 
Texas  Medical  Association  Risk  Manage- 
ment Department.  All  seminars,  unless 
otherwise  announced,  will  be  held  from  7 
pm-10  pm.  For  further  information,  con- 
tact the  TMA  Department  of  Risk  Man- 
agement, 1801  N Lamar  Blvd,  Austin, 
TX  78701  (512)  477-6704,  e.xt  351. 


March-May,  1991 

Malpractice  Proof  Your  Practice 

Mar  14,  1991,  Fort  Worth 

Mar  28,  1991,  Corpus  Christi 

Apr  18,  199 1,  Amarillo 

Apr  25,  1991,  San  Antonio 

May  9,  1991,  Dallas  (during  TMA 

Annual  Session;  2 pm-5  pm) 

May  23,  1991,  Beaumont 
May  30,  1991,  El  Paso 

Calendar  of  Meetings 

•Denotes  Texas  meeting 


February 


Feb  17-20,  1991,  San  Francisco 
Society  of  Thoracic  Surgeons 
Contact  STS,  111  E Wacker  Dr, 
Chicago,  IE  60601  (312)  644-6610 

Feb  18-21,  1991,  San  Francisco 
Society  of  Cardiovascular  & Interven- 
tional Radiology  Annual  Meeting 
Contact  SCIR,  1891  Preston  White  Dr, 
Reston,  VA  22091  (703)648-8980 

March 

Mar  1-6,  1991,  San  Francisco 
American  Academy  of  Allergy  and 
Immunology  Annual  Meeting 
Contact  AAAI,  61  1 Fi  Wells  St,  Milwau- 
kee, W1  53202  (414)  272-6071 

Mar  1-3,  1991,  Austin,  Tex 

•Texas  Medical  Association  1991 
Winter  Leadership  Conference 

Contact  jon  Hornaday,  TMA,  1801  N 
Eamar  Blvd,  Austin,  TX  78701  (512) 
477-6704 

Mar  3-7,  1991,  Atlanta 

American  College  of  Cardiology  Annual 

Meeting 

Contact  ACC,  9111  Old  Georgetowm 
Rd,  Bethesda,  MD  29814  (301)  897-5400 


Mar  7-12,  1991,  Anaheim,  Calif 
American  Academy  of  Orthopedic  Sur- 
geons Annual  Meeting 
Contact  AAOS,  222  S Prospect  Ave, 
Park  Ridge,  IL  60068  (708)  823-7186 

Mar  21-23,  1991,  Williamsburg,  Va 
International  College  of  Surgeons,  US 
Section  Annual  Meeting 
Contact  ICS,  1516  N Lake  Shore  Dr, 
Chicago,  IL  60610  (312)  787-6472 

•Mar  8-10,  1991,  Austin,  Tex 
Texas  Ophthalniological  Association 
Annual  Educational  Symposium 
Contact  TOA,  1801  N Lamar  Blvd, 
Austin,  TX  78701  (512)  477-6704,  e.xt 
244 

•Mar  13-15,  1991,  San  Antonio,  Tex 
American  Society  for  Clinical  Pharma- 
cology and  Therapeutics 
Contact  ASCPT,  1718  Gallagher  Rd, 
Norristown,  PA  19401-2800  (215) 
825-3838 

Mar  25-28,  1991,  Maui,  Hawaii 
American  College  of  Emergency  Physi- 
cians Winter  Symposium 
Contact  ACEP,  PO  Box  61991  1,  Dallas, 
TX  75261-9911  (1-800)  798-1822  or 
(214) 550-0911 

April 

•April  5-7,  1991,  Austin,  Tex 

Texas  Academy  of  Eaniily  Physicians 

Interim  Session 

Contact  TAEP,  8733  Shoal  Creek  Blvd, 
Austin,  TX  78766  (512)  451-8237 

Apr  8-18,  1991,  Kauai,  Hawaii 
American  Society  for  Plead  ci^'  Neck 
Surgery  Annual  Meeting 
Contact  ASHN,  Rl-30  LIniversity  Hosp, 
Seattle,  WA  98195  (206)  543-8383 

Apr  1 1-14,  1991,  New  Orleans 
American  College  of  Physicians  Annual 
Meeting 

Contact  A CP,  W Sixth  St  at  Race, 
Philadelphia,  PA  19106  (215)  243-1200 
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Apr  14-17,  1991,  New  York. 

American  College  of  Surgeons  Spring 
Meeting 

Contact  ACS,  44  E Erie  St,  Chicago,  IE 
60611  (312)  664-4050 

Apr  21-27,  1991,  Boston 

American  Academy  of  Neurology 

Annual  Meeting 

Contact  AAN,  2221  University  Ave,  SE, 
Ste  335,  Minneapolis,  MN  55414  (612) 
623-8115 

Apr  2 1-25,  1991  New  Orleans 
American  Association  of  Neurological 
Surgeons  Annual  Meeting 
Contact  AANS,  22  S Washington  St, 
Park  Ridge,  IE  60068  (708)  692-9500 

Apr  21-25,  1991,  New  Orleans 
American  Association  of  Neurological 
Surgeons  Annual  Meeting 
Ciontact  AANS,  22  S Washington  St, 
Park  Ridge,  IE  60068  (312)  692-9500 


Medical  Newsletter 
On 

HOW  TO  PASS 
BOARD  OF 
INTERNAL 
MEDICINE 

To  Be  Mailed  From 
March  To  August  1991 
For  A Free 
Sample  Copy 

Simply  Mail  Your 
Address  Card  To: 

Medical  Newsletter 
5 Cullen  Drive 
West  Orange 
New  Jersey  07052 


Integrated  Medical  System 


Sales  • Installation  • Training  • Suppc»4; 
Medical  Office  Management  Software 


Claimstronic  Software 

Patient  information  • Claims  • State- 
ments • A/R  • Reports  • Multi-com- 
pany • Multi-doctor  • Electronic 
Claims  • Graphs/Charts  • Word  Proc- 
essor. 


Billing  Service  (DFW  Area) 

Full  Service  • Fax  machine  provided 
Answer  patients  and  insurance  com- 
panies inquiries  • Statements  • Follow 
up  on  claims  • All  reports  • Monthly 
meetings 


2225  E,  RandolMill 
Suite  305 

Arlington,  TX  76011 
(817)  640-9860 
FAX  (817)  649-3383 


TEXAS  PHYSICIAN 
PLACEMENT  SERVICE 


Save  yourself 
time  and 
frustration. 

Put  the  Texas  Physician  Placement 
Service  and  its  computer  data  bank  of 
practice  opportunities  and  physician 
applicants  to  work  for  you. 

• Past,  personalized  service 

• Low  placement  fees 

• Pree  service  for  physician  applicants 

• All  specialties  accepted 

• Urban  and  rural  placements 

• More  than  150  Texas  practice 
opportunities  currently  on  file 

A Texas-based  matching  service 
offering  Texas  practice  opportunities. 

Call  us  today  at  (512)  477-6704, 

Ext.  263. 

A joint  service  of 

Texas  Medical  Association  and 
Texas  Academy  of  Family  Physicians 
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Don't  overlook  the  least  expensive 
way  to  finance  a car. 


Autoflex  Medical  Leasing  is  Texas'  largest 
auto  leasing  company  and  has  been  the  choice 
of  physicians  all  over  Texas  since  1982.  Our 
20,000  foot  auto  leasing  supercenter  is 
designed  to  save  you  time  as  well  as  money. 

Just  one  phone  call  to  1-800-634-0304  and 
you  are  in  touch  with  our  exclusive 
"FLEXLEASE,"  an  auto  lease  which  offers  no 
down  payment,  no  security  deposit,  lower 
monthly  payments,  free  rent  cars  and  much, 
much  more.  You  pick  out  the  car  of  your 
choice  and  ve  will  deliver  it  to  your  home  or 
office  the  xt  day!  Sound  simple?  It  is! 

Axxtofiex 

(i  E A s i N ^ 


Since  tax  reform,  there  are  no  advantages 
to  owning  a car.  The  interest  write  offs  on 
automobile  loans  have  been  eliminated.  The 
investment  tax  credit  may  no  longer  be 
taken.  Sales  tax  is  no  longer  deductible.  These 
are  just  a few  of  the  reasons  to  contact  the 
professionals  at  Autoflex  Leasing. 

Autoflex  Leasing  offers  closed  end  leases 
on  any  new  car,  truck  or  van  so  don't 
overlook  the  least  expensive  way  to  finance  a 
car!  For  your  next  vehicle,  whether  you  buy 
or  lease,  choose  the  company  who  set  the 
standard  for  automobile  leasing,  choose 
Autoflex  Leasing. 

CONTACT:  LOUIS  MURAD 
OR  PATRICK  MORRISSEY 

1-800-634-0304 


212  W.  Spring  Valley  • Richardson,  TX  75081  • 214-234-1234 


1-800-252-9318 

YOUR  HOTLINE 
FOR  TMAIT 
INSURANCE 
ANSWERS 


We  know  that  insurance  can  be  com- 
plicated and  confusing.  You  and  your 
staff  have  more  important  things  to  do 
than  worry  about  your  personal  and 
staff  insurance.  That’s  why  TMAIT 
has  an  INSURANCE  HOTLINE  to 
simplify  things. 

Just  call  1-800-252-9318  any  weekday 
between  8:15  a.m.  and  5:15  p.m. 

You’ll  get  a friendly  TMAIT  insurance 
specialist  who  can  usually  answer  your 
questions  immediately.  If  they  can’t, 
they’ll  get  the  answer  and  promptly 
call  you  back. 

Your  INSURANCE  HOTLINE  is  just 
one  more  valuable  member  service. 

TMAIT  offers  you  Safety,  Financial 
Stability,  Excellent  Service  and 
Reliability. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


Created  and  endorsed  by  the  Texas  Medical  Association 


^ Ass 


TexasMedical 

Association 


1901  NORTH  LAMAR  BLVD 
AUSTIN,  TEXAS  78705 
1-800-252-9318 
IN  AUSTIN  476-6551 
FAX:  512/469-9336 


Underwritten  by  PRUCO  Life  Insurance  Company  of  Texas, 
a subsidiary  of  The  PRUDENTIAL. 
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YOCON' 

YOHIMBINE  HCI 


OescliptiM:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

AcUoii:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications;  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications;  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warniim;  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions;  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  '2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. T3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon'*’  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Successful 
rehabilitation 
after  a brain  injury 
requires  a delicate 
balance  of  the  body, 
the  mind  and 
the  human  spirit. 


Learning  to  lead  a hill  and  productive  life 
after  a brain  injur\’  represents  an  extraordi- 
nary  challenge.  At  Wami  Springs,  our  brain 
injury  program  not  only  addresses  the  tradi- 
tional  functional  recovery  of  the  patient,  hut 
also  includes  a uniqtie  focus  on  the  recovery 
of  the  mind  and  spirit  - a critical  aspect  of 
recovery  which  is  all  too  often  overlooked  in 
many  programs.  Because  for  any  human 
being,  the  ability  to  function  must  he  nur- 
tured  in  tandem  with  the  ability  to  feel,  to 
strive,  to  dream,  to  hope,  to  dare  to  experi- 
ence pleasure,  meaning  and  purpose  in  life. 
Wann  Springs  brings  this  balance  to  the 
rehabilitation  process  in  every  way.  Our  brain 
injury  program  utilizes  a transdisciplinary 
approach  that  offers  each  patient  a fully 
integrated  spectmm  of  resources  for  spiritual 
as  well  as  physical  healing.  In  this  way,  he  or 
she  builds  the  foundation  for  as  richly  reward- 
ing and  meaningful  lifetime  as  it  is  possible  to 
achieve.  Warm  Springs  provides  a complete 
continuum  of  care  from  coma  to  community 
re-entry’.  To  learn  more  about  our  unique 
approach,  call  us. 


Warm  Springs 
Rehabilitation  Rt^pitals 


Gonzales,  TX  800/792-WARM,  512/672-6592 
San  Antonio,  TX  800/451-1350,  512/691-0100 


“What  did  the  doctor  tell  you?” 

“Yo  no  se.” 

Patients  don’t  follow  instructions.  They  forget  what 
you  tell  them.  They  call  back  and  ask  questions. 

And  it’s  all  your  fault. 


Put  it  in  writing. 


Give  your  patients  instructions  in  plain  English  and  Spanish  with 
the  Discharge  Instruction  System™  package. 

• Patients  don’t  have  to  remember  everything. 

• Compliance  is  improved. 

• Telephone  questions  are  reduced. 

• Patients  like  good,  written  instructions. 

Other  instruction  packages  cost  over  $5,000.  Here’s  what  ours 
does  for  only  $495; 


• Over  200  different  patient  instructions. 

• All  instructions  in  both  languages. 

• Edit  and  add  your  own  instructions  with  the  included  word 
processor. 

• Runs  on  any  IBM-compatible  PC  and  printer. 

• 30-day,  money-back  guarantee.  If  you  don’t  like  it  for  any 
reason,  just  send  it  back  for  a full  refund.  Period. 


Call  us!  Free  demo  disk,  $495  for  the  complete  package. 
MasterCard,  Visa,  COD,  checks  and  hospital  P.O.  accepted. 


Automedics,  Inc. 

476  Hwy  A1A,  Suite  6A  • Satellite  Beach,  FL  32937  • (407)  773-0012 

Reseller  Inquiries  Invited 


~vicodin^ 


(hydrocodone  bitarfiate  5mg  fWorning:  May  be  hobif  lorming] 
and  ocetominophen  500  mg) 


"vicodin^ 


(hydrocodone  bilartrofe  7 5mg  fWorning.  May  be  habit  forming) 
and  ocetominophen  750  mg) 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  mode 
severe  pair. 

CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophi 
hydrocodone 

WARNINGS: 

Allergic-Type  Reactions : VICODIN/VICODIN  ES  Tablets  contain  sc 
metabisulfite,  a sulfite  that  may  cause  allergic-type  reactions  inci 
anaphylactic  symptoms  and  lite-threatening  or  less  severe  astll 
episodes  in  certain  susceptible  people. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  pat 
hydrocodone  may  produce  dose-related  respiratory  depression. 
Head  Injury  and  Increased  Intracranial  Pressure:  The  respii 
depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebi 
nal  fluid  pressure  may  be  markedly  exaggerated  In  the  presence  of 
injury,  other  intracranial  lesions  or  a preexisting  increase  in  intrao 
pressure.  Furthermore,  narcotics  produce  adverse  reactions  whici 
obscure  the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotic 
obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdo 
conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN/VICODIN  ES  Tablets  should  be 
with  caution  in  elderly  or  debilitated  patients  and  those  with  s( 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison'! 
ease,  prostatic  hypertrophy  or  urethral  stricture. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  as  wi 
narcotics,  caution  should  be  exercised  when  VICODIN/VICODIN  ES 
lets  are  used  postoperatively  and  in  patients  with  pulmonary  dise 
Drug  Interactions : Patients  receiving  other  narcotic  analgesics,  an 
chotics,  antianxiety  agents,  or  other  CNS  depressants  (including  ak 
concomitantly  with  VICODIN  A/ICODIN  ES  Tablets  may  exhibit  an  ad 
CNS  depression.  The  use  of  MAO  inhibitors  or  tricyclic  antidepre! 
with  hydrocodone  preparations  may  increase  the  effect  of  eithi 
antidepressant  or  hydrocodone.  The  concurrent  use  of  anticholini 
with  hydrocodone  may  produce  paralytic  ileus. 

Usage  in  Pregnancy: 

Teratogenic  Effects:  Pregnancy  Category  C.  Hydrocodone  has 
shown  to  be  teratogenic  in  hamsters  when  given  in  doses  700  timf 
human  dose.  There  are  no  adequate  and  well-controlled  studi 
pregnant  women.  VICODIN/  VICODIN  ES  Tablets  should  be  used  di 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  tl 
fetus 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  beer 
mg  opioids  regularly  prior  to  delivery  will  be  physically  dependerf 
withdrawal  signs  include  irritability  and  excessive  crying,  tremors,  h 
active  reflexes,  increased  respiratory  rate,  increased  stools,  snet 
yawning,  vomiting,  and  fever. 

Labor  and  Delivery:  Administration  of  VICODINA/ICODIN  ES  Tabl 
the  mother  shortly  before  delivery  may  result  in  some  degree  of  re 
tory  depression  in  the  newborn,  especially  if  higher  doses  are  use 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excret 
human  milk.  Because  many  drugs  are  excreted  in  human  milk 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  in 
from  VICODINA/ICODIN  ES  Tablets,  a decision  should  be  made  wh 
to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  accoui 
importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  notfj 
established. 

ADVERSE  REACTIONS: 

The  most  freriuently  observed  adverse  reactions  include  light-headei 
dizziness,  serfation,  nausea  and  vomiting.  These  effects  seem  to  be 
prominent  in  ambulatory  than  in  nonambulatory  patients  and  soi 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down.  ( 
adverse  reactions  include: 

Central  Nervous  System:  Drowsiness,  mental  clouding,  lethargy,  in 
ment  of  mental  anrJ  physical  performance,  anxiety,  fear,  dysphoria 
chic  dependence  and  mood  changes. 

Gastrointestinal  System:  The  antiemetic  phenothiazines  are  use 
suppressing  the  nausea  and  vomiting  which  may  occur  (see  ab 
however,  some  phenothiazine  derivatives  seem  to  be  antianalgesj 
to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  m 
other  phenothiazines  reduce  the  amount  of  narcotic  required  to  prol 
a given  level  of  analgesia.  Prolonged  administration  of  VICODIN/Vn 
ES  Tablets  may  produce  constipation.  1 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphiix 
and  urinary  retention  have  been  reported.  i 

Respiratory  Depression:  Hydrocodone  bitartrate  may  produced 
related  respiratory  depression  by  acting  directly  on  the  brain  stem  ri 
ratory  center.  Hydrocodone  also  affects  the  center  that  controls  respii 
rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  signii 
respiratory  depression  occurs,  it  may  be  antagonized  by  the  u 
naloxone  hydrochloride.  Apply  other  supportive  measures  when  indic 
DRUG  ABUSE  AND  DEPENDENCE: 

VICODIN/VICODIN  ES  Tablets  are  subject  to  the  Federal  Controllet 
stance  Act  (Schedule  III).  Psychic  dependence,  physical  dependena 
tolerance  may  develop  upon  repeated  administration  of  narcotics:  tl 
fore,  VICODIN/  VICODIN  ES  Tablets  should  be  prescribed  and  adrr 
tered  with  caution. 

OVERDOSAGE: 

Acetaminophen  Signs  and  Symptoms:  In  acute  acetaminophen  0 
dosage,  dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  r 
serious  adverse  effect.  Renal  tubular  necrosis,  hypoglycemic  comaj 
thrombocytopenia  may  also  occur.  Early  symptoms  following  a pr 
tially  hepatotoxic  overdose  may  include:  nausea,  vomiting,  diapli^ 
and  general  malaise  Clinical  and  laboratory  evidence  of  hepatic  tot 
may  not  be  apparent  until  48  to  72  hours  post-ingestion. 
Hydrocodone  Signs  and  Symptoms:  Serious  overdose  i 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrea 
respiratory  rate  and/or  tidal  volume,  Cheyne-Stokes  respiration,  (cy 
sis),  extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  mi 
flaccidity,  cold  and  clammy  skin,  anef  sometimes  bradycardia  and  ft 
tension  In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  a 
and  death  may  occur. 
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Knoll  Pharmaceuticals 

A Unil  ol  BASF  K&F  Corporalion 
Wtlippany,  New  Jersey  07981 


c 

Kno 


5864 


BASF  Group 


Extra  Strength 

PAIN  REUEF 
VflTHOUT 
EXTRA 

PRESaUBIHG 
1 RESTRICTIONS 


. . . Excellent  patient  acceptance 

• Few  reported  side  effects^ 

Pain  relief  that  lasts 

• Four  to  six  hours  of  extra  strength  pain  relief 

The  heritage  of  VICODIN®^^ 

• VICODIN  is  the  24th  most  frequently 
prescribed  medication  in  America.^ 


* (hydrocodone  bitartrate  7.5mg  [Warning:  May  be  habit  forming] 
and  acetaminophen  750  mg) 


\ Tablet  for  tablet , 

if  the  most  potent  analgesic  you  can  phone  in 
daytime,  nighttime,  weekends. 


••(hydrocodone  bitartrate  5 mg  [Warning:  May  be  habit  forming]  and  acetaminophen  500  mg) 
1.  Data  on  file.  Knoll  Pharmaceuticais 


c 1989.  BASF  K&F Corporation 
5825/5-89 


2.  Standard  industry  new  prescription  audit . 

Please  see  adjacent  page  for  brief  summary  of  prescribing  information. 


Letters 


Human  dualism: 
medicine’s  dilemma  and 
a solution 

The  recent  growth  rates  of  two 
professions  closely  related  to 
medicine  may  indicate  important  fu- 
ture changes  not  fully  appreciated 
by  the  medical  profession. 

The  accompanying  figure  illus- 
trates the  growth  since  1960  in  the 
number  of  MDs,  psychologists,  and 
social  workers  in  the  United  States 
compared  to  the  growth  of  the  US 
population  during  the  same  period. 
All  variables  are  expressed  as  a per- 
cent of  their  1960  totals,  which  were 
180.7  million  (US  population), 
259,000  (MDs),  18,200  (psycholo- 
gists) and  9,900  (social  workers).  All 
four  series,  which  appear  to  be  lin- 
ear on  a log  plot,  represent  exponen- 
tial growth  curves.  Based  on  the  ex- 
isting trends,  social  workers  are 
experiencing  the  greatest  rate  of  in- 
crease (doubling  every  7.9  years), 
followed  by  psychologists  (doubling 
every  14.4  years),  MDs  (doubling 
every  23.9  years)  and  the  US  popu- 
lation (doubling  every  49.5  years). 

Why  is  this  rapid  expansion  in 
the  number  of  social  workers  and 
psychologists  occurring? 

To  meet  its  perceived  needs,  soci- 
ety has  a way  of  developing  its  own 
solutions.  During  World  War  II,  the 
United  States  rejected  more  than  1 
million  men  from  military  service 
because  of  mental  or  neurological 
disorders  and  an  additional  850,000 
were  hospitalized  for  psychoneurotic 
problems  (1).  The  magnitude  of 
these  numbers  required  the  military 
and  policy  makers  to  take  a new 
look  at  mental  health;  as  a result, 
psychiatry  emerged  at  the  end  of  the 
war  as  a major  medical  specialty. 
Impressive  as  those  numbers  are. 


Comparison  of  growth  rates  of  US 
population  and  three  heaith-reiated 
professions 


they  represent  only  a small  fraction 
of  today’s  mental  health  problems. 

Since  the  education  and  employ- 
ment of  this  increasing  number  of 
psychologists  and  social  workers  is 
being  supported  by  society,  they  are 
apparently  filling  a need  medicine 
has  not  met. 

A third  health  “growth  industry” 
whose  numbers  are  more  difficult  to 
track  further  illustrates  the  gap  be- 
tween patients’  perceived  needs  and 
orthodox  medicine’s  ability  to  meet 


them.  This  is  “alternative  medicine,” 
ie,  acupuncture,  hypnosis,  homeopa- 
thy, faith  healing,  herbalism,  etc.  In  a 
survey  of  doctors  training  for  general 
practice,  80%  of  them  expressed  a 
desire  for  training  in  one  or  more  of 
these  unorthodox  methods  of  thera- 
py. And,  31%  of  these  trainees  re- 
ported that  they  had  already  referred 
patients  for  treatment  by  one  of 
these  alternative  modalities  (2). 

These  “happenings”  raise  a 
rather  fundamental  question:  should 
medical  education  continue  in  its  ef- 
forts to  prepare  its  graduates  to 
manage  the  problems  of  both  psyche 
and  soma?  Or,  should  medicine  ac- 
cept society’s  evolving  solution  and 
forego  the  psyche  altogether?  After 
all,  it  was  9 years  ago  that  Dr  Don- 
ald Seldin  defined  medicine  as  a 
“very  narrow  discipline”  (3). 

Joseph  M.  Merrill,  MD 
Professor,  Department  of 
Community  Medicine, 
Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030. 

Lila  F.  Laux,  PhD 
Instructor,  Department  of 
Community  Medicine, 
Baylor  College  of  Medicine. 

John  I.  Thornby,  PhD 
Professor,  Departments  of  Community 
Medicine  and  Psychiatry, 
Baylor  College  of  Medicine. 
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Letters 


Physicians  are  best 
reviewers  of  other 
physicians 

Texas  physicians  can  be  thank- 
ful that  the  Texas  Medical  As- 
sociation anticipated,  during  the 
1970s,  the  development  of  a govern- 
ment requirement  for  peer  review.  It 
was  through  the  concentrated  effort 
of  many  TMA  leaders  that  the  Texas 
Medical  Foundation  was  organized 
and  designated  the  single  peer  re- 
view organization  for  Texas.  TMA 
leadership  also  recognized  that  the 
best  people  to  review  physicians 
were  other  physicians. 

As  physicians  and  TMA  mem- 
bers, we  must  accept  responsibility 
for  conducting  peer  review  or  it  will 
fall  into  the  hands  of  those  less  in- 
terested in  and  less  capable  of  main- 
taining the  integrity  of  the  peer  re- 
view system. 

I do  not  suppose  any  of  us  are 
delighted  with  peer  review.  Many 
physicians  resent  the  intrusion  into 
their  practice,  but  at  this  point,  the 
best  way  we  have  to  improve  the 
system  is  by  choosing  who  performs 
the  reviews.  It  is  due  to  TMA’s  fore- 
sight that  we  have  this  choice. 

We  must  have  the  best  physicians 
doing  peer  review.  Unfortunately,  the 
best  physicians  are  usually  the  busi- 
est. And,  the  financial  reimburse- 
ment for  performing  peer  review  is 
insignificant;  it  certainly  is  not  an  ad- 
equate incentive.  The  best  incentive 
for  those  of  us  concerned  with  the 
delivery  of  health  care  is  the  desire  to 
contribute  to  our  fellow  physicians. 
Review  coordinators  who  are  regis- 
tered nurses  or  registered  record 
room  technicians  review  charts  ac- 
cording to  established  criteria. 
Charts  that  do  not  meet  the  criteria 


are  reviewed  by  physician  consul- 
tants, who  are  not  limited  to  using 
established  criteria,  but  base  their 
judgments  on  their  medical  experi- 
ence and  the  knowledge  of  what  they 
would  have  done  in  similar  situa- 
tions. Because  of  this,  physicians  be- 
ing reviewed  get  the  fairest  and  best 
possible  evaluation  of  their  activities. 
When  it  is  needed  and  appropriate, 
reviewing  physicians  can  help  edu- 
cate physicians  being  reviewed. 

As  physicians,  we  are  concerned 
that  our  elderly  patients  receive  the 
best  possible  quality  of  care,  that  no 
one  is  ever  discharged  “quicker  and 
sicker.”  And,  we  want  Medicare  funds 
to  be  spent  to  the  best  possible  advan- 
tage, which  is  best  insured  by  making 
sure  that  utilization  is  appropriate. 

It  is  vital  that  the  peer  review 
process  have  our  participation.  I 
urge  all  qualified  physicians  to  offer 
a small  bit  of  their  time  and  services 
to  this  worthwhile  project. 

John  H.  Ski. by,  MD 

4809  University,  Suite  201, 
Lubbock,  TX  79413 

[Editor's  note:  Physicians  interested  in  serving 
as  peer  reviewers  for  the  Texas  Medical  Foun- 
dation may  contact  Forrest  Fitch,  MD,  Presi- 
dent, Texas  Medical  Foundation,  901  MoPac 
Expressway  South  #200,  Austin,  TX  78746, 
phone  (800)  999-9216.  To  serve  as  a reviewer 
for  the  Medicaid  program,  contact  B.D. 
Pierce,  MD,  Texas  Department  of  Human 
Services,  Mail  Code  Y919,  PO  Box  149030, 
Austin,  78714-9030.  (512)  338-6911.] 


Letters  may  be  published  at  the  discretion  of 
the  managing  editor  and  editorial  advisors. 
Letters  submitted  for  publication  must  be 
typed  and  must  not  exceed  400  words  in 
length.  A few  references,  preferably  less  than 
five,  may  be  included.  All  letters  are  subject 
to  editing  and  abridgment.  Letters  represent 
the  opinions  of  the  authors  and  do  not  neces- 
sarily reflect  the  policies  of  the  Texas  Medical 
Association.  Send  letters  to  Managing  Editor, 
Texas  Medicine,  1801  N Lamar  Blvd,  Austin, 
TX  78701. 
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Upfront 


Your  chance  to  be 
heard:  physicians  and 
spouses  needed  for  a 
Capitol  day 

It’s  a powerful  mix:  politics,  legis- 
lation, and  medicine.  Texas  physi- 
cians and  their  spouses  are  urged  to 
be  a part  of  that  mix  during  the  sec- 
ond biennial  Capitol  Health  Day, 
April  3,  in  Austin.  The  event  is  a pro- 
ject of  the  TMA  Auxiliary,  working 
in  concert  with  TMA  and  county  so- 
cieties and  auxiliaries  all  over  Texas. 

Designed  to  showcase  medicine’s 
commitment  to  public  health  and 
community  service,  the  day  is  dedi- 
cated to  demonstrating  that  “Texas 
Medicine  Cares”  about  the  health 
and  well-being  of  all  Texans.  The  fo- 
cal point  will  be  a health  fair  in  the 
Capitol  rotunda  featuring  16  booths 
staffed  by  Texas  physicians  and  their 
spouses,  providing  health  testing,  in- 
formation, and  other  services.  Each 
booth  also  will  display  photos  and 


other  materials  portraying  the  work 
done  in  communities  by  medical  so- 
ciety and  auxiliary  partnerships. 

Patterned  closely  after  the  highly 
successful  premiere  event  in  1989, 
the  day  will  begin  with  a ribbon  cut- 
ting at  the  south  side  of  the  Capitol 
at  9:30  am;  Gov  Ann  Richards  has 
been  invited  to  participate  in  the  rib- 
bon-cutting. The  health  fair  is  open 
until  3 pm,  and  there  will  be  other 
events  for  those  not  involved  in  the 
fair:  a 10:30  am  legislative  briefing 
by  Kim  Ross,  director  of  TMA’s  Di- 
vision of  Public  Affairs,  and  other 
TMA  lobbyists;  a luncheon  honor- 
ing the  legislators  at  noon;  and  visits 
to  the  offices  of  individual  legislators 
and  their  staffs  in  the  afternoon. 

“Recent  political  involvement  by 
hundreds  of  physicians  and  their 
spouses  has  formed  friendships  be- 
tween legislators  and  many  members 
of  the  medical  community,”  said 
Amy  Wilson,  director  of  the  TMA 
Auxiliary.  “Capitol  Health  Day  is  an 


opportunity  to  cement  these  rela- 
tionships and  gain  the  collective  ear 
of  Texas’  new  lawmakers.  A large 
turnout  from  all  over  the  state  is 
needed  to  make  this  important  day 
the  success  it  must  be.” 

A variety  of  materials  is  available 
in  connection  with  the  day,  all  stress- 
ing the  “Texas  Medicine  Cares” 
theme.  Registration  information  has 
been  sent  to  a select  list  of  people,  but 
all  members  of  TMA  and  the  auxil- 
iary are  needed  and  urged  to  attend. 

Headquarters  will  be  the  Radis- 
son  Plaza  Hotel  at  8th  and  Brazos, 
only  four  blocks  from  the  Capitol;  it 
will  be  the  site  of  the  legislative 
briefing,  late  registration,  and  the 
luncheon  honoring  Texas  legislators. 

For  more  information,  call  the 
TMA  Auxiliary  (512)  477-6704,  ext 
160/161/162.  To  register,  mail  the 
form  on  this  page  to  Capitol  Health 
Day,  TMA  Auxiliary,  1801  N Lamar 
Blvd,  Austin  78701. 


Capitol  Health  Day  Registration 


Yes!  I will  be  in  Austin  for  Capitol  Health  Day  on  April  3,  1991.  I will  take  part  in  the  following: 

□ Capitol  Health  Fair  in  the  rotunda  (9:30  am-3  pm)  □ Luncheon  honoring  the  72nd  Texas  Legislature  (noon) 

n Ribbon-cutting  ceremony  for  the  health  fair  (9:30  am)  □ Visits  to  the  Capitol  (1:30-5  pm) 

G Legislative  briefing  by  TMA  Public  Affairs  G Box  lunch  in  the  rotunda 

Director,  Kim  Ross 

Please  reserve tickets  at  $20  each  for  the  luncheon. 

Please  provide box  lunches  at  $8  each  for  our  booth  in  the  rotunda. 

Total  enclosed  $ . (Please  make  checks  to  TMA  Auxiliary) 

Physician’s  name 

Spouse’s  name 


Others  for  whom  you  are  buying  tickets 
Address  


j City/Zip Telephone  ( ) 

I Advance  registration  deadline  is  March  29.  No  refunds  after  that  date. 

I Mail  form  to  Capitol  Health  Day,  TMA  Auxiliary,  1801  N Lamar  Blvd,  Austin  78701. 

I 
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TMA  needs  names  of  active  duty  physicians 

If  you  know  of  a physician  reservist  called  to  active  military  duty  in  the  US 
or  abroad  as  a result  of  the  Persian  Gulf  War,  please  contact  your  county 
medical  society  with  the  following  information:  full  name,  branch  of  military 
service,  address  (if  available),  and  term  of  service.  County  medical  societies 
will  relay  the  information  to  TMA’s  Ad  Hoc  Committee  on  Military  Affairs 
and  the  TMA  Medical  Student  Section,  which  has  begun  a letter-writing  cam- 
paign to  support  Texas  physicians  stationed  in  the  Persian  Gulf. 


Desert  Storm: 

TMA  responds  to  needs 
of  military  physicians 

On  January  15,  1991,  as  Amer- 
icans watched  the  Middle 
East  with  little  hope  for  a last 
minute  reprieve  from  war,  TMA 
President  Wm.  Gordon  McGee, 
MD,  and  President-Elect  Sam  A. 
Nixon,  MD,  invited  eight  men  and 
women  to  serve  on  the  association’s 
Ad  Hoc  Committee  on  Military  Af- 
fairs. The  committee  was  established 
by  the  Board  of  Trustees  in  response 
to  the  Persian  Gulf  Crisis. 

Chaired  by  Milton  V.  Davis,  MD, 
Kaufman,  president  of  the  National 
Medical  Veterans  Society  and  former 
T.MA  president,  the  committee  will 
consider  and  act  upon  matters  impor- 
tant to  military  physicians  in  the  re- 
serves or  in  active  duty.  The  commit- 
tee also  is  charged  with  protecting 
the  interest  of  TMA  members  called 
to  active  duty  in  matters  such  as  pro- 
fessional liability  coverage,  debt  ser- 
vice, and  other  economic  matters. 
Additionally,  the  committee  will  ad- 
vise the  appropriate  Surgeons  Gener- 
al when  orders  of  active  duty  bring 
undue  hardship  to  a community,  and 
will  develop  programs  to  recruit  and 
retain  military  physicians  as  members 
of  the  federation  of  medicine. 

The  committee’s  first  meeting  was 
scheduled  for  March  1,  in  conjunc- 
tion with  the  association’s  Leader- 
ship Conference  in  Austin. 

As  Texas  Medicme  went  to  press, 
the  following  had  accepted  invita- 
tions to  serve  on  the  committee: 
Raymond  H.  Bishop,  MD,  San  An- 
tonio; Murphy  A.  Chesney,  MD, 
Kerrville;  James  B.  Hays,  MD, 
Brownwood;  James  D.  Key,  Sr,  MD, 
Dallas  (consultant  to  the  commit- 
tee); Winfred  Parnell,  MD,  Dallas; 


and  TMA  Auxiliary  member  Mr  Bill 
Andrieu,  Arlington. 

Eor  further  news  on  Desert 
Storm’s  effect  on  medicine  in  Texas, 
see  “Desert  Storm:  Texas  prepares  for 
war  casualties  and  terrorism,”  p 54. 

Dallas  adds  dazzle  to 
Annual  Session 

All  work  and  no  play  makes  for 
a dull  medical  conference. 

So  although  physicians  will  attend 
TMA’s  124th  Annual  Session,  May 
9-13,  primarily  for  first-class  educa- 
tional opportunities  and  House  of 
Delegates’  business,  they  and  their 
families  also  can  take  advantage  of 
the  entertainment  available  in  so- 
phisticated, metropolitan  Dallas. 

They  may,  however,  have  a hard 
time  getting  beyond  the  vast,  luxuri- 
ous Loews  Anatole  Hotel,  which  will 
house  all  TMA  meetings  and  func- 
tions. The  Anatole  boasts  the  most 
impressive  private  collection  of  fine 
art  ever  permanently  dis- 
played in  a hotel,  along 
with  13  restaurants  and 
lounges,  specialty  bou- 
tiques, a 7-acre  park, 
and  a world-class  spa 
and  sports  center. 

Eor  more  adventur- 
ous visitors,  however, 

Dallas  offers  a cornu- 
copia of  things  to  do  and  places  to 
see.  Downtown  Dallas,  with  its  glit- 
tering skyline,  is  near  the  Anatole 
and  offers  a variety  of  entertainment 
districts.  The  West  End  Historical 
District,  an  area  enhanced  by  reno- 
vated turn-of-the-century  offices  and 
warehouses,  includes  more  than  150 
of  Dallas’  most  popular  and  diverse 
boutiques,  restaurants,  and  clubs. 
Just  south  of  the  West  End  entry  is 


the  Old  Red  1891  Courthouse,  John 
Neely  Bryan’s  Cabin,  the  John  E. 
Kennedy  Memorial  Plaza  in  Dealey 
Plaza,  and  the  Texas  School  Book 
Depository.  The  Depository  now 
houses  the  Sixth  Floor  Exhibit,  a mu- 
seum honoring  President  Kennedy. 

The  Dallas  Arts  District,  also 
downtown,  includes  the  Dallas  Muse- 
um of  Art,  the  Trammell  Crow  sculp- 
ture center  with  its  22  bronzes,  and 
the  Morton  H.  Jvleyerson  Symphony 
Center.  The  “Mort,”  home  of  the 
Dallas  Symphony  Orchestra,  is  said 
to  be  nearly  acoustically  perfect. 
From  the  Arts  District,  visitors  can 
take  a renovated  electric  trolley  to  the 
McKinney  District,  which  contains 
fine  restaurants,  antique  shops,  and 
galleries,  all  within  a 5-block  area. 

At  the  core  of  downtown  lies  the 
original  Neiman-Marcus,  the  beauti- 
fully renovated  Majestic  Theatre, 
and  an  underground  network  of 
walkways  accessing  250  shops  and 
restaurants.  Other  downtown  attrac- 
tions include  Old  City  Park,  which 
contains  a collection 
of  authentic  mid- 19th 
century  structures, 
the  Dallas  Farmer’s 
Market,  and  the  Deep 
Ellum  entertainment 
district. 

A registration  form 
and  more  information 
about  Annual  Session  is  on  pp  65-68 
of  this  issue.  An  article  on  one  of  the 
scientific  programs  planned  for  An- 
nual Session  is  on  p 35.  Or  contact 
the  Annual  Session  and  Scientific 
Programming  Department,  Texas 
Medical  Association,  1801  N Lamar 
Blvd,  Austin  78701,  phone  (512) 
477-6704. 


U4th  Annual  Session 

Mail  0-12,1001 
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Texas  doctors  help 
change  the  face  of 
medicine  in  the  media 

any  physicians  have  grum- 
bled about  — and  more 
have  been  frustrated  by  — the  nega- 
tive way  they  and  medicine  are 
sometimes  portrayed  in  the  media. 
Now,  Texas  doctors  are  helping  to 
improve  the  situation. 

TMA,  through  it’s  Council  on 
Communication,  has  launched  a me- 
dia campaign  in  which  physicians, 
themselves,  promote  the  wealth  of 
ways  TMA  and  its  members  im- 
prove the  health  of  Texans. 

The  campaign  includes  placing 
articles  written  for  or  with  selected 
physicians  in  newspapers  or  maga- 
zine in  Texas  cities  targeted  by  the 
association’s  Public  Relations  De- 
partment. The  department  also 
schedules  physicians  on  appropriate 
radio  and  television  talk  shows. 

Just  a month  into  the  program, 
three  newspaper  articles  by  Reza  Ja- 
hadi,  MD,  and  one  by  Laurance 
Nickey,  MD,  had  been  placed  in 
Galveston  and  El  Paso,  respectively. 
Warren  Tingley,  MD,  and  Clift  Price, 
MD,  had  appeared  on  television  talk 
shows  reaching  Dallas  and  the  Tem- 
ple, Waco,  and  Killeen  areas. 

The  year-long  media  campaign 
takes  a tightly  targeted  approach  to 
publicizing  TMA’s  positions  and  ini- 
tiatives and  involves  both  physician 
and  patient  advocacy.  The  campaign 
works  in  tandem  with  TMA’s  Medi- 
cal Issues  for  Texans  speakers’  bu- 
reau by  tackling  the  same  issues  and 
working  with  many  of  the  same 
physicians  as  the  bureau. 

Physicians  interested  in  helping 
with  the  media  campaign  may  con- 
tact Yasemin  Florey  in  TMA’s  Public 
Relations  Department,  (512)  477- 
6704,  ext  212. 
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Upfront 


New  member 
makes  TMA 

30.000  strong 
and  counting 

Kathryn  Trombatore 

Managing  editor 

aureen  P.  Wooten,  MD,  got 
the  phone  call  from  TMA 
executive  vice  president  Robert  G. 
Mickey,  and  her  first  thought  was, 
“Have  I done  something  terrible?” 

Mr  Mickey  says  Dr  Wooten’s  wor- 
ried response  is  not  at  all  unusual.  He 
reports  that  a few  physicians  he  calls 
even  momentarily  confuse  TMA  with 
the  Texas  State  Board  of  Medical  Ex- 
aminers and  assume  something 
dreadful  is  about  to  happen. 

In  fact.  Dr  Wooten  had  done 
something  right:  she  had  joined  TMA 
at  just  the  right  moment.  Mr  Mickey 
was  calling  Dr  Wooten  to  tell  her  she 
was  the  30,000th  member  of  the  as- 
sociation and  that  she  would  be  rec- 
ognized as  such  at  TMA’s  Leadership 
Conference  in  Austin,  March  2. 

Although  Dr  Wooten’s  December 
1990  application  is  signihcant  be- 
cause it  marks  the  first  time  TMA 
has  had  30,000  members  in  a single 
year,  the  association  has  had  far 
more  than  30,000  members  since  its 
creation  138  years  ago.  On  January 
17,  1853,  35  physicians  travelled  to 
Austin  by  horse  and  buggy  to  ad- 
dress matters  of  public  health,  medi- 
cal education,  and  ethics. 

Records  show  the  association 
reached  the  5,000  member  milestone 
in  1946  and  10,000  members  in 
1967.  Medical  students  were  invited 
to  join  the  association  in  1976, 
boosting  the  membership  total  to 

20.000  members  in  1981. 

Now,  TMA  has  4,051  student 
members,  about  95%  of  the  students 


at  Texas’  seven  allopathic  medical 
schools.  The  26,000  physician  mem- 
bers represent  82%  of  all  licensed^ 
MDs  in  the  state,  the  highest  per- 
centage achieved  by  any  of  the 
largest  state  medical  associations. 

So  what  led  Dr  Wooten  to  submit 
her  application  to  TMA?  She  had  re- 
cently begun  private  practice  with 
Neurology  Associates  of  Dallas. 

A 1985  graduate  of  the  Universi- 
ty of  Arizona  College  of  Medicine  in 
Tucson,  Dr  Wooten  served  an  in- 
ternship at  Good  Samaritan  Medical 
Center  in  Phoenix  and  was  a resi- 
dent in  neurology  at  Baylor  College 
of  Medicine  from  1986  to  1989. 

Dr  Wooten  graduated  in  1981, 
magna  cum  laude.  Phi  Beta  Kappa, 
from  Arizona  State  University,  with 
a BS  in  microbiology  and  a plan  to 
study  medicine. 

“There  is  not  a single  physician 
in  my  family  other  than  me,”  she 
says,  “although  my  brothers  who 
are  both  history  buffs  tell  me  that 
the  first  English  physician  to  come 
to  America  was  named  Wooten. 
While  my  seven  brothers  and  sisters 
and  I never  doubted  we  would  go  to  i 
college,  there  was  no  one  really 
pushing  me  to  become  a physician.” 

Born  in  Norfolk,  Va,  Dr  Wooten 
can  claim  a number  of  places  as 
home.  “My  father  was  career  Navy 
and  we  moved  3 months  after  I was 
born  to  Arlington,  Va,”  says  Dr 
Wooten.  She  also  has  lived  in  Dayton 
and  Cincinnati,  Ohio,  and  she  moved 
with  her  family  to  Phoenix  in  1973. 

Looking  back  at  medical  school. 
Dr  Wooten  recalls  that  “only  the 
third  year  was  really  tough;  clinical 
medicine  was  a big  eye-opening  ex- 
perience.” She  chose  neurology  after 
realizing  that  her  earlier  choice  of 
family  practice  didn’t  really  suit  her 
interests. 
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Upfront 


Maureen  P. 
Wooten,  MD 


“I  had  liked  neur- 
ology during  my  first 


two  years  ot  aca- 
demic study,  hut 
during  the  third 
year  when  rotating 
through  neurology 
I realized  that  I 
enjoyed  it.  It  was  a nat- 
ural decision  from  that  point,” 
she  said. 

Dr  Wooten  says  moving  to  Hous- 
ton for  her  residency  was  a nice  sur- 
prise. “Some  people  had  told  me  hor- 
rible stories  about  Houston,  but  when 
1 got  there  people  were  nice  and 
friendly,  even  though  things  were  not 
going  well  in  Houston  economically 
at  that  point,”  she  recalls. 

During  her  fellowship,  in  which 
she  studied  movement  disorders  and 
electromyography,  she  also  was  “on 
the  interview  trail.”  She  tells  an 
amusing  story  about  how  she  found 
out  about  the  group  practice  she 
now  works  with.  “I  was  taking  calls 
for  one  of  my  professors  who  was 
out  of  town,”  she  says.  “A  person 
from  this  group  called  to  ask  my 
professor  to  recommend  someone; 
they  described  the  job  a little  bit  and 
I thought  it  sounded  pretty  nice.  So, 
when  my  professor  came  back  and 
asked  me  if  I was  interested  in  the 
job,  I said  ‘You  know,  I think  I 
ivould  like  to  talk  to  those  people.’” 

And  how  was  her  first  day  on 
the  job?  “Pretty  wild.  Everyone 
was  supportive,  but  I was  shell 
shocked,”  says  Dr  Wooten.  “Before, 
there  was  always  somebody  who 
shared  the  responsibility,  an  attend- 
ing physician  you  could  call  on.  It 
feels  different  when  patients  say, 
‘You’re  my  doctor.’” 

But  Dr  Wooten  has  rapidly  ad- 
justed to  her  new  role.  “I’m  excited 
about  starting  private  practice,  about 


getting  into  ‘real  medi- 
cine,”’ she  says.  “An  ex- 
ample of  my  favorite  part 
is  what  happened  to  me 
this  morning.  A patient 
thanked  me  for  being  so 
nice  to  him  and  for  getting 
him  through  something. 
When  you  get  down  to  it, 
it’s  when  you’re  able  to  ease 
somebody’s  discomfort  and  anxiety 
that  matters.” 

Dr  Wooten  is  equally  sure  about 
her  least  favorite  part  of  medicine: 
government  regulation.  “I  don’t  call 
it  regulation,”  she  says.  “I  call  it  in- 
terference.” She  talks  animatedly 
about  the  possibility  that  exciting 
improvements  in  clinical  medicine 
could  be  overshadowed  by  increas- 
ing government  involvement  in  the 
practice  of  medicine. 

And  she  cites  the  need  to  have  a 
voice  in  medicine’s  future  as  one  of 
the  primary  reasons  she  joined 
TMA.  “When  I first  went  to  medical 
school  in  Arizona,  almost  nobody 
would  join  the  American  Medical 
Association,  but  toward  the  end  of 
my  medical  school  career  1 began  to 
see  that  we  needed  a collective 
voice,”  she  remembers. 

So,  after  joining  TMA,  Dr 
Wooten,  who  had  “never  won  a 
thing  before,”  has  only  one  regret 
about  the  call  she  got  from  Mr 
Mickey:  “Why  couldn’t  it  have  been 
Ed  McMahon  telling  me  I was  a $10 
million  winner?” 


Umberlawn 
Psychiatric  Hospital 

232  Bed  Psychiatric  Facility 
JCAHO  Approved 

Departments  of  Psychiatry  • Psychology 
Social  Work  • 24  Flour  Nursing  Care 
Therapeutic  Recreation 
Occupational  Therapy 
12  Grade  Accredited  School 

ESTABLISHED  IN  1917 

HOSPITAL  SERVICES 
Treatment  of 

Children,  Adolescents,  Adults 

SUBSTANCE 
ABUSE  PROGRAMS 

Inpatient  Treatment 
Outpatient  Treatment  and 
Recovery  Groups 
Health  Professionals  Program 
After  Care  Monitoring 

PROPESSIONAL 
EDUCATION  PROGRAMS 

Residency  Training  Programs 
Child  Training  Residency 

OUTPATIENT  SERVICES 

Comprehensive 
Diagnostic  Evaluation 
Medication  Management 
Individual  and  Group  Psychotherapy 
Eamily  Assessment  and  Therapy 

ALTERNATIVE  CARE 

Day  Hospital 
Children 
Adolescents 
Adults 

Medication  Supervision 

RESIDENTIAL  SERVICES 

After  Care  Programs 
Residential  Programs 

ACCEL 

Executive  Professionals  Program 


For  your  patients' convenience , 
evaluations  may  be  done  at 
any  of  our  five  locations: 
the  main  hospital  campus  in  Dallas, 
the  Timberlawn  North  Dallas  Center, 
the  Timberlawn  Las  Colinas  Center, 
Timberlawn  at  The  Aerobics  Center,  or  the 
Timberlawn  DeSoto/Duncanville  Center. 

Admissions: 

P.O.  Box  151489  • 4600  Samuell  Blvd. 
Dallas,  TX  75315-1489 
(214)  381-7181  • 1-800-426-4944 
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Newsmakers 

Joseph  s.  Bailes,  MD,  has  been 
elected  president-elect  of  the  Texas 
Society  of  Internal  Medicine.  Dr 
Bailes,  a hematologist  in  McAllen,  is 
clinical  assistant  professor  at  The 
University  of  Texas  Health  Science 
Center  at  San  Antonio. 


Benjamin  E.  Cohen,  MD,  clinical 
professor  at  Baylor  College  of 
Medicine,  has  been  elected  president 
of  the  Houston  Society  of  Plastic 
Surgeons  for  1990-1991.  Dr  Cohen 
is  academic  chief  of  plastic  surgery 
at  Houston’s  St  Joseph’s  Hospital 
and  the  medical  director  of  the  hos- 
pital’s surgical  training  laboratory. 


David  s.  Baskin,  MD,  associate  pro- 
fessor of  neurosurgery  at  Baylor  Col- 
lege of  Medicine  and  chief  of  neuro- 
surgery at  the  Houston  Veterans 
Affairs  Medical  Center,  has  received 
the  1990  Wakeman  Award  for  Re- 
search in  the  Neurosciences  from 
Duke  Universitv  Medical  Center. 


Catherine  F.  Bontke,  MD, 

director  of  the  brain  injury 
program  at  the  Institute  for 
Rehabilitation  and  Research 
in  the  Texas  Medical  Center  in 
Houston,  has  been  selected  for 
inclusion  in  the  1990  edition 
of  Who’s  Who  in  Health  and 
Medical  Services.  Dr  Bontke 
is  on  the  faculty  at  Baylor  Col- 
lege of  Medicine  in  the  depart- 
ment of  physical  medicine  and 
rehabilitation. 


Rogers  K.  Coleman,  MD,  has  been 
named  president  and  chief  executive 
officer  of  Blue  Cross  and  Blue  Shield 
of  Texas,  Inc.  Formerly,  he  was  ex- 
ecutive vice  president  and  chief  exec- 
utive officer.  Prior  to  his  career  with 
Blue  Cross  and  Blue  Shield  of  Texas, 
Dr  Coleman  was 
in  private  prac- 
tice in  Brown- 
wood,  specializ- 
ing in  general 
medicine  and 
surgery. 


Rogers  K. 
Coleman,  MD 


New  members  elected  to  the  Texas 
Society  of  Internal  Medicine’s  Board 
of  Directors  are:  Janis  L.  Birchall, 
MD,  nephrologist  in  Corpus  Christi; 
Billie  J.  Marek,  MD,  McAllen  oncol- 
ogist; David  C.  May,  MD,  Lewisville 
cardiologist;  and  A.  Bryan  Spires, 
Jr,  MD,  Austin  internist. 


Kenna  Jan  Earley,  MD,  has  been 
appointed  to  a 4-year  term  on  the 
National  Board  of  Medical  Examin- 
ers representing  the  American  Medi- 
cal Association  Resident  Physician 
Section.  Dr  Earley  is  resident  physi- 
cian in  family  practice  at  The  Uni- 
versity of  Texas  Health  Sciences 
Center  in  Tyler. 


James  L.  Claghorn,  MD,  of  Hous- 
ton, has  been  named  to  the  advisory 
panel  on  psychiatric  disease  of  the 
United  States  Pharmacopeial  Con- 
vention, Inc.  Also  appointed  were 
Tracy  R.  Gordy,  MD,  of  Austin,  and 
W.  Edwin  Fann,  MD,  of  Houston. 


Fred  N.  Ekery,  MD,  El  Paso  oncolo- 
gist, has  received  the  Sword  of  Hope 
Award  from  the  American  Cancer 
Society.  Dr  Ekery  is  director  of  Prov- 
idence Memorial  Hospital’s  oncolo- 
gy unit.  He  was  recognized  for 


his  work  wi 
the  Wester 
Regional 
Oncology 
Conference. 

Fred  Ekery, 
MD 


Gilbert  H.  FI 

radiologist,  h 
can  Cancer  Society’s  highest  award, 
the  Medal  of  Honor.  Professor  of  ra- 
diotherapy at  The  University  of 
Texas  M.D.  Anderson  Cancer  Cen- 
ter for  42  years.  Dr  Fletcher  was  cit- 
ed by  the  society  for  “revolutioniz- 
ing the  field  of  radiotherapy  and 
improving  the  quality  of  life  of  can- 
cer patients.’’ 

Kenneth  H.  Gabbay,  MD,  professor 
of  pediatrics  at  Baylor  College  of 
Medicine,  has  received  the  Sam  and 
Bertha  Brochstein  Award  for  Out- 
standing Achievement  in  Retina 
Research. 

Jordan  U.  Gutterman,  MD,  has  been 
elected  executive  vice  president  of 
the  Albert  and  Mary  Lasker  Foun- 
dation and  director  of  the  Albert 
Lasker  Medical  Research  Awards 
Program.  Dr  Gutterman  is  professor 
of  medicine  and  chairman  of  the  de- 
partment of  clinical  immunology 
and  biological  therapy  at  The  Uni- 
versity of  Texas  M.D.  Anderson 
Cancer  Center. 

The  Radiological  Society  of  North 
America  has  appointed  Thomas  s. 
Harie,  MD,  of  Houston,  chairman  of 
its  board  of  directors.  James  D. 
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I Cox,  MD,  also  of  Houston,  was 
1,  elected  second  vice-president. 

A film  by  C.  Stratton  Hill,  MD,  “My 

Word  Against  Theirs,”  produced  by 
The  University  of  Texas  M.D.  An- 
derson Cancer  Center,  has  won  a 
Gold  Medal  Award  and  the  Heart  of 
Wisdom  Award  at  the  John  Muir 
Medical  Film  Festival  in  Walnut 
||  Creek,  California.  The  film  examines 
; the  use  of  narcotics  for  pain  control 
! in  terminally  ill  cancer  patients. 

I Isabel  V.  Hoverman,  MD,  has  been 
elected  president  of  the  Texas  Soci- 
ety of  Internal  Medicine.  A member 
of  the  Texas  Society  of  Internal 
Medicine  Board  of  Directors  since 
1 1985,  Dr  Hoverman  is  in  private 
I practice  in  Austin. 

Barry  N.  Hyman,  MD,  of  Houston, 
has  been  appointed  to  the  National 
High  Blood  Pressure  Coordinating 
Committee  as  the  representative  of 
the  American  Academy  of  Ophthal- 
mology. The  committee  includes  rep- 
resentatives of  28  different  health- 
related  professional  and  lay 
organizations. 

The  Leukemia  Society  of  America 
has  awarded  Gabriel  Lopez- 
Berestein,  MD,  the  Stohlman 
Memorial  Scholar  Award  for  out- 
standing contributions  to  leukemia 
studies.  Dr  Lopez-Berestein  is  chief  of 
immunology  and  biological  therapy 
at  The  University  of  Texas  M.D.  An- 
derson Cancer  Center  in  Houston. 

Raj  K.  Narayan,  MD,  associate  pro- 
fessor of  neurosurgery  at  Baylor  Col- 
lege of  Medicine,  has  been  elected 
chairman  of  the  Joint  Section  on 
Neurotrauma  and  Critical  Care  of  the 
American  Association  of  Neurologi- 
cal Surgeons  and  the  Congress  of 


Neurological  Surgeons.  Dr  Narayan 
is  chief  of  neurosurgery  at  Ben  Taub 
General  Hospital  and  attending  neu- 
rosurgeon at  The  Methodist  Hospital. 

Larry  K.  Pickering,  MD,  David  R. 
Park  Professor  of  Pediatrics  at  The 
University  of  Texas  Medical  School 
at  Houston,  has  been  appointed  to 
the  Committee  on  Infectious  Dis- 
eases of  the  American  Academy  of 
Pediatrics.  He  also  will  serve  on  the 
editorial  board  for  the  Report  of  the 
Committee  on  Infectious  Diseases. 

Wayne  H.  Schwesinger,  MD,  pro- 
fessor of  surgery  at  The  University 
of  Texas  Health  Science  Center  at 
San  Antonio,  has  been  elected  to  a 
3-year  term  as  secretary  of  the  Soci- 
ety of  American  Gastrointestinal  En- 
doscopic Surgeons. 


R.  Cam  Stiernberg,  MD,  clmical  as- 
sistant professor  of  ophthalmology 
and  otolaryngology  at  The  Universi- 
ty of  Texas  Medical  Branch  at 
Galveston,  has  been  named  presi- 
dent of  the  Texas  Society  of  Oph- 
thalmology and  Otolaryngology. 

Don  p.  Warden,  MD,  has  been  elect- 
ed to  a 3-year  term  as  secretary-trea- 
surer of  the  Texas  Society  of  Internal 
Medicine.  A former  president  of  the 
Society,  Dr  Warden  is  medical  direc- 
tor of  the  Knapp  Medical  Center  in 
Weslaco. 

Drew  D.  Williams,  MD,  Baytown 
general  surgeon,  has  received  a 3- 
year  appointment  as  Cancer  Liaison 
Physician  for  the  Cancer  Program  at 
San  Jacinto  Methodist  Hospital.  The 
Cancer  Liaison  Program  is  an  inte- 
gral part  of  the  Commission  on 
Cancer  of  the  American  College  of 
Surgeons. 


Please  let  Texas  Medicine  know 
about  your  honors  and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  sec- 
tion are:  TMA  member;  election  or  appoint- 
ment to  an  office  of,  or  honors  from,  a na- 
tional or  state  organization;  or,  space 
permitting,  recognition  at  the  local  level. 
Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  edi- 
tor. Submit  items  for  consideration,  with  pho- 
tos if  possible,  to  People,  Texas  Medicine, 
1801  N Lamar  Blvd,  Austin,  TX  78701. 


Obituaries 

Wilson  Gordon  Brown,  MD,  76; 

Houston;  Washington  University, 
School  of  Medicine,  1939;  died  De- 
cember 23,  1990. 

Alan  Wilson  Butler,  Jr,  MD,  69;  Fort 
Worth;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1944; 
died  November  24,  1990. 

Harry  Stephen  Gallager,  MD,  68; 

Houston;  Temple  University,  School 
of  Medicine,  1946;  died  December 
8,  1990. 

Luis  Garcia,  MD,  69;  Pasadena;  Uni- 
versity of  Havana,  Cuba,  1946;  died 
December  20,  1990. 

Clarence  S.  Hoekstra,  MD,  77;  Dal- 
las; University  of  Nebraska  Medical 
Center,  1939;  died  December  14, 
1990. 

Morris  E.  Maiakoff,  MD,  79;  Laredo; 
State  University  of  New  York, 
Downstate  Medical  Center,  College 
of  Medicine,  1936;  died  November 
25,  1990. 

A.  William  Muitbauf,  MD,  88;  Har- 
bor Oaks,  Florida;  The  Medical  Col- 
lege of  Wisconsin,  1924;  died 
November  12,  1990. 
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Edward  R.  Parker,  MD,  74;  Dallas; 
Baylor  University  College  of  Medi- 
cine, 1940;  died  December  8,  1990. 

John  Edmund  Skogland,  MD,  78; 

Houston;  University  of  Minnesota, 
Medical  School,  1937;  died  Decem- 
ber 6,  1991. 

Thomas  Turner  Walton,  Jr,  MD,  60; 

Bryan;  Baylor  University  College  of 
Medicine,  1955;  died  December  24, 
1990. 


Integrated  Medical  System 


Sales  • Instatlation  • Trairang  • Support 
Medical  Office  Management  Software 


Claimstronic  Software 

Patient  information  • Claims  • State- 
ments • A/R  • Reports  • Multi-com- 
pany • Multi-doctor  • Electronic 
Claims  • Graphs/Charts  • WordProc- 
essor. 


Billing  Service  (DFW  Area) 

Full  Service  • Fax  machine  provided 
Answer  patients  and  insurance  com- 
panies inquiries  • Statements  • Follow 
up  on  claims  • All  reports  • Monthly 
meetings 


2225  KRandol  Mitt 
Suite  305 
Arlington,  TX  76011 
(817)  640-9860 
FAX  (817)  649-3383 


Go  against  the  grain. 
Cut  down  on  satt. 


Adding  salt  to  your  food 
could  subtract  years  from 
your  life.  Because  in  some 
people  salt  contributes  to 
high  blood  pressure,  a con- 
dition that  increases  your 
risk  of  heart  disease. 


American  Heart  Association 


Wear  Your  Heart 
on  Your  Lapel 


New  from  the  TMA  Auxiliary, 
these  enameled  lapel  pins  display 
the  'Texas  Medicine  Cares" 
message  to  patients,  staff,  col- 
leagues, and  your  community. 

Attractive  enough  to  wear  every 
day,  the  pins  are  3/4"  high  and 
produced  in  red  and  wldte 
enamel  on  gold.  Cost  is  $3/ea. 

You  care.  Texas  Medicine  Cares. 
Now  you  can  wear  your  message 
on  your  lapel. 


Order  Form: 

Please  send 

'Texas  Medicine  Cares"  pins 
@ $3/each Total  $ 

Send  to: 

Name 


Address 


City/Zip 


Send  form  and  check  to: 

Lapel  Pins 

Texas  Medical  Association 
Auxiliary 

1801  North  Lamar,  Austin  78701 

Make  check  to  TMA  Auxiliary. 
Price  includes  tax  and  shipping. 
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What  do 

breast  cancer, 
hypertension, 

and 

Hiy  infection 

have  in  common? 


Diagnosis 
and  treatment 
before  symptoms 
develop 

niake  a difference 
in  a patient’s  life. 


There’s  more  than  one  way  to 
identify  patients  at  risk  of  HIV 
infection. 

But  the  two  most  important  ways  are  by  taking 
a sexual  history  and  a drug  history  of  all  your  male  and 
female  patients.  Asking  the  right  questions  in  a 
nonjudgmental  way  is  critieal. 

A patient’s  medical  history  can  also  hold  clues. 

A history  of  genital  herpes,  syphilis,  or  other  S I Ds 
may  be  an  indication  of  at-risk  behavior. 

You  should  be  aware  of  lab  indicators  that  signal 
the  possibility  of  HIV  infection:  unexplained  anemia, 
increased  LDH  or  serum  globulin  count,  low  serum 
cholesterol  count,  or  idiopathic  thrombocytopenic 
purpura. 

And  probe  for  early  clinical  signs,  including  recent 
oecurrences  of  oral  thrush,  weight  loss,  perianal  herpes, 
zoster,  chronic  vaginitis,  and  hairy  leukoplakia. 

Once  you  suspect  HIV  infection, 
testing  can  make  a difference. 

Just  as  you  would  suggest  mammography  for 
patients  at  risk  of  breast  cancer,  suggest  HIV  testing 
once  you’ve  identified  patients  at  risk  of  infection. 

Because  today,  early,  aggressive  treatments  can 
make  a difference  in  the  lives  of  patients  who 
test  positive. 


Early  treatment  with  RETROVIR 
helps  keep  asymptomatic  patients 
symptom-free  longer. 

Now,  treatments  are  available  that  ean  alter  the 
course  of  HIV  disease,  especially  when  begun  early 
including  treatment  with  RE'FROVIR. 


RETROVIR  Reduces  the  Rate  of  HIV  Dise^ 
Progression  by  More  Than  Half’ 


Placebo’ 

RE'FROVIR* 

Progressions 

33 

ai 

to  AIDS* 

6.6  rate* 

2.3  rate* 

•Patients  were  monitored  for  an  average  of  one  year. 
tRK'l'ROVIR:  n=45.^;  plaeebo;  n=428.  Dosage  was  500  mg/day. 
^Events  per  100  person-years  of  observation. 


In  a recent  study  of  asymptomatic  patients 
(CD4  <500  cells/mm’),  RE'FROVIR  reduced  the  r 
of  disease  progression  by  more  than  half,  at  a dosag 
of  500  mg/day.  Patients  stayed  symptom-frde  longe 
with  RE'FROVIR.' 

Although  treatment  of  asymptomatic  patients 
keeps  them  symptom-free  longer  and  delays 
progression  of  disease,  it  is  not  known  whether  earl 
treatment  prolongs  survival.  RE'FROVIR  has  been 
studied  in  controlled  trials  in  significant  nurrilbers  o 
patients  for  limited  periods  of  time.  'Fherefore,  the| 
full  safety  and  efficacy  profile  of  RF7FROVIR  has 
not  yet  been  defined. 


TROVIR  at  500  mg/day  is 
ill  tolerated. 

RETROVIR  at  the  dose  of  500  mg/day  in 
inptomatic  patients  is  generally  well  tolerated.' 

: occurrence  of  serious  adverse  events,  compared 
1 that  initially  reported  with  the  higher  doses  of 
TROVIR  in  advanced  ARC/AIDS  patients,  has 
n greatly  reduced. 

So  start  probing  early  for  HIV  infection  in  your 
‘tice.  Diagnosis  and  treatment  can  make  a 
erence  in  your  patients’  lives. 

irence:  1.  VdUjerding  PA,  Lagakos  SW,  Koch  MA,  ct  al. 
ivudine  in  asywptomatic  human  immunodeficiency 
i infection:  a ccntrollcd  trial  in  persons  with  fewer  than 
CD4-positive  cals  per  epbic  millimeter.  N h.ngl  J Med. 
V322:941-^.  \ 


ow  more  than  ever— 
St,  monitor,  and, 
hen  appropriate,  treat. 
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RETROVIR  Capsules 
RETROVIR  Syrup 

(ZIDOVUDINE) 

BRIEF  SUMMARY 


WARNING:  THERAPY  WITH  RETROVIR  (ZIDOVUDINE)  MAY  BE  ASSOCIATED  WITH  HEMATOLOGIC  TOX- 
ICITY INCLUDING  GRANULOCYTOPENIA  AND  SEVERE  ANEMIA  REQUIRING  TRANSFUSIONS  (SEE 
WARNINGS). 

IN  ADDITION  PATIENTSTREATEDWITHZIOOVUDINEMAYCONTINUETODEVELOPOPPORTUNISTICIN- 
FECTIONS(OI'S)ANDOTHERCOMPLICATIONSOF  HIV  INFECTION  AND.  THEREFORE  SHOULD  BE  UNDER 
CLOSE  CLINICAL  OBSERVATION 


Microbiology:  The  development  ot  resistance  to  zidovudine  has  not  been  adequately  studied  and  the  frequency 
of  zidovudine-resistant  isolates  existing  in  the  general  population  is  unknown  Reduced  in  vitro  sensitivity  to 
zidovudine  has  been  observed,  however,  in  viral  isolates  from  some  individuals  who  have  received  prolonged 
courses  ot  zidovudine  treatment.  For  the  small  number  ot  patients  from  whom  isolates  were  studied,  no  cor- 
relations were  evident  between  the  development  ot  reduced  sensitivity  in  the  laboratory  and  clinical  response 
Theretore.  the  quantitative  relationship  between  in  vitro  susceptibility  ot  HIV  to  zidovudine  and  clinical  response 
to  therapy  has  not  been  established  Studies  ot  the  development  ot  resistance  to  zidovudine  are  incomplete 
and  the  frequency  and  degree  olchanges  in  in  vitro  sensitivity  of  virus  isolates  from  HIV  inlected  patients  with 
differing  severity  ot  immune  compromise  are  unknown 

INDICATIONS  AND  USAGE:  Retrovir  is  indicated  lor  the  management  ot  adult  patients  with  HIV  infection  who 
have  evidence  of  impaired  immunity  (CD4  cell  count  ot  500/mm’  or  less)  before  therapy  is  begun  Retrovir  is 
also  indicated  tor  HIV-infecled  children  over  3 months  ot  age  who  have  HIV-related  symptomsorwhoare  asymp- 
tomatic with  abnormal  laboratory  values  indicating  significant  HIV-related  immunosuppression 
These  indications  are  based  on  the  results  of  three  randomized,  double-blind,  placebo-controlled  trials  of  oral 
zidovudine  in  HIV-infecled  adult  patients  with  CD4  cell  counts  of  500/mm’  or  less,  and  two  open-label  studies 
involving  124  children  ages  3 5monthsto  t2  years  with  advanced  HIV-associated  disease  Specifically,  sepa- 
rate studies  evaluated  zidovudine  therapy  in  asymptomatic  HIV-intected  adults,  in  adults  with  early  sympto- 
matic disease,  in  adults  with  advanced  symptomatic  HIV  disease  (AIDS  or  advanced  ARC),  and  m children  with 
advanced  symptomatic  HIV  disease  (pediatric  AIDS  or  advanced  ARC) 

Adults  Asymptomatic  HIV  Infection:  A randomized,  double-blind,  placebo-controlled  trial  ot  oral  zidovudine 
was  conducted  in  asymptomatic.  HlV-infectedadultsat  32  medical  centers  Entry  was  dependent  on  the  absence 
ot  signs  and  symptoms  consistent  with  HIV  disease,  such  as  signiticant  weightless,  fever,  diarrhea,  second- 
ary infections  and  evidence  of  neurological  dysfuncfion  In  fhe  study.  t338  asymptomatic  individuals  with  ab- 
solute CD4(T4)  lymphocyte  counts  ot  less  than  500cells/mm’ received  a regimen  ot  either  too  mg  zidovudine. 
300  mg  zidovudine,  or  placebo,  each  admihistered  five  limes  a day  These  study  participants  were  monitored 
lor  the  development  of  signs  and  symptoms  of  HIV  disease  and  tolerance  lothe  study  regimens.  The  study  was 
terminated  early  because  of  a statistically  significant  difference  in  progression  to  advanced  symptomatic  HIV 
disease  (AIDS  or  advanced  ARC)  between  the  500  mg/day  zidovudine  group  and  the  placebo  group  Ot  the  1338 
patients  enrolled  in  the  study,  38  ot  the  428  patients  receiving  placebo.  1 7 ot  the  453  individuals  receiving  500 
mg  zidovudine,  and  19  ot  the  457  recipients  ot  t500  mg  zidovudine  progressed  to  advanced  symptomatic  HIV 
disease  when  followed  fora  mean  of  55  weeks  (range  19-107  weeks)  Ot  the  progressions  noted  above.  AIDS 
occurred  in  33  placebo  recipients,  1 1 individuals  receiving  500  mg  and  14  patients  receiving  1500  mg  zidovudine 
Changes  in  immunologic  and  virologic  parameters  (ie,  CD4(T4  ] lymphoc^ecount  and  serum  p24  antigen  levels) 
paralleled  theobservedclinical  benefits  Consistent  with  various  epidemiologic  studies  ot  individuals  with  HIV 
infection,  patients  m this  study  with  lower  CD.  cell  counts  or  P24  antigenemia  were  more  likely  to  progress  to 
AIDS  Virtually  all  patients  (tor  whom  data  are  available)  experienced  a decline  in  CD.  cell  counts  to  less  than 
200  per  mm’  before  developing  an  AIDS-definmg  opportunistic  infection  Although  treatment  of  asymptomatic 
patients  delays  progression  ot  disease  in  those  patients  at  risk  of  progression  over  the  initial  1-2  years  ot  treat- 
ment. It  IS  not  known  whether  early  treatment  prolongs  survival 

Zidovudine  was  well  tolerated  in  a ma|ority  of  patients.  The  following  adverse  clinical  events  were  reported  at 
a significantly  greater  incidence  in  individuals  receiving  500  mg/day  ot  zidovudine  versus  placebo  headache, 
malaise,  anorexia,  nausea  and  vomiting  (see  ADVERSE  REACTIONS) 

The  two  most  common  laboratory  abnormalities  reported  were  anemia  and  granulocytopenia,  each  ot  which 
occurred  more  often  in  patients  receiving  higher  doses  These  toxicities  were  easily  managed  in  most  cases 
by  temporary  dose  interruption 

Early  Symptomatic  HIV  Disease:  This  randomized,  double-blind,  placebo-controlled  trial  ot  oral  zidovudine, 
conducted  at  29  medical  centers,  studied  713  adults  with  early  mahifeslations  ot  HIV  disease  (le.  a baseline 
CD4[T4]  cell  count  ot  200  to800/mm’andsymptomssuchasoral  thrush,  oral  hairy  leukoplakia  or  intermittent 
diarrhea)  Patients  received  either  placebo  or  200  mg  zidovudine  every  4 hours  (1200  mg/day)  The  trial  was 
terminated  early  because  of  a statistically  significant  difference  in  the  rates  of  development  ot  advanced  symp- 
tomatic HIV  disease  belween  the  zidovudine  and  placebo  groups  Ot  the  352  patients  receiving  placebo,  36 
progressed  to  advanced  symptomatic  H IV  disease,  ot  whom  21  progressed  to  AIDS . whereas  of  the  361  zidovudine 
recipients,  13  progressed  to  advanced  symptomatic  HIV  disease,  ot  whom  5 progressed  to  AIDS 
Minimal  toxicity  was  observed  Four  percent  ot  zidovudine  recipients  compared  with  none  ot  the  placebo  recip- 
ients developed  a hemoglobin  concentration  less  than  8 g/dL  and  4%  of  patients  treated  with  zidovudine  com- 
pared with  1 % of  placebo  recipients  developed  a granulocyte  count  less  than  750  cells/mm’  Asthenia,  dyspepsia . 
nausea,  and  vomiting  werethe  maior  adverse  clinical  events  reported  at  significantly  greater  incidences  in  pa- 
tients receiving  zidovudine. 

Advanced  Symptomatic  HIV  Disease:  This  randomized,  double-blind,  placebo-controlled  trial,  conducted  at 
12  medical  centers,  was  the  original  trial  upon  which  the  marketing  ot  Retrovir  was  based  In  this  trial.  281 
adults  with  advanced  symptomatic  HIV  infection  including  AIDS  were  studied  tor  a mean  ot  four  anda  halt  months 
The  patient  population  ot  this  controlled  trial  consisted  ot  160  patients  with  AIDS  (85  Retrovir  and  75  placebo) 
who  had  recovered  from  their  first  episode  ot  PCP  diagnosed  within  the  previous  lour  months  and  121  patients 
with  ARC  (59  Retrovir  and  62  placebo)  with  multiple  signs  and  symptoms  ot  HIV  inlection,  including 
mucocutaneous  candidiasis  and/or  unexplained  weight  loss  ( > 15  lbs  or  >10%  ot  prior  body  weight)  All  pa- 
tients had  evidence  ot  impaired  cellular  immunity  with  an  absence  ot  delayed  cutaneous  hypersensitivity  and 
CD4  (T4)  lymphocytes  less  than  500  cells/mm’  All  patients  began  therapy  at  a dose  ot  250  mg  every  4 hours 
around  the  clock  This  dosage  was  reduced  or  temporarily  or  permanently  discontinued  after  serious  marrow 
toxicity  occurred  The  trial  was  stopped  early  because  ola  slallstically  significant  difference  in  mortality  There 
were  19  deaths  in  the  placebo  group  and  1 in  the  Retrovir  group  All  deaths  were  apparently  due  to  opportunistic 
mteclions  (01)  or  other  complications  ot  H IV  infection  Treatment  duration  ranged  from  12  weeks  to  26  weeks, 
with  a mean  and  median  duration  of  17  and  18  weeks,  respectively 

Retrovir  also  significantly  reduced  the  risk  of  acquiring  an  AIDS-detining  01  in  patients  after  6 weeks  ot  treat- 
ment Inaddilion,  patients  who  received  Retrovir  generally  did  better  than  the  placebo  group  in  termsot  several 
other  measures  ot  efficacy  including  performance  level , neuropsychialric  function , maintenance  of  body  weighf 
and  the  number  and  severity  ot  symptoms  associated  with  HIV  infection  A small,  transient  increase  in  mean 
CD4  (T4)  counts  was  seen  in  the  zidovudine  group  but  the  significance  ot  this  finding  is  unclear 
The  most  significant  adverse  reaction  noted  in  the  study  was  a depression  ot  formed  elements  in  the  peripheral 
blood,  which  necessitated  dose  reduction  or  drug  discontinuation  in  34%  of  patients  receiving  Retrovir  Pa- 
tients with  lower  CD4  counts  were  more  likely  to  receive  transfusions  41%  ot  Retrovir  recipients  and  16%  ot 
placebo  recipients  with  <200  CD4  lymphocytes  at  entry  were  transfused  (see  ADVERSE  REACTIONS)  Only 
one  ol  30  Retrovir  recipientsand  none  ot  30  placebo  recipients  with  >200  CD4  lymphocytes  required  transfusion 
Although  mean  platelet  counts  in  Retrovir  recipients  were  statistically  increased  compared  to  mean  baseline 
values,  thrombocytopenia  did  occur  m some  patients.  Twelve  percent  (12%)  ot  Retrovir  recipients  compared 
to  5%  ot  placebo  recipients  had  >50%  decreases  from  baseline  platelet  count 

At  theconclusion  of  the  placebo-controlled  trial , approximately  80%  ol  Retrovir  and  placebo  recipients  elected 
to  enroll  in  an  uncontrolled  extension  protocol  in  which  all  patients  received  Retrovir  at  a dose  of  200  mg  every 
four  hours.  This  dose  was  chosen  because  of  concern  about  hematologic  toxicity  and  to  allow  tor  greater  flex- 
ibility in  dosing  These  patients  have  been  followed  tor  variable  periods  ot  time.  As  the  tollow-up  period  lengthened . 
patient  tracking  became  increasingly  difficult  The  intended  treatment  period  ol  the  original  study  was  six  months ; 
however,  some  follow-up  data  are  available  tor  over  90%  ot  patients  originally  enrolled  in  the  trial  Data  from 
patients  in  this  and  other  studies  show  no  new  or  unexpected  clinical  or  laboratory  adverse  experiences  for 
patients  receiving  Retrovir  other  than  those  listed  (see  ADVERSE  REACTIONS),  nor  have  previously  reported 
adverse  events  increased  significantly  in  frequency  or  severify  with  prolonged  drug  administration  At  any  lime 
on  study,  approximately  half  ot  the  patients  received  the  recommended  dose  ot  zidovudine,  while  the  remain- 
ing patients  required  reduction  or  interruption  ot  their  dosage  regimen  in  response  to  myelosuppression  and/or 
other  clinical  adverse  events. 

Benetitsot  therapy  with  Retrovir  were  observed  during  this  extended  period,  although  opportunistic  infections 
continued  to  occur  and  additional  patients  died  Survival  lor  all  patients  originally  randomized  to  receive  Retrovir 
was  96  5%  at  six  months,  84  7%  at  one  year.  68.3%  at  18  months  and  41. 2%  at  two  years.  One  year  and  two 
year  survival  tor  patients  who  entered  the  trial  with  AIDS  was  79%  and  31%  when  calculated  since  initiation 
ol  therapy  (87%  and  43%,  respectively,  since  the  first  diagnosis  ot  PCP)  These  survival  rates  were  determined 
by  the  "intention  totreat  " method,  which  assumes  all  patienisassigned  toa  drug  actually  took  Ihedrug  throughout 
the  study  period 


Wellcome 


While  a direct  comparison  with  survival  data  from  other  cohorts  is  not  possible,  untreated  adult  patients  r 
AIDS  diagnosed  in  San  Francisco  in  1985  who  had  survived  60  days  aRer  PCP  had  a one  year  survival  ol  34 
and  a two  year  survival  of  4 2%  from  diagnosis  ol  PCP  In  a recent  epidemiologic  study  of  patients  with  A 
diagnosed  in  San  Francisco  in  1986  and  1987,  median  survival  was  improved  tor  patients  receiving  Retr 
compared  to  those  not  receiving  therapy  with  Retrovir  (21  6 vs  14  9 months)  Actual  survival  ol  untreated 
tients  is  likely  to  be  lower  than  reported  because  ol  the  dilticulty  in  complete  ascertainment  ot  mortality  C 
lion  IS  advised  in  making  comparisons  from  such  "natural  history""  experience  since  case  definitions  and  tollov 
practices  vary 

Other,  uncontrolled  studies  have  shown  that  Retrovir  may  be  ot  benefit  in  treating  women . intravenous  o 
users,  and  racial  minorities,  in  addition  to  the  patient  population  (primarily  while  males)  included  in  the  c 
trolled  trials 

Dose  Comparison  Study:  Results  from  a randomized  .unblinded  dose  comparison  study  ol  zidovudine,  in  ao 
wilh  AIDS  who  had  experienced  an  episode  of  PCP,  indicate  that  an  induction  dose  ol  zidovudine  200  mg 
ministered  orally  every  four  hours  (1200  mg/day)  lor  one  month,  lollowed  by  chronic  administration  ot  IOC 
every  4 hours  (600  mg/day),  was  associated  with  survival  rates  and  frequency  of  opportunistic  inlectionsc 
parable  to  those  observed  in  patients  administered  higher  dosages  as  tolerated.  The  600  mg  per  day  regn 
was  also  associated  with  a lower  incidence  ot  hematologic  toxicity  The  eltectiveness  ot  this  lower  dose  in 
proving  the  neurologic  dyslunclion  associated  with  HIV  disease,  however,  is  unknown  (see  DOSAGE , 
ADMINISTRATION) 

Pediatric  Symptomatic  HIV  Disease:  Two  open-label  studies  have  evaluated  the  pharmacokinetics,  safety 
etiicacy  ol  Retrovir  in  124  children  with  advanced  HIV  disease  (84  AIDS  and  40  with  other  clinical  and  labora' 
evidence  ot  advanced  HIV  disease)  Themedianageatentry  was  3.3  years  with  14%  less  than  12  month 
age  lnthema|orityotcases(73%),  HIV  was  acquired  by  vertical  transmission  from  an  HIV-infected  mol 
Thirty-six  children  were  enrolled  in  the  Phase  t study,  which  evaluated  three  intravenous  dosing  regimensi 
ministered  tor  4 to  8 weeks  All  children  subsequently  switched  to  an  oral  dose  of  180  mg/m’  every  6 hr 
and  were  lollowed  tor  a mean  of  465  days  (range  121  to  855  days).  Eighty-eight  children  participated  in 
Phase  2 study  and  these  children  were  monitored  tor  a mean  ol  186  days  (range  3 to  352  days)  In  the  Pt 
2 study,  oral  zidovudine  was  initialed  at  a dose  ol  180  mg/m’  every  6 hours 
Clinical . immunologic  and  virologic  improvements  were  observed  among  some  of  thechildren  receiving  zidovu . 
in  these  open-label  studies  Clinical  improvements  included  reductions  in  hepatosplenomegaly  and  increk 
in  weight  percentiles  in  previously  growth  retarded  children  The  probability  ot  remaihing  tree  ol  opportun 
mieclionsthrough  12monlhsolfollow-upwas0  76  Thirty-sevehchlldrendevelopedoneormoredocumei: 
serious  bacterial  inlections  while  participating  m the  studies  Seven  ol  these  children  had  more  than ; 
documented  serious  bacterial  inlection  The  probability  ot  survival  at  12  months  is  0 87  lor  the  124  patii. 
enrolled  in  the  Phase  t and  Phase  2 studies. 

Improvements  in  the  immunologic  parameters  CD4  cell  counts  and  immunoglobulin  concentration  were  obsei 
among  the  study  participants  For  children  with  severely  depressed  CD4  cell  counts  (<500/mm’)  at  enti 
mean  increase  ot  148/mm’  in  CD4*  lymphocyte  cell  count  was  observed  during  the  lirst  two  mohih 
zidovudine  therapy  Thereafter.  CD4  cell  counts  declined  but  remained  above  baseline  through  9 montfi 
tollow-up  A tendency  towards  normalization  ot  elevated  immunoglobulin  concentrations  (primarily  IgG) 
observed  among  study  participants 

Substantial  reductions  in  serum  and  CSF  P„  antigen  concentrations  were  observed  m some  patients,  as 
as  a reduction  in  the  number  ot  patients  with  positive  CSF  HIVcultures,  providing  evidence  of  antiretroviral  efi 
The  most  Irequently  reported  adverse  events  were  anemia  ( Hgb  < 7. 5 g/dL)  and  neutropenia  (<  750/mr 
which  occurred  in  torty-six  percent  ol  fhe  children  Thirty-six  percent  ot  the  patients  had  their  dose  modi 
due  to  the  development  of  hemalologic  abnormalities  and  30%  received  transfusions  lor  anemia . Four  patli 
had  dosing  permanently  discontinued  due  to  neutropenia  (see  ADVERSE  REACTIONS). 
CONTRAINDICATIONS:  Retrovir  Capsules  and  Syrup  are  contraindicated  for  patients  who  have  potentially 
threatening  allergic  reactions  to  any  ol  the  components  ol  the  tormulations. 

WARNINGS:  Zidovudine  has  been  studied  in  controlled  trials  in  signiticant  numbers  of  asymptomatic  and  sy 
tomatic  HIV  infected  patients,  but  only  tor  limited  periods  ol  time.  Theretore,  the  lull  safety  and  etiicacy  pr 
ol  zidovudine  has  not  been  defined,  particularly  in  regard  to  prolonged  use  and  especially  in  HIV  infectei 
dividualswho  have  less  advanced  disease  (see  following  sections  tor  more  specific  information : I N DICATIl 
AND  USAGE,  Microbiology.  Carcinogenesis,  Mutagenesis,  Impairment  ol  Fertility) 

Insufficient  clinical  experience  exists  to  recommend  a dosing  regimen  in  inlanis  under  3 months  ot  age  Prelimi: 
evidence  indicates  that  zidovudine  clearance  may  be  reduced  in  children  less  than  one  month  ol  age. 

A positive  lest  for  HIV-antibody  in  children  under  15  months  ot  age  may  represent  passively  acquired  mate 
antibodies,  rather  than  an  active  antibody  response  to  infection  in  the  infant.  Thus,  the  presence  ol  HIV 
tibody  in  a child  less  than  15  months  of  age  must  be  interpreted  with  caution,  especially  in  the  asymptorr 
infant.  Contirmalory  tests  such  as  serum  P„  antigen  or  viral  culture  should  be  pursued  in  such  childre 
Zidovudine  should  be  used  with  extreme  caution  in  patients  who  have  bone  marrow  compromise  evider 
by  granulocyte  counl<1000/mm’  or  hemoglobin  <9, 5 g/dL  In  all  ot  the  placebo-controlled  studies,  but  r 
frequently  in  patients  with  advanced  symptomatic  HIV  disease,  anemia  and  granulocytopenia  were  the  r 
significant  adverse  events  observed  (see  ADVERSE  REACTIONS)  There  have  been  reports  of  pancytop  ' 
associated  with  the  use  of  zidovudine,  which  was  reversible  in  most  instances  after  discontinuance  of  the  d 
Signiticant  anemia  most  commonly  occurred  after  4 to  6 weeks  of  therapy  and  in  many  cases  required  (i 
adjustment . discontinuation  ot  zidovudine,  and/or  blood  transfusions  Frequent  blood  counts  are  strongly  rec  ■ 
mended  in  patients  with  advanced  HIV  disease  taking  zidovudine  For  asymptomatic  HIV-infected  individ 
and  patients  with  early  HIV  disease,  most  ot  whom  have  better  marrow  reserve,  blood  counts  may  be  obta ' 
less  Irequently,  depending  upon  the  patient  "s  overall  status  It  anemia  or  granulocytopenia  develops,  dot 
adiuslmenls  may  be  necessary  (see  DOSAGE  AND  ADMINISTRATION  in  full  prescribing  information). 
Sensitization  reactions,  including  anaphylaxis  in  one  patient,  have  been  reported  in  individuals  recei 
zidovudine  therapy.  Patients  experiencing  a rash  should  undergo  medical  evaluation 
Coadministration  of  zidovudine  with  other  drugs  metabolized  by  glucuronidation  should  be  avoided  beet 
the  toxicity  ol  either  drug  may  be  potentiated  (see  Drug  Interactions  under  PRECAUTIONS).  Zidovudine  re 
lents  who  used  acetaminophen  during  the  controlled  trial  in  advanced  HIV  disease,  had  an  increased  incid' 
of  granulocytopenia  which  appeared  to  be  correlated  with  the  duration  ot  acetaminophen  use 
PRECAUTIONS: 

General:  Zidovudine  is  eliminated  from  the  body  primarily  by  renal  excretion  following  metabolism  in  the 
(glucurohidalion)  There  are  currently  very  little  data  available  concerning  the  use  of  zidovudme  in  pali 
wifh  impaired  renal  lunclion  (see  Pharmacokinetics  subsection  of  CLINICAL  PHARMACOLOGY)  and  no 
in  patients  with  impaired  hepatic  lunclion  These  patients  may  be  at  greater  risk  ot  toxicity  from  zidovuc 
Information  for  Patients:  See  full  prescribing  information 

Drug  Interactions:  The  interaction  ol  other  drugs  with  zidovudine  has  not  been  studied  in  a systematic  mar 
Coadministration  ot  zidovudine  with  drugs  that  are  nephrotoxic,  cytotoxic,  or  which  interfere  wifh  RBC/\ 
number  or  function  (eg,  dapsone,  pentamidine,  amphotericin  B,  flucytosine,  vincristine,  vinblastine,  adriami 
or  interferon)  may  increase  the  risk  of  toxicity  Limited  data  suggest  that  probenecid  may  inhibit  glucuror 
tion  and/or  reduce  renal  excretion  ot  zidovudine  In  addition,  other  drugs  (eg.  acetaminophen,  aspirin,  c 
domethacin)  may  competitively  inhibit  glucuronidation  (see  WARNINGS)  Phenytoin  levels  have  been  repc 
to  be  low  in  some  patients  receiving  zidovudine,  while  in  one  case  a high  level  was  documented  These  ot 
valions  suggest  that  phenytoin  levels  should  be  carefully  monitored  in  patients  receiving  zidovudine  since  n 
patients  with  advanced  HIV  inlections  have  CNS  conditions  which  may  predispose  to  seizure  activity. 
Some  experimental  nucleoside  analogues  which  are  being  evaluated  in  H IV-intected  patients  may  affect  RBC/' 
number  or  function  and  may  increase  the  potential  lor  hemalologic  toxicity  of  zidovudine  Some  experimi 
nucleoside  analogues  allecting  DNA  replication  antagonize  the  in  v/Iro  antiviral  activity  of  zidovudine  agi 
HIV  and  thus,  concomitant  use  ot  such  drugs  should  be  avoided 

Some  drugs  such  as  trimethoprim-sullamethoxazole.  pyrimethamine,  and  acyclovir  may  be  necessary  to 
management  or  prevention  ot  opportunistic  infections  In  the  controlled  trial,  in  patients  wilh  advanced 
disease,  increased  toxicity  was  not  delected  with  limited  exposure  to  these  drugs.  However,  there  is  one  publi 
report  ol  neurotoxicity  (profound  lethargy)  associated  with  concomitant  use  of  zidovudine  and  acyclovi 
Carcinogenesis.  Mutagenesis.  Impairment  of  Fertilily:  Zidovudinewasadminisferedorallyatfhree  dosage  li 
to  separate  groups  ot  mice  and  rats  (60  females  and  60  males  in  each  group) . Initial  single  daily  doses 
30. 60  and  120mg/kg/dayinmiceand80.  220and600mg/kg/dayinrats.  The  doses  in  mice  were  red' 
to  20.  30  and  40  mg/kg/day  after  day  90  because  of  treatment-related  anemia,  whereas  in  rats  only  the 
dose  was  reduced  to  450  mg/kg/day  on  day  91  and  then  to  300  mg/kg/day  on  day  279, 

In  mice,  seven  late-appearing  (after  19  months)  vaginal  neoplasms  (5  non-metastasizing  squamous  cell 
cinomas,  one  squamous  cell  papilloma  and  one  squamous  polyp)  occurred  in  animals  given  the  highest  c 
One  late-appearing  squamous  cell  papilloma  occurred  in  the  vaginaola  middle  dose  animal  No  vaginal  tui 
were  found  at  the  lowest  dose. 

In  rats,  two  lale-appearing  (after  20  months),  non-melastasizing  vaginal  squamous  cell  carcinomas  occi. 
in  animals  given  the  highest  dose  No  vaginal  tumors  occurred  at  the  low  or  middle  dose  in  rats. 

No  other  drug-related  tumors  were  observed  in  either  sex  of  either  species. 

It  is  not  known  how  predictive  the  results  of  rodent  carcinogenicity  studies  may  be  lor  man  At  doses  lhal 
duced  tumors  in  mice  and  rats,  the  estimated  drug  exposure  (as  measured  by  AUC)  was  approximately  3 1 
(mouse)  and  24  times  (rat)  the  estimated  human  exposure  at  the  recommended  therapeutic  dose  of  10i 
every  4 hours 

No  evidence  ol  mutagenicity  (wilh  or  without  metabolic  activation)  was  observed  in  the  Ames  Satmo 
mutagenicity  assay  In  a mutagenicity  assay  conducted  m L5178Y/TK*''  mouse  lymphoma  cells,  zidovi 
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;ly  mutagenic  in  the  absence  ol  metabolic  activation  only  at  the  highest  concentrations  tested  (4000 
)ig/mL|  In  the  presence  ol  metabolic  activation,  the  drug  was  weakly  mutagenic  at  concentrations 
j/mL  and  higher  In  an  in  vi/ro  mammalian  cell  Iranslormalion  assay,  zidovudine  was  positive  at  con- 
isol  O.Spg/mL  and  higher  In  an  in  vdio  cytogenetic  study  performed  in  cultured  human  lymphocytes, 
e Induced  dose- related  structural  chromosomal  abnormalities  at  concentrations  ol  3 |jg/mL  and  higher 
Heels  were  noted  at  the  two  lowest  concentrations  tested . 0 3 and  1 ng/mL  In  an  in  vivo  cytogenetic 
ats  given  a single  intravenous  injection  ol  zidovudine  at  doses  ot  37  5 to  300  mg/  kg , there  were  no 
■related  structural  or  numerical  chromosomal  alterations  in  spite  ol  plasma  levels  that  were  as  high 
|/mL  live  minutes  alter  dosing 

'ivo  micronucleus  studies  (designed  to  measure  chromosome  breakage  or  mitotic  spindle  apparatus 
in  male  mice,  oral  doses  ot  zidovudine  ol  100  to  1000  mg/kg/day  adminislered  once  daily  tor  approx- 
weeks  induced  dose-related  increases  in  micronuclealed  erythrocytes  Similar  results  were  also  seen 
7 days  ot  dosing  at  500  mg/kg/day  in  rats  and  mice 

on  male  or  female  lerlility  (judged  by  conception  rales)  was  seen  in  rats  given  zidovudine  orally  at 
to  450  mg/kg/day 

y:  Pregnancy  Category  C,  Oral  teratology  studies  In  the  rat  and  in  the  rabbit  al  doses  up  to  500  mg/kg/day 
loevidence  ol  teratogenicity  with  zidovudine  The  incidence  ol  letal  resorptions  was  increased  in  rats 
or  450  mg/kg/day  and  rabbits  given  500  mg/kg/day  The  doses  used  in  the  teratology  studies  resulted 
asma  concentrations  In  rats  ol  68  to  234  times  the  peak  human  plasma  concentrations  and  in  rabbits 
) times  the  peak  human  plasma  concentrations  It  is  not  known  whether  zidovudine  can  cause  fetal 
in  administered  to  a pregnant  woman  or  can  allect  reproductive  capacity  Zidovudine  should  be  given 
lant  woman  only  it  clearly  needed 

Mothers:  It  is  not  known  whether  zidovudine  is  excreted  In  human  milk  Because  many  drugs  are  ex- 
human milk  and  because  ot  the  potential  tor  serious  adverse  reactions  Irom  zidovudine  in  nursing 
lolhers  should  be  Instructed  to  discontinue  nursing  if  they  are  receiving  zidovudine 
Use:  See  INDICATIONS  and  WARNINGS  sections 

REACTIONS:  Adults:  The  frequency  and  severity  ot  adverse  events  associated  with  the  use  ot  zidovudine 
ire  greater  in  patients  with  more  advanced  infection  at  the  time  ot  initiation  ol  therapy  The  following 
nmarize  the  relative  incidence  ot  hematologic  adverse  events  observed  In  the  placebo-controlled  clinical 
y seventy  ol  HIV  disease  present  at  the  start  ol  treatment 
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ijmes  the  currently  recommended  dose  in  asymptomatic  patients. 


iia  reported  in  patients  receiving  zidovudine  appeared  to  be  the  result  ot  impaired  erythrocyte  mature- 
hdenced  by  increased  macrocytosis  (MCV)  while  on  drug 

ntected  adults  parlicipaling  in  these  clinical  trials  often  had  baseline  symptoms  and  signs  of  HIV  disease 
perienced  adverse  eventsat  sometime  during  study  It  wasotten  dilticult  to  distinguish  adverse  events 
issociated  with  zidovudine  administration  Irom  underlying  signs  ot  HIV  disease  or  intercurrent  illnesses 
ving  table  summarizes  clinical  adverse  events  or  symptoms  which  occurred  in  at  least  5%  ot  all  pa- 
h advanced  HIV  disease  treated  with  zidovudine  in  the  original  placebo-controlled  study  Ol  the  items 
hetable.  only  severe  headache,  nausea,  insomnia  and  myalgia  were  reported  at  a significantly  greater 
dovudine  recipients 


Percentage  (%)  ol  Patients  with  Clinical  Events  in  the  Advanced  HIV  Disease  Study 
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6 

3 

nnolence 

8 

9 

^IRATORY 

ipnea 

5 

3 

;h 

17 

15 

;iAL  SENSES 
le  Perversion 

5 

8 

idverse  events  which  occurred  in  less  than  5%  of  all  adult  patients  treated  with  zidovudine  in  the  ad- 

IIV  study  are  listed  below  Since  many  ot  these  adverse  events  were  seen  in  placebo-treated  patients 

s zidovudine  recipients,  their  possible  relationship  to  the  drug  is  unknown 

asa  whole  body  odor,  chills,  edema  ot  the  lip,  Hu  syndrome,  hyperalgesia,  back  pain,  chest  pain, 

iphadenopathy 

wascular.  vasodilation 

iinlestinal  constipation,  dysphagia,  edema  ot  the  tongue,  eructation,  llatulence.  bleeding  gums. 

tal  hemorrhage,  mouth  ulcer 

ulosheletal:  arthralgia,  muscle  spasm,  tremor,  twitch 

'US.  anxiety,  contusion . depression , emotional  lability,  nervousness,  syncope,  loss  ot  mental  acuity, 
tigo 


Respiratory,  cough,  epislaxis,  pharyngitis,  rhinitis,  sinusitis,  hoarseness. 

Skin:  acne,  pruritus,  urticaria 
Special  senses,  amblyopia,  hearing  loss,  photophobia 
Urogenital,  dysuria,  polyuria,  urinary  frequency,  urinary  hesitancy 
Subsequent  to  the  initial  Inal , myopathy  and  sensitization  reactions,  including  anaphylaxis  in  one  patient,  have 
been  reported  in  adults  receiving  zidovudine  therapy 

All  unexpected  events  and  expected  events  ol  a severe  or  llle-threalening  nature  were  monitored  lor  adults  in 
the  placebo-controlled  studies  in  early  HIV  disease  and  asymptomatic  HIV  inleclion  Data  concerning  the  oc- 
currence ot  additional  signs  or  symptoms  were  also  collected  No  distinction  was  made  in  reporting  events  be- 
tween those  possibly  associated  with  the  administration  ol  the  study  medication  and  those  due  to  the  underly- 
ing disease  The  lollowing  tables  summarize  all  those  events  reported  at  a statistically  signilicant  greater  in- 
cidence tor  zidovudine  recipients  in  these  studies. 


Percentage  (%)  ol  Patients  with  Clinical  Events 
in  the  Early  Symptomatic  HIV  Disease  Study 

Adverse  Event 

Zidovudine  (n  = 36t)  % 

Placebo  (n=352)  % 

BODY  AS  A WHOLE 

Asthenia 

69 

62 

GASTROINTESTINAL 

Dyspepsia 

6 

1 

Nausea 

61 

41 

Vomiting 

25 

13 

Percentage  (%)  ol  Patients  with  Clinical  Events‘  in  an  Asymptomatic  HIV  Infection  Study 

Adverse  Event 

1500  mg 
Zidovudine”  ‘ 
(n=457)  % 

500  mg 
Zidovudine 
(n=453)  % 

Placebo 
(n=428)  % 

BODY  AS  A WHOLE 

Asthenia 

to  1 

8 6" 

5 8 

Headache 

58  0" 

62  5 

52  6 

Malaise 

55,6 

53  2 

44  9 

GASTROINTESTINAL 

Anorexia 

19  3 

20  1 

to  5 

Constipation 

8 1 

6 4" 

3 5 

Nausea 

57  3 

51  4 

29  9 

Vomiting 

16  4 

17  2 

9 8 

NERVOUS 

Dizziness 

20  8 

17  9", 

15  2 

‘Reported  in  ^5%  ot  study  population 
■‘Not  statistically  signilicani  versus  placebo 

■ * ‘Three  times  the  currently  recommended  dose  in  asymptomatic  patients 

The  lollowing  events  have  been  reported  in  adult  patients  treated  with  zidovudine  seizures,  nail  pigmentation , 
changes  in  liver  function  tests  They  may  also  occur  as  part  of  the  underlying  disease  process  As  such,  the 
relationship  between  these  events  and  the  use  ol  zidovudine  is  uncertain 

Pediatrics:  The  incidences  ol  anemia  and  granulocytopenia  among  children  with  advanced  HIV  disease  receiv- 
ing zidovudine  were  similar  to  the  incidences  which  have  been  reported  tor  adults  with  AIDS  or  advanced  ARC 
(see  above)  Management  of  neutropenia  and  anemia  included,  in  some  cases,  dose  modilicalion  and/or  blood 
product  transfusions-  In  theopen-label  studies,  seventeen  percent  had  their  dose  modilied  (generally  a reduc- 
tion in  dose  by  30%)  due  to  anemia  and  25%  had  their  dose  modified  (temporary  discontinuation  or  dose  reduction 
by  30%)  tor  neutropenia.  Four  children  had  zidovudine  permanently  discontinued  lor  neutropenia  The  lollow- 
ing table  summarizes  the  occurrence  ot  anemia  (Hgb  < 7.5  g/dL)  and  granulocytopenia  (<750/mmr)  among 
124  children  receiving  zidovudine  lor  a mean  ol  267  days  (range  3 to  855  days) 


Advanced 

Pediatric 

HIVdisease(N  = 124) 

Granulocytopenia 
(<  750/mmr) 

Anemia 

(Hgb  <7  5 g/dL) 

N 

% 

N 

% 

48 

39 

28‘ 

23 

‘Twenty-two  children  received  one  or  more  transfusions  due  to  a decline  in  hemoglobin  to  < 7 5 g/dL.  an 
additional  15  children  were  transfused  lor  hemoglobin  levels  >7  5 g/dL  Filty-nine  percent  of  the  patients  trans- 
fused had  a pre-study  history  ot  anemia  or  transfusion  requirement 

An  increase  in  MCV  (macrocytosis)  was  observed  among  the  majority  of  children  enrolled  in  the  studies 
In  the  open-label  studies  involving  124  children,  16  clinical  adverse  events  were  reported  by  24  children  No 
event  was  reported  by  more  than  5 6%  ot  the  study  populations.  Due  to  the  open-label  design  ot  the  studies 
it  was  dilticult  to  determine  possible  zidovudine-related  versus  disease-related  events  Therefore,  all  clinical 
events  reported  as  associated  with  zidovudine  therapy  or  ot  unknown  relationship  to  zidovudine  therapy  are 
presented  in  the  lollowing  table 


Percentage  (%)  ot  Pediatric  Patients  with  Clinical  Events  in  Open  Label  Studies 

Adverse  Event 

N 

% 

BODY  AS  A WHOLE 

Fever 

4 

3 2 

Phlebitis‘/Bacteremia 

2 

16 

Headache 

2 

1 6 

GASTROINTESTINAL 

Nausea 

1 

0 8 

Vomiting 

6 

4 8 

Abdominal  Pam 

4 

3 2 

Diarrhea 

1 

0 8 

Weight  Loss 

1 

0 8 

NERVOUS 

Insomnia 

3 

2 4 

Nervousness/Irrilability 

2 

1 6 

Decreased  Reflexes 

7 

5 6 

Seizure 

1 

0 8 

CARDIOVASCULAR 

Lett  Ventricular  Dilation 

1 

0 8 

Cardiomyopathy 

1 

0 8 

Sj  Gallop 

1 

0 8 

Congestive  Heart  Failure 

1 

0 8 

Generalized  Edema 

1 

0 8 

ECG  Abnormality 

3 

2 4 

UROGENITAL 

Hematuria/Viral  Cystitis 

1 

0 8 

‘Peripheral  vein  I V catheter  site 

The  clinical  adverse  events  reported  among  adult  zidovudine  recipients  may  also  occur  in  children 
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Health  panel  chairman 
targets  access, 
essential  services 

battle  is  to  try  to 
^■^^maintain  the  essential 
services  and  maintain  access,  and  it’s 
going  to  be  difficult  in  these  times.” 
Those  are  the  goals  Sen  Chet 
Brooks,  chairman  of  the  Senate 
Committee  on  Health  and  Human 
Services,  has  set  for  1991. 

Despite  being  faced  with  a budget 
deficit  of  more  than  $4  billion,  law- 
makers must  find  funding  to  keep  so- 
called  “safety  net”  services  for  the 
poor  and  disabled  afloat,  he  says. 

“We  just  have  to  put  top  priority 
on  the  key  elements  that  make  or 
break  a state,  and  health  care  and 
education  are  two  of  those  key  ele- 
ments,” Sen  Brooks  says.  “We  just 
cannot  let  those  systems  fail.” 

The  Pasadena  Democrat  says 
steps  must  be  taken  to  reduce  the 
number  of  uninsured  Texans  and  to 
reverse  declines  in  availability  of 
some  medical  services. 

“We’ve  been  going  in  the  wrong 
direction,”  he  says.  “We’ve  been  los- 
ing obstetrical  care,  losing  emergen- 
cy room  coverage.  Significant  areas 
of  our  state  have  no  ready  access  to 
health-care  providers.  If  they’re  old 
and  cannot  drive  or  if  they’re  chil- 
dren, they  may  have  tremendous 
problems  trying  to  get  health  care.” 

Sen  Brooks  says  a key  component 
to  improving  access  is  adequately  re- 
imbursing health  care  providers  un- 
der Medicaid,  including  hospitals, 
physicians,  and  others. 

“We’re  seeing  fewer  and  fewer 
providers  now.  Even  the  providers 
who  are  willing  to  continue  with 
their  current  patients  who  rely  on 
Medicaid  simply  cannot  afford  to  ac- 
cept any  more  patients  because  they 


Brooks,  Craddick  head  key  legislative 
health  committees 

Pasadena  Sen  Chet  Brooks,  one  of  the  state’s  leading  advocates  for  pa- 
tients and  the  medical  community,  was  reappointed  chair  of  the  Senate 
Committee  on  Health  and  Human  Services  during  the  72nd  Legislature. 

Sen  Brooks,  a Democrat  who  has  held  the  post  since  1973,  was  reappoint- 
ed despite  some  minor  shake  up  in  key  committee  appointments  by  new  Lt 
Gov  Bob  Bullock. 

On  the  House  side.  Speaker  Gib  Lewis  named  Rep  Tom  Craddick, 
R-Midland,  as  chairman  of  the  House  Committee  on  Public  Health.  Rep 
Craddick  replaced  Rep  Brad  Wright,  R-Houston,  in  that  post.  Wright  did  not 
seek  re-election  to  the  House  in  1990. 

“Chet  Brooks  has  probably  done  more  to  improve  access  to  care  in  the  past 
20  years  than  any  other  member  of  the  legislature,”  says  William  Gamel,  MD,* 
of  Austin,  chairman  of  Texas  Medical  Association’s  Council  on  Legislation. 

Sen  Brooks  has  sponsored  and  passed  numerous  major  health-care  bills,  in- 
cluding measures  to  extend  Medicaid  services  for  senior  citizens,  working 
families,  children  who  are  chronically  ill,  and  women  in  need  of  prenatal  care. 
He  has  been  honored  numerous  times  by  TMA  and  other  health-related  orga- 
nizations for  his  efforts  to  improve  public  health. 

Other  appointees  to  the  Health  and  Human  Services  Committee  include 
Sens  Carlos  Truan,  D-Corpus  Christi;  Chris  Harris,  R-Arlington;  Eddie  Ber- 
nice Johnson,  D-Dallas;  Cyndi  Krier,  R-San  Antonio;  Ted  Lyon,  D-Mesquite;i 
Mike  Moncrief,  D-Lort  Worth;  John  Montford,  D-Lubbock;  and  Judith 
Zaffirini,  D-Laredo.  Sen  Zaffirini  will  chair  the  Subcommittee  on  Health  Ser-^ 
vices,  which  also  includes  Sens  Truan,  Johnson,  Krier  and  Moncrief. 

Rep  Craddick  is  a leader  among  House  Republicans  and  one  of  the  most 
senior  members  of  the  legislature.  He  served  on  the  Public  Health  Committee 
in  the  early  1970s  and,  in  1983,  won  passage  of  legislation  authorizing  physi- 
cians in  underserved  areas  to  dispense  some  medications  from  their  offices. 

Other  House  members  named  to  the  Public  Health  Committee  were  Reps 
Jack  Harris,  R-Pearland;  Prank  Madia,  D-San  Antonio;  Ciro  Rodriguez,  D-l 
San  Antonio;  Bob  Glaze,  D-Gilmer;  John  Hirschi,  D-Wichita  Palls;  Bobj 
Rabuck,  R-Conroe;  and  Alan  Schoolcraft,  R-San  Antonio. 


are  in  a posture  of  losing  money  on 
each  Medicaid  patient.  They  simply 
can’t  make  that  up  in  volume.” 

Two  things.  Sen  Brooks  says,  are 
critically  important  to  the  future  of 
Medicaid.  “One  is  a greater  recogni- 
tion of  the  tremendous  importance 
of  prevention  — to  get  screening, 
early  intervention,  prenatal  services, 
and  access  to  early  diagnosis  and  ex- 


amination. The  other  is  to  get  some 
kind  of  finance  system  that  removes 
the  present  situation  where  the 
emergency  room  is  the  principal 
point  of  entry  for  a very  large  num- 
ber of  patients  who  rely  on  Medi- 
caid or  indigent  care  services.  That’s 
the  highest  cost  entry  point.” 

As  far  as  funding  these  health-care 
needs.  Sen  Brooks  says  a state  lottery 
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a “realistic”  proposal  and  the  state 
anchise  tax  must  be  reformed. 

“The  lottery,  I think,  is  very  real- 
tic  as  a means  to  raise  revenue  and 
's  a very  proven  way  to  raise  rev- 
lue,”  he  says.  “A  number  of  other 
ates  have  proven  it  over  the  years, 
nd,  the  franchise  tax  system  is  in 
itical  need  of  overhaul.  If  we’re  go-  j 
g to  have  a franchise  tax  we  ought  | 
) make  it  apply  to  all  competing  | 
jsinesses  above  a certain  size.” 

ill  filed  to  prohibit 
moking  in  public  places 

hen  the  Texas  Medical  As- 
sociation House  of  Dele- 
ites  met  last  November,  it  voted  to 
*ek  legislative  action  to  ban  smok- 
ig  in  tax-supported  buildings.  A 
louston  lawmaker  has  gone  one 
:ep  further  by  introducing  legisla-  ' 
on  to  prohibit  smoking  in  most 
ublic  places. 

The  measure,  filed  by  state  Rep 
|.on  Wilson,  D-Houston,  would  al- 
|)w  smoking  only  in  designated  ar- 
jas  wherever  the  public  gathers, 
Such  as  office  buildings,  restaurants, 
ver-the-coLinter  sales  areas,  service  I 
!nes,  and  other  places.  It  also  would 
mit  smoking  in  government  build- 
tgs  to  designated  smoking  areas 
nd  require  all  employers  to  develop 
v^ritten  smoking  policies  providing 
or  smoking  and  non-smoking  areas  j 


in  their  facilities.  Restaurants,  bars, 
tobacco  shops,  and  some  other  es- 
tablishments would  be  allowed  to 
post  notice  that  no  separate  non- 
smoking areas  are  available. 

The  measure  passed  by  the  House 
of  Delegates  in  November  recom- 
mends the  state  “establish  a smoke- 
free  environment  in  all  tax-support- 
ed buildings.”  It  does  not  address 
designation  of  smoking  areas. 

Smoking  already  is  limited  to 
designated  areas  in  some  state  office 
buildings  but  those  decisions  are  left 
up  to  agency  directors.  Although  the 
City  of  Austin  has  ordinances  re- 
stricting smoking  in  public  places, 
those  ordinances  do  not  apply  to  the 
many  state-owned  buildings  there. 

The  effort  to  create  a smoke-free 
environment  in  state  buildings  is  only 
one  of  many  anti-smoking  initiatives 
launched  by  TMA.  The  association 
also  supports  a legislative  ban  on 
smoking  in  all  hospitals,  opposes  to- 
bacco advertising  in  all  forms,  and 
has  urged  all  pharmacies,  as  part  of 
the  health-care  delivery  system,  to 
stop  selling  tobacco  products.  TMA 
also  has  urged  professional  sports 
franchises  and  stadiums  in  Texas  to 
stop  allowing  tobacco  advertisements 
in  their  stadiums.  The  Board  of 
Trustees  recently  voted  not 
to  include  any 
tobacco  stocks 
in  TMAs  invest- 
ment portfolio. 


Physicians  mark 
20  years  of 
‘doctoring’  the 
legislature 

Ken  Ortolon 

Legislative  affairs  editor 

ill  Ross,  MD,  leaned  back  in 
'his  chair  in  the  tiny  examina- 
tion room  of  the  first  floor  Capitol 
Aid  Station  and  spread  his  arms  out 
across  the  desk.  He  was  at  his  usual 
post  on  the  opening  day  of  the  72nd 
Legislature. 

“I  figure  this  is  one  little  extra 
way  I can  help  out  with  state  gov- 
ernment, to  help  them  get  their  job 
done,”  he  says. 

A former  Texas  Medical  Associa- 
tion president,  Dr  Ross  is  among 
thousands  of  Texas  physicians  who 
have  taken  time  away  from  their 
practices  to  serve  as  Physician  of  the 
Day  at  the  Capitol  during  the  past 
20  years.  He  has  served  in  that  ca- 
pacity countless  times  and,  since 
1975,  has  been  the  opening  day  doc- 
tor for  every  session  except  one. 

“I  don’t  know  how  many  times 
I’ve  done  it,”  says  the  Dallas  physi- 
cian. “I’ve  developed  a lot 
of  friends  in  the  House 
and  Senate.  And  I find  it 
as  exciting  as  anyone 
else.” 

The  Physician  of  the 
Day  program,  initiated 
in  1971,  is  coordinated 

Bill  Ross,  MD,  Dallas, 
awaits  patients  in 
the  examination 
room  of  the  Capitol 
Aid  Station.  Dr  Ross 
treated  several  pa- 
tients for  minor  ill- 
nesses during  his 
January  8 stint  as 
Physician  of  the  Day. 
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by  the  Texas  Academy  of  Family 
Physicians  (TAFP).  Cosponsors  are 
TAIA,  the  Travis  County  Medical  So- 
ciety, Texas  Osteopathic  Medical  As- 
sociation, Texas  Department  of 
Health  (TDH),  and  Texas  Depart- 
ment of  Human  Services  (TDHS). 
More  than  3,000  TMA  and  TAFP 
members  have  served  as  Physician  of 
the  Day,  says  Stacey  Vernon,  TAFP 
special  projects  coordinator. 

On  February  6,  the  legislature 
was  scheduled  to  honor  those  physi- 
cians and  the  sponsoring  organiza- 
tions with  passage  of  a resolution 
marking  the  program’s  20th  anniver- 
sary. TAFP  President  C.  Timothy 
Lambert,  MD,  El  Paso,  planned  to 
be  on  hand  to  receive  the  resolution. 

While  there  is  a considerable 
amount  of  ceremony  that  goes  along 
with  the  job  (the  Physician  of  the 
Day  is  introduced  in  both  houses  of 
the  legislature),  Ms  Vernon  says  the 
physicians  are  there  to  practice 
medicine. 

The  Physician  of  the  Day  pro- 
vides medical  care  to  lawmakers  and 
their  families.  The  doctors  also  treat 
anyone  on  the  Capitol  grounds  in 
case  of  emergency. 

TMA  President-Elect  Sam  Nixon, 
MD,  of  Houston  also  has  served  fre- 
quently as  Physician  of  the  Day.  “I 
like  to  be  of  service,  on  behalf  of 
TMA  and  TAFP,  to  the  people  in  the 
Capitol,”  he  says.  “And,  I enjoy  the 
political  process.  It’s  always  fascinat- 
ing to  see  the  legislature  in  action.” 

Dr  Nixon  says  the  Capitol  physi- 
cian usually  sees  fewer  than  a dozen 
patients  during  his  day  of  duty,  and 
rarely  sees  any  serious  cases.  “The 
things  we  see  are  primarily  upper 
respiratory  infections,”  he  says. 
“However,  we’re  prepared  for  what- 
ever happens.” 

TDHS  provides  a full-time  regis- 
tered nurse  and  TDH  furnishes  the 


House  Speaker  Gib 
Lewis  (right)  pre- 
sents TMA  Presi- 
dent-Elect Sam 
Nixon,  MD,  of 
Houston  a certifi- 
cate recognizing 
his  services  as 
Physician  of  the 
Day  on  January  17. 


medical  equipment  and  supplies  that 
stock  the  aid  station.  An  emergency 
medical  service  crew  also  is  on  stand- 
by to  transport  more  serious  cases  to 
the  hospital. 

Dr  Ross  says  he  has  dealt  with  a 
few  emergencies. 

“There  was  a lady,  a visitor  at 
one  of  the  swearing  in  ceremonies, 
who  fell  going  down  the  stairs,”  he 
says.  “She  suffered  a severe  lacera- 
tion of  her  lower  leg  and  had  to  be 
taken  to  the  hospital  for  suturing.” 

Another  time.  Dr  Ross  says,  a 
woman  fainted  during  a gubernatori- 
al inauguration  and  fractured  her  hip. 

His  most  illustrious  patient  may 
have  been  former  Lt  Gov  Bill  Hob- 
by, who  showed  up  at  the  aid  sta- 
tion on  the  opening  day  of  a session 
suffering  from  laryngitis. 

“It  was  serious  to  him  because  he 
couldn’t  talk  on  the  opening  day,” 
Dr  Ross  says.  “When  a politician 
can’t  talk,  it’s  serious.” 

Dr  Nixon  says  the  intent  of  the 
program  is  purely  medical.  “We 
don’t  take  advantage  of  the  Physi- 
cian of  the  Day  to  engage  in  legisla- 
tive activity,”  he  says. 

Adds  Dr  Ross,  “I  think  it  indi- 
cates to  the  government  and  the 
people  that  the  physicians  of  TAFP 
and  TMA  are  a group  of  folks  tak- 
ing care  of  Texans.” 
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Practice  Management 
Workshops 

It  takes  smart  decisions  to  develop  a 
successful  practice.  Where  to  go  to  school? 
What  to  specialize  in?  Where  to  set  up 
practice  - and  what  type  of  practice?  Now 
make  the  decision  that  will  help  keep  your 
practice  successful  - use  the  Texas  Medical 
Association  Advantage. 

Your  Association  provides  a series  of 
workshops  designed  to  help  your  practice 
succeed.  Whether  you’re  a new  physician 
establishing  a practice,  geanng  up  for 
retirement,  or  somewhere  in  between  - TMA 
has  the  workshop  for  you. 


Malpractice  Proof 
Your  Practice 

Malpractice  Proof  Your  Practice  is  an  all  new 
loss  awareness/malpractice  prevention 
seminar  and/or  independent  study  system 
designed  to  assist  physicians  in  meeting  the 
entire  15  hour  continuing  education 
requirement  of  House  Bill  18. 

Workshop  Highlights 

• The  Most  Frequent  and  Severe  Malpractice 
Allegations  By  Specialty 

•Why  “Medication  Errors”  Cost  Physicians 
Over  $34  Million  in  1989 

• Risk  Prevention  Tips  From  Successful 
Plaintiff  Attorneys 

• Billing  Procedures  and  Risk  Exposure 

• The  National  Practitioner  Data  Bank 

- Tnal  or  Settle? 

Release  and  Retention  of  Medical 
Records 

• From  Deposition  to  the 
Courtroom 

• Managtng  Your  Staff  to  Control 
Liability  Exposure 

• Dealing  with  Difficult  Patients 

Location/Dates 

Fort  Worth  March  14 

Corpus  Christi  March  28 
Amanllo  April  25 


Improving  Practice 
Productivity  And 
Performance 

Times  have  changed,  but  the  basics  haven’t- 
it’s  time  to  renew  and  review  the  basics.  And 
It’s  time  to  explore  some  new  and  workable 
ideas  for  the  1990’s.  This  workshop  bongs 
you  what  is  needed  to  help  you  change  youi 
thinking  about  how  to  practice  better  in  the 
1990’s. 


Localion/Date 

Houston  March  19 

San  Antonio  March  20 

Dallas  March  21 

To  register,  call  TMA  Department  of 
Practice  Management  Services: 

(512)  477-6704,  Ext.  350. 
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When  it  comes  to  helping  smart  buyers  pur- 
chase the  home  they  want,  Chase  iWsonal 
Financial  Services  is  a recognized  leader  in 
customer  satisfaction  according  to  a recent 
nationwide  survey* 

Here  are  just  some  of  the  reasons  why 

rjjiq Flexible financing  programs— 

I T I tailored  to  your  needs.  Chase 
offers  you  a broad  choice  of  programs  and 
repayment  options  to  accommodate  your 
unique  needs. 

Large  loan  amounts.  Maximize 
L_J  your  buying  power  with  sizeable  loan 
amounts/raw  $200,000 to  $2  million  or 
more,  if  you  qualify. 

Low  closing  costs.  Since  we  do  not 
L_J  require  a tax  or  insurance  escrow 
account,  you  may  reduce  your  initial 
expenses  substantially 


Knowledgeable  and  dependable 
1.T..J  service.  Personal  Financial 
Consultant  will  work  closely  with  you  to  help 
you  tailor  a financing  program  around  jowr 
objectives.  This  personalized  service  sets  us 
apart  from  the  competition. 

Past  loan  decisions.  Your  consultant 
I.TJ  has  the  expertise  and  authority  to  give 
you  a condition^  loan  decision  quickly- 
usually  within  72  hours  or  less. 

For  more  information  on  mortgages 
over  $200,000,  call  your  local  cffice. 

Chase  Personal 
Financial  Services 


Chase  Manhahan  of  Texas 


Austin  Dallas  Fort  Worth  ViOuslon  (Galleria)  VLOusion  (Downtown) 

512-346-4320  214-934-0199  817-877-1450  713-871-0926  713-751-5655 


© 1990  chase  Manhattan  Financial  Services,  inc. 
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Commission  improves 
proposed  fee  guideline 
for  workers’  comp 

The  good  news  is,  it’s  not  as 
bad  as  it  could  have  been.  The 
bad  news  is,  a temporary  fee  guide- 
line adopted  by  the  Texas  Workers’ 
Compensation  Commission  still  re- 
duces reimbursement  to  physicians. 

The  guideline,  which  is  viewed  as 
a substantial  improvement  over  the 
original  proposal,  remains  in  effect 
through  April.  Meanwhile,  physi- 
cians and  other  health  care 
providers  will  review  the  schedule 
and  suggest  revisions.  “Nothing’s 
written  in  stone,”  according  to 
David  Marcus,  PhD,  director  of 
Texas  Medical  Association’s  Health 
Care  Financing  Department. 

The  commission  adopted  the 
original  fee  schedule,  but  significant- 
ly increased  the  conversion  factors 
that  had  been  proposed.  Dr  Marcus 
said.  The  accompanying  chart  lists  ; 
the  1988  conversion  factors  that 
were  in  effect  through  December  ; 
1990,  and  proposed  and  revised  con- 
version factors  for  surgery,  internal  J 
medicine,  pathology,  and  anesthesi- 
ology. The  final  figures  incorporate 
fee  guidelines  from  the  American  So- 
ciety of  Anesthesiologists  and  estab-  J 
lish  payment  for  the  professional 
component  of  clinical  pathology.  i 


Harold  Freeman,  TMA’s  associ- 
ate director  of  legislative  affairs, 
says  the  association’s  strenuous  op- 
position to  the  fee  guideline  strongly 
influenced  the  outcome.  The  associa- 
tion’s Committee  on  Workers’  Com- 
pensation and  Occupational  Medi- 
cine met  in  emergency  session 
December  18  and  authorized  “all 
necessary  action,”  including  possible 
litigation,  to  prevent  the  implemen- 
tation of  the  guideline. 

The  originally  proposed  guide- 
line, published  in  the  November  23, 
1990,  edition  of  the  Texas  Register, 
purported  to  cut  fees  by  10%,  but 
an  analysis  by  TMA  showed  that  it 
actually  reduced  fees  by  twice  that 
amount.  Testimony  during  com- 
mission hearings  on  the  guideline  in- 
dicated that  substantially  reduced 
fees  would  reduce  the  availability  of 
care  for  workers’  compensation 
beneficiaries. 

TMA  h as  raised  questions  re- 
garding the  legality  of  the  procedure 
followed  in  developing  the  guideline, 
as  well  as  the  authority  of  the  execu- 
tive director  of  the  Workers’  Com- 
pensation Commission  to  publish 
proposed  rules. 


TMA  requests  relief  for 
physicians  in  military 
reserves 

A call  to  active  duty  typically 
means  a cut  in  income  for 
physicians  in  the  military  reserves. 
However,  the  debts  these  physicians 
incurred  before  the  call  don’t  go  away. 

At  the  end  of  January,  an  increas- 
ing number  of  Texas  physician  re- 
servists were  facing  this  situation  as 
they  were  called  to  active  duty  to 
support  Operation  Desert  Storm  in 
the  Persian  Gulf.  To  help  address  the 
problem,  Texas  Medical  Association 
President  Wm.  Gordon  McGee,  El 
Paso,  has  written  the  nine  admitted 
professional  liability  insurance  carri- 
ers in  Texas  asking  them  to  consider 
waiving  premiums  for  tail  coverage 
for  physicians  with  claims-made 
policies  who  have  been  called  to  ac- 
tive duty. 

“These  physicians,  by  answering 
the  call  to  serve  their  country,  are  in- 
curring an  immediate  financial  bur- 
den by  continuing  to  meet  their  pro- 
fessional liability  insurance  premiums 
on  a soldier’s  pay,”  Dr  McGee  wrote. 
“In  other  states,  professional  liability 
carriers  have  waived  premiums  for 
insured  doctors  who  are  activated  by 
reserve  and  national  guard  units  dur- 
ing the  Middle  East  crisis.  Some  car- 
riers have  indicated  that  they  will 
even  provide  ‘tail’  coverage  at  no 
charge  in  the  event  that  a physician 
dies  or  becomes  permanently  and  to- 
tally disabled  as  a result  of  war  or  ac- 
tive military  service.” 

TMA’s  Office  of  the  General 
Counsel  notes  that  the  Soldiers’  and 
Sailors’  Civil  Relief  Act  of  1940  (50 
USCA  App  590)  provides  that  a per- 
son may  obtain  relief  from  any  court 
of  “any  obligation  or  liability”  in- 
curred prior  to  military  service.  The 
act  does  not  relieve  the  debtor  of  the 


Workers’  Compensation  conversion  factors.* 


1988 

Proposed 

Adopted 
(through  April) 

Surgery 

205.64 

185.00 

194.25 

Internal  medicine 

7.90 

6.75 

7.09 

Pathology 

1.90 

0.80 

0.95 

Anesthesiology 

41.48 

37.00 

38.85 

* Expressed  in  dollars. 
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obligation  to  pay,  hut  provides  pro-  ; 
ection  from  contractual  tines  and 
oenalties,  and  stays  certain  execu- 
ions  of  judgments,  attachments, 
md  garnishments,  et  cetera,  unless 
orior  permission  of  the  court  is 
iought.  Application  to  the  court 
Tiust  be  made  during  the  period  of  | 
military  service  or  within  6 months 
thereafter.  The  court  may  grant  re- 
lief unless  it  finds  that  the  person  is 
able  to  meet  the  obligation  in  spite 
of  his  or  her  military  service. 

At  Texas  Medicine's  press  time, 
TMA  had  been  notified  by  the 
American  Physicians  Insurance  Ex-  i 
change  (API)  that  premium  payments  1 
would  be  suspended  for  physicians 
whose  status  had  changed  from  re- 
serve to  active  duty  because  of  the 
Persian  Gulf  war.  The  company  said 
that  “although  this  will  eliminate  the 
normal  charges  for  unknown  and  un- 
reported claims  that  are  inherent  j 
when  medical  malpractice  coverage  : 
ceases,  it  will  preserve  protection  for 
doctors  for  the  period  of  time  that 
their  policies  were  in  force."  For  fur- 
ther details  about  obtaining  payment 
suspension,  contact  Charmy  Shrode, 
manager  of  member  services,  API, 
(1-800)  252-3628. 

AG  says  chiropractors 
are  ‘chiropractic 
physicians’ 

Turning  a deaf  ear  to  constitu- 
tional and  statutory  argu- 
ments from  the  physician  communi- 
ty, the  Texas  Attorney  General  says 
chiropractors  may  call  themselves 
“chiropractic  physicians.”  The 
Texas  State  Board  of  Medical  Exam- 
iners announced  at  press  time  that  it 
will  ask  the  new  AG  to  reconsider 
the  opinion.  TMA  is  supporting  the 
board  in  its  request. 


“We  do  not  construe  (The  Heal- 
ing Art  Identihcation  Act)  to  set 
forth  an  exclusive  list  of  titles  that 
those  professionals  regulated  by  the 
statute  may  employ,”  then-Attorney 
General  Jim  Mattox  wrote  in  the 
December  28  opinion.  “Rather,  we 
construe  the  statute  to  set  forth,  in 
effect,  minimum  requirements  with 
which  the  regulated  professionals 
must  comply.  In  other  words,  we 
construe  section  3 to  require  the  use 
by  a regulated  professional  of  one  of 
the  designations  set  forth  in  the  sec- 
tion, but  it  is  silent  with  regard  to 
whether  such  a licensee  may  employ 
any  additional  designation. 

“The  act  already  permits  a practi- 
tioner of  chiropractic  to  employ  the 
term  ‘doctor’  if,  in  addition,  he  iden- 
tifies that  the  healing  art  for  which 
he  possesses  a license  is  that  of  chi- 
ropractic. The  terms  ‘doctor’  and 
‘physician’  are  functionally  synony- 
mous,” Mr  Mattox  surmised.  “Thus 
a chiropractor’s  employing  the  term 
would  not  be  misleading.” 

In  summary,  the  opinion  states, 
“The  Texas  Board  of  Chiropractic 
Examiners  is  authorized  to  promul- 
gate a rule  permitting  its  licensees  to 
employ  the  term  ‘chiropractic  physi- 
cian,’ if  the  phrase  is  employed  in 
addition  to  one  of  the  terms  or 
phrases  that  the  board’s  licensees  are 
required  to  employ  by  (The  Healing 
Arts  Identification  Act).” 

TMA  protested  the  proposed 
I rules  that  allowed  chiropractors  to 
call  themselves  “physicians”  or  “chi- 
ropractic physicians,”  saying  they 
v/ere  adopted  without  responding  to 
the  association’s  formal  request  for  a 
public  hearing,  and  they  are  uncon- 
stitutional. The  association’s  general 
counsel  argued  that  the  Healing  Art 
Identification  Act  permits  only  per- 
sons with  MD  or  DO  degrees,  who 
are  licensed  by  the  Texas  State 


Board  of  Medical  Examiners,  to  call 
themselves  “ physicians.  ” 

Who’s  who?  Law 
prescribes  titles  for 
health  care  providers 

The  Healing  Art  Identification  Act 
provides  for  practitioners  of  the  heal- 
ing art  to  use  these  identifications: 

1.  If  licensed  by  the  Texas  State 
Board  of  Medical  Examiners  on 
the  basis  of  the  degree  Doctor  of 
Medicine;  physician  and/or  sur- 
geon, MD;  doctor,  MD;  doctor 
of  medicine,  MD; 

2.  If  licensed  by  the  Texas  State 
Board  of  Medical  Examiners  on 
the  basis  of  the  degree  Doctor  of 
Osteopathy:  physician  and/or  sur- 
geon, DO;  osteopathic  physician 
and/or  surgeon;  doctor,  DO;  doc- 
tor of  osteopathy;  osteopath;  DO. 

3.  If  licensed  by  the  State  Board  of 
Dental  Examiners:  dentist;  doc- 
tor, DDS;  doctor  of  dental 
surgery;  DDS;  doctor  of  dental 
medicine,  DMD. 

4.  If  licensed  by  the  Texas  Board  of 
Chiropractic  Examiners:  chiro- 
practor; doctor,  DC;  doctor  of 
chiropractic;  DC. 

5.  If  licensed  by  the  Texas  State 
Board  of  Examiners  in  Optome- 
try: optometrist;  doctor,  optom- 
etrist; doctor  of  optometry;  OD. 

6.  If  a practitioner  of  the  healing  art 
is  licensed  by  the  State  Board  of 
Podiatry  Examiners,  he  shall  use 
one  of  the  following  iden- 
tifications: chiropodist;  doctor, 
DSC;  Doctor  of  Surgical  Chiro- 
pody; DSC;  podiatrist;  doctor, 
DPM;  Doctor  of  Podiatric 
Medicine;  DPM. 
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Law  still  protects 
confidentiality  of  peer 
review  records 

A procedural  fluke  in  the  legal 
system  forced  a Texas  hospi- 
tal to  present  confidential  peer  re- 
view records  in  court,  but  legal  ex- 
perts say  physicians  should  not  back 
off  from  participating  in  peer  review. 

Ironically,  the  privilege  of 
confidentiality  hit  a snag  when  an 
overly  accommodating  trial  court 
judge  said  disputed  records  were 
protected  from  discovery  and  did  so 
without  a hearing.  The  judge  inad- 
vertently closed  the  official  record  to  ! 
evidence  supporting  the  privilege,  I 
which  routinely  would  be  presented 
during  the  hearing. 

The  plaintiffs  in  a wrongful  death  I 
suit,  who  originally  sought  the 
records  from  Nan  Travis  Memorial 
Hospital,  Jacksonville,  appealed  the 
ruling  that  the  records  were  ’ 
confidential,  and  an  appeals  court  is- 
sued an  opinion  that  “because  there 
was  no  evidence  . . . that  showed  j 
that  the  . . . privileges  applied,  there  I 
was  no  basis  upon  which  to  deny 
the  Motion  to  Compel  (the  hospital 
to  present  the  records  in  question).”  | 
The  appellate  court  ordered  that  the 
case  be  returned  to  the  trial  judge. 


The  hospital  appealed  this  decision 
to  the  Texas  Supreme  Court,  which 
stayed  the  production  of  documents 
for  only  a few  weeks.  The  trial  judge 
then  rescinded  his  order  protecting 
the  records.  He  subsequently  denied 
the  hospital’s  motion  for  reconsider- 
ation despite  Nan  Travis’  offer  to 
present  evidence  of  the  hospital’s  en- 
titlement to  the  peer  review  commit- 
tee privilege. 

“This  is  just  one  more  skirmish  in 
the  continuing  battle  to  maintain  peer 
review  protections  so  essential  for  ef- 
fective peer  review,”  Texas  Medical 
Association  General  Counsel  Donald 
P.  Wilcox  said.  “The  1991  regular 
session  of  the  Texas  Legislature  pro- 
vides an  opportunity  for  shoring  up 
the  very  important  legislative  protec- 
tions for  confidential  peer  review  pro- 
ceedings — proceedings  that  help  as- 
sure high  quality  medicine  is 
practiced  in  the  public  interest.” 

Austin  attorney  Phyllis  Schunck, 
who  represented  the  hospital  in  its 
appearance  before  the  Supreme 
Court,  assures,  “The  court  has  not 
invalidated  the  statute  that  provides 
full  protection  of  the  confidentiality 
of  peer  review  records.  This  was  a 
peculiar  instance  of  an  unusual  pro- 
cedural ruling  by  a particular  trial 
judge.”  The  Supreme  Court,  she 


adds,  initially  stayed  the  trial  court’s 
order  to  produce  the  records,  but  re- 
scinded the  stay  after  a short  time. 
The  court  offered  no  explanation  for 
its  ruling. 

TMA  guide  answers 
your  questions  about 
medical  records 

What  are  the  seven  exceptions 
to  the  privilege  of  confiden- 
tiality as  it  applies  to  patients’  medi- 
cal records? 

The  answer  to  this  question  and 
others  about  medical  records  is 
found  in  a handy  reference  prepared 
by  Texas  Medical  Association’s 
Committee  on  Liaison  with  the  State 
Bar  of  Texas.  Release  of  Medical 
Records:  A Guide  for  Physicians 
quickly  answers  your  questions 
about  confidentiality,  patient  access 
to  records,  the  consequences  of 
unauthorized  disclosure,  release  of 
mental  health  information,  release 
of  AIDS  and  HIV  information,  and 
other  related  issues. 

Regarding  the  question  about  the 
seven  exceptions  to  confidentiality, 
the  Medical  Practice  Act  specifies 
these  exceptions  to  the  privilege  of 
confidentiality,  in  addition  to  court 
or  administrative  proceedings. 
Physicians  may  disclose  confidential 
information,  without  written  autho- 
rization from  the  patient,  to: 

• Governmental  agencies  if  the  dis- 
closures are  required  or  autho- 
rized by  law  (ie,  communicable 
diseases,  child  abuse,  and  gun- 
shot wounds); 

• Medical  or  law  enforcement  per- 
sonnel if  the  physician  deter- 
mines there  is  probability  of 
imminent  physical  injury  to  the 
patient,  himself,  or  others,  or  if 


Exceptions  to  confidentiality  of  peer  review  records 

In  an  amicus  curiae  brief  supporting  Nan  Travis  Memorial  Hospital,  Texas 
Medical  Association  and  the  Texas  Hospital  Association  argued  the  applica- 
tion of  the  three  limited  exceptions  to  the  confidentiality  of  peer  review 
records: 

We  contend  that  the  clear  language  and  legislative  intent  of  section 
5.06  (of  the  Medical  Practice  Act)  creates  a veil  of  confidentiality  that 
may  be  pierced  by  a court  in  only  three  ways:  (1)  in  connection  with  an 
anticompetitive  action;  (2)  in  connection  with  a civil  rights  action;  or  (3) 
upon  written  waiver  of  the  privilege  of  confidentiality  executed  by  the 
medical  peer  review  committee. 
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there  is  a probability  of  immedi- 
ate mental  or  emotional  injury  to 
the  patient; 

• Audit  and  research  personnel  if 
individual  patients  are  not 
identified  in  any  report; 

• Necessary  persons,  corporations, 
or  agencies  involved  in  the  collec- 
tion of  charges  and  fees  for  ser- 
vices rendered; 

• Persons  who  have  written  con- 
sent of  the  patient  or  other 
authorized  person  (parent  or 
guardian)  for  the  release  of 
confidential  information; 

• Other  physicians  or  personnel 
under  the  direction  of  the  physi- 
cian who  are  participating  in  the 
diagnosis,  evaluation,  or  treat- 
ment of  the  patient; 

• Persons  conducting  any  official 
legislative  inquiry  regarding  state 
hospitals  or  state  schools,  pro- 
vided no  information  or  records 
that  identify  a patient  be  released 
for  any  purpose  without  the 
patient’s  consent.  Only  records 
created  by  the  state  hospital  or 
school  or  its  employees  shall  be 
included. 

To  order  your  copy  of  Release  of 
Medical  Records:  A Guide  for 
Physicians,  contact  Linda  Kuhn, 
Texas  Medical  Association,  1801  N 
Lamar  Blvd,  Austin,  TX  78723. 


Lobbying  and 
political  activities 
of  nonprofit 
organizations: 
a rose  is  a rose  is 
a rose? 

Helene  Alt  Thompson,  JD 

TMA  Associate  Counsel 

Physicians  are  members  of  many 
nonprofit  organizations  such  as  med- 
ical associations,  specialty  societies, 
civic  leagues,  social  clubs,  and  alum- 
ni groups.  Presently,  the  Internal 
Revenue  Service  lists  more  than 
900,000  active  nonprofit  organiza- 
tions. Most  people  are  aware  that 
contributions  to  some  nonprofit 
groups  are  deductible  as  charitable 
contributions  (1).  However,  most 
people  do  not  know  that  these  non- 
profit organizations  have  restrictions 
placed  on  them  in  regard  to  lobbying 
and  political  activities  that  are  not 
placed  on  other  nonprofit  groups. 

This  article  distinguishes  between 
two  common  types  of  nonprofit  or- 
ganizations of  which  physicians  are 
members  and  outlines  what  is  per- 
missible lobbying  and  political  activ- 
ity for  each  type  of  organization. 


A large  number  of  organizations 
operate  on  a nonprofit  basis 
in  the  United  States.  To  be  exempt 
from  federal  income  tax,  a nonprofit 
organization  must  apply  for  a deter- 
mination of  exempt  status  from  the 
Internal  Revenue  Service,  which  then 
classifies  the  organization  under 
§501(c)  of  the  Internal  Revenue 
Code  as  one  of  25  listed  entities  (2). 

What’s  your  classification? 

Trade  or  professional  associations 
such  as  the  Texas  Medical  Associa- 
tion are  known  as  §501  (c)(6)  orga- 
nizations because  the  IRS  classifies 
them  as  business  leagues.  A business 
league  is  an  association  whose  mem- 
bers have  some  common  business  in- 
terest and  whose  purpose  is  to  pro- 
mote that  interest  and  not  to  engage 
in  a regular,  for-profit  business  (3). 

Foundations  such  as  the  Texas 
Medical  Association  Education  and 
Research  Foundation  and  medical 
specialty  societies  devoted  to  scien- 
tific advancement  are  classified  as 
§501(c)(3)  tax-exempt  entities, 
which  are  organized  and  operated 
exclusively  for  religious,  charitable, 
scientific,  public  safety,  literary,  or 
educational  purposes  or  for  the  pre- 
vention of  cruelty  to  children  or  ani- 
mals. An  organization  seeking  tax- 
exempt  status  under  §50 1(c)(3)  also 
must  prove  it  is  not  a private  foun- 
dation. This  designation  allows  con- 
tributors a higher  percentage  level  of 
deductibility  for  contributions  made 
to  it  (50%  of  a donor’s  adjusted 
gross  income  as  opposed  to  30%  for 
private  foundations)  and  avoids  ex- 
cise taxes  (4).  With  §501  (c)(3)  sta- 
tus, an  organization  can  request  e.x- 
emption  from  state  sales  tax  (5).  If 
sales  tax  exemption  is  granted,  the 
comptroller  of  public  accounts  will 
notify  the  organization  and  enclose  a 
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copy  of  a Texas  sales  tax  exemption 
certificate.  Additionally,  exemption 
from  hotel  occupancy  tax  may  be 
available  (6).  Finally,  §501(c)(3)  or- 
ganizations typically  receive  non- 
profit mailing  permits  from  the  US 
Postal  Service  (7). 

Naturally,  since  §501(c)(3)  orga- 
nizations appear  to  have  more  ad- 
vantages than  §501  (c)(6)  organiza- 
tions one  assumes  there  must  be  a 
hitch.  The  hitch  is  restricted  lobby- 
ing and  no  political  activity. 

Politics  and  lobbying  and  the 
§501(c)(6):  TMA 

If  an  organization  is  a §501(c)(6),  ' 
there  are  no  tax  law  restrictions  on 
lobbying,  but  the  type  of  lobbying 
may  impact  the  deductibility  of  dues 
as  business  expenses.  (Any  organiza- 
tion that  is  lobbying  should  be 
aware  of  the  lobbying  provisions  in 
the  Federal  Regulation  of  Lobbying 
Act  and  the  Texas  Election  Code 
18|.)  Deductions  are  not  allowed  for 
expenses  in  connection  with  direct 
attempts  to  influence  legislation  that 
is  not  of  a direct  business  interest  to 
the  organization’s  members.  Section 
501(c)(6)  members  may  deduct  that 
portion  of  their  dues  that  helps  pay 
for;  appearing  before,  submitting 
statements  to,  or  sending  communi- 
cations to  members  of  legislative 
bodies  with  respect  to  legislation  or  i 
proposed  legislation  of  direct  inter- 
est to  the  member  and  communica- 
tion of  information  between  the 
members  and  the  organization  with 
respect  to  their  proposing,  support- 
ing, or  opposing  legislation  of  direct 
interest  to  either  the  organization  or 
a member. 

No  deduction  is  allowed  for  ex- 
penditures for  participation  or  inter- 
vention in  a political  campaign  on 
behalf  of  any  candidate  for  public  \ 
office  or  in  connection  with  any  at- 


tempt to  influence  the  general  public  j 
with  respect  to  legislative  matters 
(grassroots  lobbying),  elections,  or 
referendums  (9).  The  IRS  concluded 
in  one  ruling  that  a tax-exempt  trade 
association  engaged  in  grassroots 
lobbying  when  it  urged  its  members 
to  ask  their  employees  and  customers 
to  support  the  repeal  of  certain  legis- 
lation. The  IRS  stated  that  communi- 
cations between  the  trade  association 
and  its  members  are  legitimate  busi- 
ness activities,  the  expenses  of  which 
are  deductible.  Flowever,  communi- 
cations to  the  public  (employees  and 
customers  in  this  case)  through  the 
membership  are  grassroots  lobbying, 
the  expenses  for  which  are  not  de- 
ductible (10).  A review  of  grassroots 
lobbying  revenue  rulings  may  be  in 
order  for  extremely  active  lobbying 
trade  associations. 

A §50 1(c)(6)  organization  may 
engage  in  political  activities.  Howev- 
er, a tax  is  imposed  on  any  direct 
political  expenditures  and,  as  previ- 
ously noted,  a member  may  not  de- 
duct the  portion  of  his  dues  devoted 
to  these  activities.  In  order  to  avoid 
this  tax  and  meet  other  requirements 
of  federal  and  state  election  law  con- 
cerning prohibited  corporate  activi- 
ties, §50 1(c)(6)  organizations  are  al- 
lowed to  spin  off  a separate 
segregated  fund  for  political  activi- 
ties (11). 

Politics  and  lobbying  and  the 
§501  (c)(3):  scientific  specialty 
societies,  foundations 

The  exempt  status  of  a §50 1(c)(3)  is 
endangered  if  the  group  engages  in 
“substantial”  lobbying  activity.  A 
determination  whether  a specific  ac- 
tivity of  a §501(c)(3)  organization 
constitutes  a substantial  portion  of 
its  activities  is  a factual  one,  and 
there  is  no  simple  rule  as  to  what 
amount  of  activity  is  substantial. 


Most  cases  have  avoided  at- 
tempts at  percentage  measurement 
of  activities.  In  Hasivell  v United 
States,  the  court  stated  that  such  a 
measurement  is  not  appropriate 
(12).  The  central  problem,  the  court 
said,  is  in  characterizing  various  ac- 
tivities as  attempts  to  influence  legis- 
lation. Once  this  determination  is 
made,  substantiality  frequently  is 
self  evident. 

In  determining  substantiality,  it  is 
sometimes  difficult  to  determine 
which  supporting  activities  should 
be  included  with  proscribed  at- 
tempts to  influence  legislation.  This 
is  often  a problem  when  an  organi- 
zation has  some  activities  that  are 
educational.  Frequently,  the  organi- 
zation devotes  much  effort  to  re- 
search, discussion,  and  similar  activ- 
! ities.  The  problem  is  in  deciding 
which  of  these  back-up  activities 
should  be  considered  part  of  the  at- 
tempts to  influence  legislation.  In  the 
case  of  the  League  of  Women  Voters 
of  the  United  States  v United  States, 
the  time  spent  discussing  public 
issues,  formulating  and  agreeing  on 
positions,  and  studying  them  before 
adopting  a position  was  taken  into 
account  and  compared  with  other 
league  activities  in  determining  the 
substantiality  of  attempts  to 
influence  legislation.  Attempting  to 
influence  legislation  does  not  neces- 
sarily begin  at  the  moment  the  orga- 
nization first  addresses  the  public  or 
the  legislature  (13). 

To  establish  more  precise  stan- 
dards for  determining  whether  a 
§50 1(c)(3)  exempt  organization’s  leg- 
islative activities  are  substantial. 
Congress  amended  §501.  Eligible 
j public  charities  now  may  elect  the 
§501  (h)  substantiality  test.  Nonelect- 
ing organizations  (regardless  of  eligi- 
bility) still  are  subject  to  the  ordinary 
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' facts  and  circumstances  substantiality 
I test.  Section  501(h)  establishes  a 
I sliding  scale  of  permissible  “lobbying 
I nontaxable  amounts.”  Nontaxable 
I amounts  are  computed  for  both  total 
I and  grassroots  lobbying.  For  exam- 
' pie,  groups  that  spend  less  than 
I $500,000  for  tax-exempt  purposes 
may  spend  20%  of  that  amount  on 
lobbying  with  25%  of  that  amount 
spent  on  grassroots  lobbying.  Expen- 
ditures in  excess  of  the  nontaxable 
amounts  are  called  “excess  lobbying 
expenditures”  and  are  subject  to 
an  excise  tax.  Loss  of  exemption  may 
result  if  an  organization  norm- 
ally spends  more  than  150%  of  the 
permissible  amounts  over  a 4-year 
period  ( 14). 

Section  501(c)(3)  precludes  ex- 
emption for  an  organization  that 
; participates  in  or  intervenes  in  any 
> political  campaign  on  behalf  of  any 
candidate  for  public  office.  This  pro- 
hibition is  absolute.  There  is  no  re- 
; quirement  that  political  campaign- 
ing be  substantial.  The  regulations 
state  that  political  activities  include, 
but  are  not  limited  to,  the  publica- 
tion or  distribution  of  written  or 
printed  statements  and  oral  state- 
ments on  behalf  of  or  in  opposition 
to  a candidate  (15). 

Conclusion:  know  your 
organization’s  status 

As  an  active  member  and  most  cer- 
tainly as  a director  or  officer  of  a 
nonprofit  organization,  know  your 
group’s  tax  classification  so  you  can 
abide  within  any  restraints  of  that 
classification  and  also  enjoy  any 
benefits  it  may  afford. 
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Legal  articles  in  Texas  Medicine 
are  intended  to  help  physicians  un- 
derstand the  law  by  providing  legal 
information  on  selected  topics.  This 
article  is  published  with  the  under- 
standing that  TMA  is  not  engaged  in 
providing  legal  advice.  When  deal- 
ing ivith  specific  legal  matters,  read- 
ers should  seek  assistance  from  their 
own  attorneys. 


A PERFECT  PLACE... 

PANTY  HDSE  WDULD  NEVER  RUN, 

EVERY  PDPCDRN  KERNEL  WDULD  PDP, 

CHILDREN  WDULDNT  TRY 
TD  ACT  LIKE  ADULTS, 

ADULTS  WDULDNT  BEHAVE 
LIKE  CHILDREN, 

CHDCDLATE  WDULD  SURPASS 
BRUSSELS  SPRDUTS  IN 
NUTRITIONAL  VALUE, 

AND  ALL  HUSBANDS  AND  WIVES 
WOULD  SUPPORT  THEIR  SPOUSES 
WHO  CHOOSE  TO  SERVE  WITH 
THE  NATIONAL  GUARD  AND  RESERVE. 

BUT.  THEN  AGAIN,  IF  THE  WORLD 
WERE  INDEED  A PERFECT  PLACE... 

WE  WDULDNT  NEED  THE 
NATIONAL  GUARD  AND  RESERVE. 

FOR  THE  TIME  BEING,  HOWEVER. 

WE  DO.  THE  NATIONAL  GUARD  AND 
RESERVE  MAKES  UP  MORE  THAN  40% 
OF  OUR  NATION'S  DEFENSE.  THAT'S 
IMPORTANT.  TO  ALL  OF  US. 
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POEP  releases  free 
cervical  cancer  training 
package 

Providing  information  and  de- 
livering it  as  packages  or  CME 
courses  is  what  the  TMA  Physician 
Oncology  Education  Program 
(POEP)  is  all  about.  Now  the  pro- 
gram announces  the  release  of  a new 
product,  an  educational  module  de- 
signed to  update  physicians  on  pre- 
vention, diagnosis,  and  treatment  of 
cervical  cancer. 

The  module  contains  about  two 
dozen  35mm  slides  and  accompany- 
ing information  and  is  similar  to 
previously  released  POEP  modules 
on  breast,  lung,  and  colorectal  can- 
cers. A POEP  module  on  prostate 
cancer  is  forthcoming. 

POEP,  which  receives  funding 
from  the  Texas  Cancer  Council 
(TCC),  has  supported  75  programs, 
such  as  its  “cancer  modules,”  de- 
signed to  offer  cancer  prevention, 
screening,  and  early  detection  train- 
ing to  Texas  Physicians. 

TCC’s  mission  is  to  carry  out  the 
fundamental  goal  of  the  Texas  Can- 
cer Plan:  to  reduce  the  “burden  of 
cancer  in  Texas.”  TCC  has  supported 
more  than  50  separate  programs 
since  it  was  established  by  the  legisla- 
ture in  June  1985,  according  to  TCC 
executive  director  Emily  Untermeyer. 

Under  an  agreement  first  estab- 
lished between  TCC  and  TMA  in 
1987,  TCC  provides  funding  for 
POEP  programs  while  TMA  houses 
and  administers  the  program.  TMA 
and  TCC  share  other  costs,  such  as 
travel  expenses  and  salaries. 

To  order  the  package  (at  no 
charge),  contact  POEP,  Texas  Medi- 
cal Association,  1801  N Lamar 
Blvd,  Austin,  TX  78701,  phone 
(512)  477-6704,  ext  249. 


Science  and 
Education 


Giving  accreditation 
where  credit  is  due 

Knowledge  is  even  sweeter 
when  continuing  medical  ed- 
ucation credit  is  part  of  its  acquisi- 
tion. Accreditation  is  the  key  word 
here  — the  stamp  of  quality  assur- 
ance, proof  that  the  training  meets 
standards.  But  how  does  a continu- 
ing medical  education  (CME)  pro- 
gram receive  accreditation,  who  be- 
stows it,  and  what  is  TMA’s  role? 

The  last  question  first.  In  1990 
alone,  more  than  19,000  physicians 
attended  courses  offered  by  TMA- 
accredited  CME  programs.  Since 
1974,  TMA  has  accredited  hospi- 
tals, specialty  societies,  and  other  or- 
ganizations that  provide  CME  pro- 
gramming in  Texas.  While  medical 
schools,  state  medical  societies,  and 
organizations  conducting  nationally 
publicized  programs  are  accredited 
as  national  providers  by  the  Accredi- 
tation Council  for  Continuing  Medi- 
cal Education,  TMA  is  the  only 
organization  that  can  accredit  an  in- 
stitution as  a Texas  intra-state 
provider. 

Accreditation  is  a means  by 
which  the  CME  programs  of  an 
institution  are  monitored  for  com- 
pliance with  nationally  established 
guidelines  for  program  development 
and  quality.  Accreditation  status  is 
official  recognition  that  an  institu- 
tion has  the  authority  to  grant  AMA 
Physician’s  Recognition  Award  cred- 
it to  CME  programs. 

To  receive  and  maintain  accredi- 
tation from  TMA,  the  CME 
provider  must  submit  a detailed 
written  application  and  agree  to  a 
facility  site  visit  by  TMA  representa- 
tives. The  information  obtained 
from  this  process  is  used  by  TMA’s 


Committee  on  Continuing  Educa 
tion  to  analyze  the  institution’; 
CME  resources  and  its  ability  t( 
conduct  well-planned  quality  pro 
gramming. 

Accreditation  is  granted  for  peri- 
ods of  1-4  years  with  reapplicatior 
required  upon  the  expiration  of  each 
accreditation  period. 

Eight  institutions  were  fully  ac- 
credited by  the  Texas  Medical  Asso- 
ciation as  CME  providers  during 
1990:  Baptist  Memorial  Hospital. 
San  Antonio;  Central  Texas  Medical 
Foundation,  Austin;  Park  Plaza  Hos- 
pital, Houston;  Providence  Memori- 
al Hospital,  El  Paso;  Saint  Joseph 
Hospital,  Fort  Worth;  St.  Paul  Medi- 
cal Center,  Dallas;  Texas  Depart- 
ment of  Mental  Health  and  Mental 
Retardation,  Austin;  and  Vista  Hills 
Medical  Center,  El  Paso. 

For  additional  information  about 
accreditation,  contact  TMA’s  Depart- 
ment of  Medical  Education,  1801  N 
Lamar  Blvd,  Austin,  TX  78701. 

Medicine  in  Texas: 
news  from  around  the 
state 

HOUSTON  — Baylor  College  of 
Medicine  reports  that  researchers 
there  and  at  the  Howard  Hughes 
Medical  Institute  have  successfully 
produced  dystrophin  in  cell  culture, 
an  “early  step  toward  gene  therapy 
for  Duchenne  muscular  dystrophy.” 

The  Houston  team’s  findings; 
were  reported  in  the  January  24  is-i 
sue  of  Nature,  where  the  authors! 
state  that  the  work  “opens  opportu- 
nities for  the  study  of  structure  and 
function  of  dystrophin  and  provides 
an  opportunity  to  initiate  gene  ther- 
apy studies.” 

The  research  was  headed  by 
Thomas  Caskey,  MD,  an  investiga- 
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Ip  next:  UTMB  centennial  tribute 

rlie  Science  and  Education  section  of  the  April  issue  of  Texas  Medicine 
will  feature  a centennial  tribute  to  the  oldest  of  Texas  medical  institu- 
)ns,  The  University  of  Texas  Medical  Branch  at  Galveston. 

Among  UTMB's  March  activities  are  homecoming  festivities  from  March 
''-23  in  Galveston.  Other  centennial  events  are  scheduled  through  Decem- 
•r  1 1. 

For  more  information,  write  the  UTMB  Office  of  External  Affairs,  301 
. niversity  Blvd,  Route  H02,  Galveston,  TX  77550,  and  watch  for  the  April 
ssue  of  Texas  Medicine. 

D 


>r  with  the  Howard  Hughes  Medi- 
il  Institute  and  director  of  Baylor’s 
istitute  for  Molecular  Genetics. 

1 

'an  ANTONIO  — Researchers  at 
he  University  of  Texas  Health  Sci- 
ice  Center  at  San  Antonio  (UTH- 
^C-SA)  are  the  first  to  use  a comput- 
'■  to  predict  the  likelihood  of  cure  in 
jatients  treated  for  cancer,  UTHSC- 

announced  earlier  this  year. 

Three  professors  of  medicine  and 
neology  there  are  using  neural  net- 
'ork  capabilities  to  “train”  their 
amputer  to  recognize  comple.x  pat- 
|.*rns  that  suggest  long-term  out- 
ame  of  disease.  The  computer  ap- 
lies  data  — such  as  tumor  size, 
umber  of  hormone  receptors,  and 
mount  of  DNA  in  tumor  cells  — to 
llgorithms  developed  in  recent  years 
nd  attempts  to  improve  its  predic- 
ve  abilities  through  trial-and-error 
.‘arning,  the  medical  center  reports. 

“We  show  it  many  examples  of 
atient  records  over  and  over,”  says 
eter  Ravdin,  MD,  PhD,  an  assistant 
Tofessor  of  oncology  and  medicine 
t UTHSC-SA.  “The  computer 
;arns  to  recognize  specific  patterns 
if  factors  that  indicate  a poor  out- 
Dok  for  the  patient.”  Working  with 
)r  Ravdin  are  professors  of  oncolo- 
,y/medicine  William  McGuire,  MD, 
nd  Gary  Clark,  PhD. 

After  one  year  of  training,  the 
omputer  predicts  recurrence  of 
)reast  cancer  at  least  as  well  as  stan- 
lard  statistical  techniques,  says  Dr 
lavdin. 

•lOUSTON  — A pneumonia  vaccine 
hat  may  be  effective  for  up  to  10 
'ears  is  being  tested  by  investigators 
It  the  Veterans  Affairs  Medical  Cen- 


ter (VAMC),  according  to  informa- 
tion from  that  center. 

The  report  states  that  Daniel 
Musher,  MD,  and  colleagues  have 
modified  a previously  developed 
pneumonia  vaccine  containing  23 
“vaccine  components.”  The  re- 
searchers hope  they  have  developed 
a more  effective  vaccine  by  altering 
two  of  those  components. 

Dr  Musher  is  chief  of  the  Hous- 
ton VAMC  infectious  disease  section 
^ and  professor  of  medicine  at  Baylor 
College  of  Medicine. 

SAN  ANTONIO  — A $1  million 
grant  from  the  National  Institutes  of 
Health  has  been  awarded  to  re- 
! searchers  studying  neurotransmitter 
activity  in  patients  subject  to  psy- 
chotic episodes. 

Investigators  at  The  University  of 
Texas  Health  Science  Center  at  San 
Antonio  (UTHSC-SA)  believe  they 
can  isolate  brain  neurotransmitters 
from  those  present  elsewhere  in  the 
body  by  administering  debrisoquin, 
an  antihypertensive  agent  that  ap- 
pears to  reduce  neurotransmitter 
metabolites  not  associated  with 
brain  function. 

UTHSC-SA  says  the  research 
team  has  studied  about  30  patients 
in  the  past  3 years.  The  present 
study  will  examine  70  patients  from 
Audie  L.  Murphy  Memorial  Veter- 
ans Hospital  and  the  San  Antonio 
State  Hospital. 

The  UTHSC-SA  team  includes 
principal  investigator  James  W. 
Maas,  MD;  Salvador  Contreras, 
MD;  Alexander  Miller,  MD; 
Charles  Bowden,  MD;  Martin  Ja- 
vors,  PhD;  Vroni  Hetherly,  MD;  and 
Sue  Weintraub,  PhD. 


Of  hair  and 
history,  courts 
and  crime 

Jim  Busby 

Associate  editor 

Did  Napoleon  die  of  arsenic 
poisoning,  as  some  believe? 
Did  Incan  Indians  use  cocaine  4,000 
years  ago?  Does  a defendant  un- 
knowingly carry  evidence  of  crimi- 
nal activity  into  the  courtroom?  Or 
closer  to  home:  have  your  patients 
taken  their  medications  or  used  illic- 
it drugs  in  recent  months? 

Some  forensic  pathologists  and 
chemists  believe  it’s  possible  to  an- 
swer these  questions,  that  each  shaft 
of  a person’s  hair  has  a story  to  tell. 
There’s  history  in  hair,  they  say,  and 
chemical  analysis  may  be  able  to  re- 
veal what  chemicals  a person  has 
been  exposed  to  and  approximately 
when.  Once  the  data  are  in,  this 
could  be  good  news  for  the  innocent, 
and  had  for  others. 

A Dallas  pathology  professor  is 
ready  to  tackle  this  controversial  top- 
ic head-on  at  the  Section  on  Patholo- 
gy at  TMA’s  Annual  Session  in  May. 
Robert  O.  Bost,  PhD,  chief  toxicolo- 
gist at  the  Southwestern  Institute  of 
Forensic  Science  and  associate  pro- 
fessor of  pathology  at  Southwestern 
Medical  Center  in  Dallas,  says  there’s 
something  to  hair  analysis,  despite 
the  taint  that  remains  from  previous 
unsubstantiated  claims  of  its  worth 
in  nutritional  analysis. 

“People  in  the  nutrition  field  have 
tried  to  use  hair  as  a monitor  for  nu- 
tritional problems  and  difficulties 
with  some  of  the  metals,  the  minerals, 
and  so  forth,  and  have  then  tried  to 
alter  people’s  diets,”  Dr  Bost  says. 
“But  that’s  not  been  thoroughly  docu- 
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merited  and  is  not  really  well  accepted 
by  most  of  the  medical  community.” 

“So  hair  analysis  carries  with  it 
some  of  the  taint  of  that  kind  of  an 
effort  in  the  past  decade  or  so. 
When  people  start  talking  about 
hair  analysis  [the  response  is],  ‘Oh, 
that’s  nutritional  stuff,  and  they 
don’t  know  what  they’re  talking 
about;  I won’t  even  listen.’” 

“Well  there’s  some  new  stuff  in 
the  drug  analysis  area  coming  along 
that  suggests  that  there  are  some 
areas  of  validity  and  it’s  worth  look- 
ing at  again.” 


U4tfi  Annual  Session 

MaU  Q-12.  IQQl 


Texas  Medical  Association 


The  idea,  of 
course,  is  that  a 
hair  shaft,  much 
like  geological 
strata  or  an  old 
tree,  can  reveal 
something  of  its 
past  when  seg- 
ments are  ana- 
lyzed. Drug  use,  

the  theory  goes, 

is  filed  away  at  a specific  point  on 
the  hair  shaft,  and  distance  of  the 
chemical  deposit  from  the  scalp  doc- 
uments the  time  of  drug  exposure. 

“Basically  hair  doesn’t  decom- 
pose,” says  Dr  Bost,  citing  recent  ev- 
idence of  cocaine  metabolites  in  the 
hair  of  Incan  mummies. 

“Once  in  a while  we  too  wind  up 
with  an  essentially  mummified  indi- 
vidual who  hasn’t  been  found  for 
many  months  after  death.  And  some- 
thing like  hair  might  be  available.” 

“If  one  were  able  to  collect  some 
hair  and  analyze  it  in  small  segments 
from  the  scalp  all  the  way  out  to  the 
tip,  they  would  then  he  able  to  say, 
‘Oh,  look  here,  3 months  ago  the  per- 
son was  taking  cocaine  or  Darvon  or 
whatever  the  analysis  revealed.’  And 
that  could  he  used  in  a justice  set- 
ting,” Dr  Bost  says.  “With  the  other 


fluids  that  we  currently  utilize  — 
blood,  urine,  saliva  — those  repre- 
sent any  exposure  very  recent  in 
time,  within  the  last  couple  or  3 days 
typically.  And  so  when  you  get  back 
further  in  time,  most  of  our  current 
specimens  don’t  give  us  a handle  on 
it.  It’s  being  suggested  that  hair  may 
provide  us  that  kind  of  a handle.” 

Hair  analyses  have  been  admitted 
as  evidence  in  court.  Dr  Bost  says, 
but  he  and  others  point  out  that  such 
evidence  is  not  generally  accepted 
without  other  tests  or  information  to 
support  it.  For  ex- 
ample, he  says,  a 
court  ruled  that  a 
US  casino  can  use 
hair  analysis  to 
screen  prospective 
employees  for  drug 
use,  with  the  provi- 
so that  positive  re- 
sults must  be  fol- 
lowed by  other  tests. 

Last  May  in 
Washington,  DC,  Dr  Bost  chaired 
the  Conference  on  Analysis  of  Hair 
for  Drugs  of  Abuse,  convened  at  the 
request  of  the  National  Institute 
on  Drug  Abuse.  Panelists  at  the  con- 
ference concluded  that  hair  analysis 
is  “not  ready  to  go  yet,”  Dr  Bost 
says.  “It’s  not  a stand-alone  analysis 
that  can  justify  action  that  will  af- 
fect a person’s  financial  situation  or 
freedom.” 

“The  chemistry  is  better  than  the 
interpretation,”  he  says,  explaining 
that  many  chemical  substances  in 
hair  can  be  reliably  detected,  while 
the  means  of  exposure  remains  a 
mystery.  Does  the  presence  of  mari- 
juana metabolites  in  a hair  sample 
indicate  purposeful  drug  inhalation, 
for  example?  Or  does  it  show  that 
the  hair  was  exposed  by  some  “ex- 


.  I 


smoke?  Dr  Bost  asks.  Hair  analysis 
has  shown  toxic  levels  of  arsenic  in 
Napoleon’s  hair.  But  how  Napoleon 
was  exposed  is  another  question. 

Perhaps  hair  analysis  has  found  a 
home  in  archeological  and  police  in-| 
vestigations,  but  will  it  someday  find 
its  niche  at  the  work  place,  in  the 
physician’s  office,  or  in  court?  The** 
jury  is  out,  awaiting  data.  But  Dr 
Bost  believes  the  answer  lies  some- 
where between  panacea  and  fantasy.^ 

“There  are  some  companies  that 
would  be  interested  in  doing  [hair^ 


analysis],  and  this  is  going  to  apply 


particularly  to  job  employment 


screening.  Some  are  going  to  advo* 


cate  that  it’s  a tool  with  which  we 
can  shut  down  drug  use  because  you^ 
have  to  be  clean  for  a year  in  order, 
to  get  a job.  I 

“There  are  others  who  are  going 
to  say,  ‘It’s  none  of  our  business  do- 
ing that.  We  ought  not  to  worry  too 
much  about  what  they  were  doing  6 
months  ago.  If  they’re  competent 
employees  right  now,  we  ought  to' 
put  them  on  and  make  use  of  them.’ 

“That’s  more  of  a question  for 
the  sociologists  to  argue  than  it  is 
for  me  from  the  chemistry  side,”; 
says  Dr  Bost.  “Here  is  a tool  and 
here  are  the  results.  Let  somebody 
else  argue  about  whether  it  should 
be  used  that  way  or  not.” 


ternal”  source,  such  as  sidestream 
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'0SMUUnUtf^  isthephysician-to-physician 

telephone  consultation  and 
referral  service  that  offers  you  direct  access  to  feculty 
specalists  at  The  University  of  Texas  Southwestern 
Medical  Center  at  Dallas. 

Call  toll-free  to  access: 

■ A fiee  medical  consultation 

• Current  research  and  protocol  information 
i Referral  to  faculty  specialists 

■ Vtorking  relationships  with  Dculty  members 
11  Improved  health  care  delivery 

As  consultants,  UT  Southwestern  faculty  fedlitate  a 


providing  the  most  up-to-date  clinical  and  investigation^ 
information  without  increasing  the  cost  of  patient  care 
Referral  services  are  provided  at  the  James  W.  Aston 
Ambulatory  Care  Center,  Children’s  Medical  Center, 
Parkland  Memorial  Hospital  and  Zale  Lipshy  University 
Hospital  at  Southwestern  Medical  Center. 

Simply  dial  the  toll-free  number  1-800^-322-SWIS 
(Dallas/688-SWIS),  Mon<^  through  Friday,  8 a.m. 
to  5 pm;  Specially  trained  SWK  Consultation  Specialists 
will  direct  your  call  to  the  appropriate  faculty  member. 


For  professional  use  only 


The  University  of 'fexas  Southwestern  Medical  Center  / 5323  Harry  Hines  Boulerard  / Dallas,  Texas  75235 

An  equal  qjportunity  employer 
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DO  YOU  KNOW  WHERE 
YOUR  RESIDENT  IS? 


Photography  hy  Bill  Kennedy. 


By  RoBei't  Carlson 


Residency  work 
hours.  Will  the 
controversy  he  put 
to  rest? 

Texas  Medicine 
presents  the  charged 
dehate  over  limiting 
residents'  work 
hours ...  in  Texas 
and  heyond. 


Robert  Carlson  is  a San  Antonio  freelance 
writer  specializing  in  health  and  medicine. 


A DRAMATIC  PHOTO 

appeared  in  a 
national  news- 
magazine a few 
years  ago.  A 
young  man  in  a 
green  scrub  suit, 
stethoscope 
draped  around  his  neck,  sits  at  a desk 
in  the  middle  of  a large,  brightly  lit, 
empty  hospital  room.  Eyes  closed, 
mouth  open,  his  head  rests  on  a stack 
of  charts,  his  body  so  visibly  fatigued 
that  his  mind  has  just  stopped.  You 
could  almost  hear  his  last  conscious 
thought  — “Just  5 minutes.” 

Protecting  medical  residents  from 
a forced  routine  of  sleepless  nights  is 
the  central  issue  in  a debate  that  bas 
gone  far  beyond  the  question  of  how 
many  hours  there  should  be  in  a day. 
While  limitations  on  hours  has  been 
tbe  rallying  cry,  the  real  debate  in- 
cludes issues  of  adequate  trainee  su- 
pervision, quality  of  working  hours, 
and  even  quality  of  the  physician’s 
private  life. 

On  the  side  of  the  status  quo  is 
the  great  conservative  tradition  in 
medicine,  which  attests  to  the  thor- 
oughness of  the  system  and  to  the 
lessons  that  must  be  hard  learned  if 
one  is  to  withstand  future  decades  of 
a rigorous  career.  Above  all,  patient 
care  depends  on  the  continuity  of 
care,  which  cannot  exist  with 
“punch  clock  medicine.” 

The  push  for  change  comes  mostly 
from  below,  from  residents  them- 
selves or  supervisors  not  long  out  of 
their  residencies,  who  question  the 
wisdom  or  necessity  of  “sweatbox 
medicine.”  These  voices  also  point  to 
patient  care,  saying  that  compassion 
and  humanity  suffer  when  the  care- 
giver is  stressed  to  the  breaking  point. 

A third  voice  from  outside  medi- 
cine may  well  have  the  final  say.  So- 
ciety already  has  decided  through  its 
legislators  that  it  doesn’t  want  air- 
line pilots  flying  or  other  profession- 
als in  life-or-death  situations  work- 
ing when  they  are  fatigued.  The 
issue  of  physicians  and  fatigue  has  a 
strong  consumerist  flavor,  and  if  and 
when  hours-restriction  bills  are  of- 
fered to  state  legislatures,  a ground 
swell  of  public  sentiment  just  may 
carry  sucb  measures  into  law. 


Another  aspect  of  the  debate  1 
rarely  mentioned  but  significant  is 
that  of  residents  working  outside 
their  programs,  or  moonlighting.  If 
politicians  regulate  residents’  hours, 
does  that  include  hours  worked  on 
the  resident’s  own  time?  Just  as  the 
attempt  to  mandate  training  hours 
to  medical  specialty  societies  is  akin 
to  the  states’  rights  question,  infring- 
ing on  a resident’s  right  to  moon- 
light may  become  a question  of  per- 
sonal liberties. 

AMA  Resideni  Pliysician  Section 
pushes  for  change 

Tbe  resident-hours  question, 
building  for  decades,  is  ex- 
pected to  come  to  a head  this 
year.  At  the  AMA  meeting  of  dele- 
gates this  past  December,  more  than 
90%  of  the  Resident  Physician  Sec- 
tion approved  a resolution  that  gives 
the  Accreditation  Council  for  Gradu- 
ate Medical  Education  (ACGME)  un- 
til September  to  approve  new  general 
guidelines  regarding  resident  hours. 

If  the  ACGME  does  not,  the  Resident 
Section  says  it  will  begin  working 
with  legislators  to  accomplish  those 
goals  state  by  state.  (The  ACGME  is 
the  national  organization  responsible 
for  accrediting  residency  programs  in 
24  specialties.  Its  member  organiza- 
tions include  the  American  Medical 
Association,  American  Board  of 
Medical  Specialties,  American  Hospi- 
tal Association,  Association  of  Amer- 
ican Medical  Colleges,  and  Council 
of  Medical  Specialty  Societies.) 

“We  would  much  rather  work 
this  out  within  the  AMA,”  said 
Bruce  Scott,  MD,  a fourth-year  oto- 
laryngology resident  and  surgical 
subspecialist  at  The  University  of 
Texas  Medical  Branch  at  Galveston, 
who  is  chair  of  the  TMA’s  Resident 
Physician  Section  and  also  chair- 
elect  of  the  AMA  Resident  Physician 
Section.  “But  if  organized  medicine 
cannot,  then  our  responsibility  is  to 
see  that  what  legislators  do  is  fair  to 
doctors.  We  don’t  want  states  all 
passing  different  laws  without  any 
consultation  with  doctors.” 

He  said  the  AMA  Resident  Physi- 
cian Section’s  resolution  called  for  1 
night  off  out  of  7,  on  call  every  third 
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night,  and  an  HO-hour  week,  the  last 
averaged  out  over  a 4-week  period. 

The  AMA’s  otHcial  resolution  in 
Decemher  was  to  continue  to  work 
with  the  ACCiME  to  implement  AMA 
policy  for  residency  work  hours  re- 
form. But  the  AMA  will  use  existing 
policy  as  a guideline  in  working  with 
state  medical  societies  to  modify 
local  pending  legislation. 

“This  is  a shift  in  policy,”  Dr 
Scott  said.  “The  AMA  has  generally 
tried  to  work  against  any  kind  of 
legislation.  But  now,  if  there  is  going 
to  be  legislation,  then  the  organiza- 
tion wants  to  work  to  have  it  reflect 
AMA  guidelines.” 

Mary  Ann  Contogiannis,  a gener- 
al surgery  resident  at  Bowman  Grey 
School  of  Medicine  in  Winston- 
Salem,  NC,  and  also  the  resident 
representative  on  the  AMA  Board  of 
Trustees,  expected  the  ACGME  to 
arrive  at  a compromise,  “because 
there  is  a full  court  press  for  them  to 
come  up  with  one,”  she  said.  “The 
public  and  legislators  are  seriously 
thinking  about  this.” 

ACGME  tries  again 

The  ball  landed  in  the 
ACGME’s  court  last  Sep- 
tember,  when  the  American 
Board  of  Medical  Specialties  (ABMS) 
vetoed  the  ACGME’s  recommenda- 
tions for  new  general  guidelines. 
Each  of  the  five  parent  bodies  has 
veto  power. 

The  ACGME  started  revising  its 
individual  guidelines  in  1987,  and 
by  June  1990  was  ready  with  a draft 
of  new  general  guidelines,  including 
the  l-in-7  days  free  and  on-call  no 
more  often  than  1 night  in  3.  The 
draft  did  not  mention  the  80-hour 
limitation,  only  stating  that  hours 
should  not  be  excessive.  And  the 
draft  allowed  exceptions  to  the 
guidelines  standards  if  a specialty 
had  other  methods  of  setting  appro- 
priate duty  hours. 

In  spite  of  the  allowance  for  ex- 
ceptions, the  specialties  that  did  not 
want  any  restrictions  at  all  were  able 
to  muster  enough  support  to  get  a 
no  vote,  said  James  Weinlader,  PhD, 
director  of  ACGME  residency  re- 
view committee  activities. 


As  this  article  goes  to  press,  the 
ACCiMEi  has  a Eebruary  I I meeting 
scheduled  to  address  the  issue  again. 

“There  will  he  an  effort  to  revise 
the  duty-hour  clauses,”  Dr  Weinlader 
said.  “Then  the  five  memher  organiza- 
tions have  180  days  to  respond.”  That 
brings  the  calendar  up  to  Septemher 
1991,  the  date  after  which  the  AMA 
Resident  Physicians  Section  plans  to 
start  lobbying  state  legislators. 

Currently,  the  official  Texas  Medi- 
cal Association  position  dates  from  a 
1989  ITouse  of  Delegates  meeting,  in 
which  the  TMA  strongly  opposed  any 
legislation  that  would  regulate  work- 
ing hours  of  residents,  since  the  resi- 
dent review  committee  of  each  spe- 
cialty already  has  formulated  its  own 
guidelines.  But  the  TMA  also  called 
for  backup  support  for  all  residents 
and  trainees,  and  urged  hospitals  to 
provide  adequate  support  personnel. 

Public  opinion  may  spur  legislation 

Because  of  all  of  the  debate 
going  on  within  official 
medical  groups,  it  is  easy  to 
overlook  the  so-far  unofficial  atti- 
tude of  the  general  public.  In  New 
York  State,  the  Committee  of  Interns 
and  Residents  did  welcome  public 
participation  in  the  debate,  and 
committee  executive  director  John 
Ronches  said  there  was  significant 
public  support  for  regulated  hours. 

“Public  scrutiny  (of  this  issue) 
isn’t  had  and  reform  shouldn’t  be 
kept  in  medical  board  rooms,”  Mr 
Ronches  said.  “So  far,  self-regulation 
and  reform  are  not  working.” 

Public  opinion  is  being  heard  in 
one  of  the  most  public  national  are- 
nas, the  “lifestyle”  section  of  daily- 
newspapers. 

Consider  these  excerpts  from  let- 
ters from  an  “Ann  Landers”  column 
this  past  January: 

DEAR  ANN  LANDERS:  Resi- 
dent hours  are  senseless  and  barbaric. 
Where  is  the  common  sense  of  people 
who  design  these  programs?  Don't 
they  know  that  the  mistakes  made  by 
exhausted  and  hleary-eyed  physicians 
can  be  fatal?  Just  because  they  have 
always  done  it  that  way  is  no  reason 
It  cannot  be  changed.  Duluth,  Ga. 


ONE  VIEW  FPOM 
THE  TEXAS  CAPITOL 


At  least  one  leg- 
islator in  Texas 
is  ready  to 
throw  the  resi- 
dent-hours 
question  into 
political  de- 
bate. State  Sen- 
ator Chet  Brooks  (D-Pasadena/ 
Galveston)  became  concerned 
about  resident  hours  through  his 
position  as  chair  of  the  Senate 
ITealth  and  ITuman  Services  Com- 
mittee. He  told  Texas  Medicine 
shortly  after  he  was  reappointed 
to  the  committee  in  January  that 
he  planned  to  develop  “statutory 
requirements  or  enlightened  poli- 
cies” to  address  the  problem. 

“We  cannot  expect  physicians 
and  other  skilled  professionals  to 
be  able  to  give  the  best  quality  of 
care  and  make  the  best  and  most 
appropriate  medical  decisions 
when  they  are  completely  exhaust- 
ed,” he  said  in  a statement  to 
Texas  Medicine. 

“Whatever  we  do  in  the  legisla- 
tive process,  we  will  work  with  the 
medical  schools  and  the  teaching 
hospitals  to  remove  this  antiquated 
problem  that  endangers  resident 
physicians  and  the  patients  who 
depend  upon  them.” 
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MOST  POPUUR 
RESIDENCIES 


Of  49  specialties  and  subspecialties 
representing  S,100  residents  m 
Texas  in  1 989-1 990,  the  following 
1 0 were  selected  most  frequently: 


Speciolty  or 

No.  Of 

SDbspecialty 

Residents 

Internal  medicine 

813 

Eamily  practice 

493 

General  surgery 

448 

Pediatrics 

430 

Anesthesiology 

383 

Obstetrics  and  gynecology  330 

Psychiatry 

317 

Diagnostic  radiology 

216 

Orthopedic  surgery 

192 

Pathology 

178 

DEAR  ANN  LANDERS:  My 
fiance,  a resident,  walks  around 
half-dead  from  fatigue.  Small  won- 
der the  suicide  rate  among  doctors  is 
so  high.  The  same  goes  for  sub- 
stance abuse.  Other  professions 
such  as  airline  pilots,  truck  drivers, 
and  nurses  regulate  the  number  of 
hours  people  can  work  in  order  to 
protect  not  only  the  workers  but  the 
public.  Why  doesn’t  the  medical 
profession  do  this?  Los  Angeles. 

DEAR  ANN  LANDERS:  That 
insane  practice  of  36  hours  on  and 
12  hours  off  for  medical  residents  is 
nothing  more  than  traditional,  fra- 
ternity-style initiation  nonsense  that 
is  dangerous  for  both  the  doctor 
and  the  patient.  This  craziness  must 
be  stopped  for  the  good  of  all. 
Cincinnati. 


These  letter  writers  are  important 
because  their  elected  officials  may 
very  likely  have  a say  in  how  physi- 
cians are  educated.  Legislation  to 
regulate  resident  hours  and  supervi- 
sion is  being  prepared  in  16  states, 
including  Texas.  Bills  have  been  in- 
troduced, so  far  unsuccessfully,  in 
California  and  Michigan,  but  the  au- 
thors of  those  bills  say  they  will  try 
again  in  1991. 

Even  though  the  politicians  or  the 
public  may  not  appreciate  the  nature 
of  a physician’s  duty,  or  understand 
the  necessity  of  learning  to  deal  with 
fatigue,  and  would  be  the  first  to 
scream  if  their  own  physicians 
walked  off  the  job  at  5 pm,  the  com- 
bination of  concern  for  public  safety, 
bashing  organized  medicine,  and 
rooting  for  the  resident-as-underdog 
could  make  this  a highly  visible  issue 
in  the  near  future. 


Why  chRRge? 


The  old  saw  goes  that  one 
of  medicine’s  great  virtues  is 
that  it  is  so  conservative, 
and  one  of  its  great  drawbacks  is 
that  it  is  so  conservative. 

In  teaching  the  art  of  medicine, 
the  tradition  of  continuity  of  care,  of 
one  physician  following  the  patient 
through  the  course  of  an  illness,  is 
time-tested. 


“Anything  that  interferes  with 
continuity  interferes  with  medicine,” 
says  J.  Bradley  Aust,  MD,  PhD,  pro- 
fessor and  chairman  of  the  depart- 
ment of  surgery  at  The  University  of 
Texas  Health  Science  Center  at  San 
Antonio.  “There  are  times  when  the 
physician  who  did  the  surgery  has  to 
stay  with  the  patient,  and  that  is 
continuity  of  care.” 

Dr  Aust,  like  many  experienced 
physicians,  uses  the  phrase  “real 
life”  in  defending  the  tradition  of 
working  with  the  patient  as  long  as 
it  takes,  never  mind  the  hour.  Physi- 
cians in  practice  know  how  many 
nights  they  are  called  out  of  bed, 
and  they  must  know  how  to  work 
effectively  the  day  after,  as  well. 

“In  the  practice  of  medicine  you 
devote  yourself  to  the  care  of  the  pa- 
tient for  as  much  time  as  it  takes,” 
Dr  Aust  said.  “You  can’t  go  off  duty 
at  8 am.  As  a surgeon  I am  on  call 
100%  of  the  time,  my  beeper  is  al- 
ways on.” 

J.  James  Rohack,  MD,  senior 
staff  cardiologist  at  Scott  & White 
Clinic  in  College  Station  and  associ- 
ate professor  of  medicine  at  Texas 
A&M  College  of  Medicine,  and 
chair  of  the  TMA  Council  on  Medi- 
cal Education,  agrees. 

“In  the  real  world,  the  doctor  in 
solo  practice  is  on  every  night,”  says 
Dr  Rohack.  “To  know  your  physical 
limitations  is  helpful.  It  lets  you 
know  when  you  have  to  start  alter- 
ing your  schedule.” 

But  Dr  Contogiannis,  the  resident 
physician  on  the  American  Medical 
Association  Board  of  Trustees  does 
not  buy  that  argument. 

“The  continuity  of  care  issue  is  a 
dead  horse,”  she  says.  “No  one  in 
that  hospital  works  24  hours  a day. 
Besides,  it  is  an  insult  to  residents  to 
suggest  that  at  5 pm  they  will  walk 
out  the  door.  Certainly  it  is  impor- 
tant to  have  someone  who  is  princi- 
pally in  charge  of  that  patient,  but 
that  person  doesn’t  have  to  be  there 
all  the  time.” 

A Texas  resident  physician  agrees 
that  continuity  of  care  is  not  depen- 
dent on  extended  hours. 

“Most  residents  now  have  the 
gut  feeling  that  they  do  not  have  to 
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be  sleep  deprived  to  learn  to  practice 
medicine,”  says  John  Silman,  MD,  a 
third-year  resident  at  Brackenridge 
Hospital  in  Austin  and  chief  resident 
in  internal  medicine.  “Arguments 
about  continuity  of  care  suffering 
are  bogus.  You  can  always  follow 
your  patient  the  next  day  after  you 
have  had  some  sleep.” 

Dr  Silman  also  points  out  that 
different  people  have  different  toler- 
ances for  fatigue,  regardless  of  their 
ability  as  a physician. 

“I  know  some  residents  who  will 
make  good  doctors  hut  who  do  not  do 
well  when  they  are  tired,  while  others 
do  okay  without  much  sleep,”  Dr  Sil- 
man said.  “Everyone’s  different.” 

What  the  resident  does  learn 
from  a grueling  pace  is  how  to  pri- 
oritize, Dr  Silman  believes. 

“The  old  hands  have  not  neces- 
sarily become  used  to  sleep  depriva- 
tion, they  have  just  become  more 
efficient,”  Dr  Silman  said.  “You 
learn  to  efficiently  expedite  patients, 
get  the  lab  work  done,  and  generally 
cut  down  on  the  time  per  patient,  so 
you  can  get  the  patients  upstairs  and 
still  be  able  to  grab  a few  hours  of 
sleep.  I don’t  think  you  have  to  be 
pushed  to  the  wall  to  learn  this  kind 
of  proficiency;  there  is  always  a 
built-in  impetus  to  get  better  at  what 
you  do.” 


Does  fatigue  Impair  performance? 

Research  into  fatigue-related 
impairment  of  residents  is 
inconclusive.  A report  in 
JAMA  (September  23,  1988)  deter- 
mined that  cognitive  and  complex 
motor  performance  may  be  impaired 
by  extended  sleep  deprivation.  In  a 
study  of  26  surgical  residents  on  call 
every  other  night,  researchers  at  the 
Medical  College  of  Wisconsin  at 
Milwaukee  found  that  residents  who 
got  no  more  than  4 hours  of  sleep 
during  a 24-hour  period  were  not 
affected  in  overall  cognitive  or  mo- 
tor performance. 

“The  assumption  that  sleep  de- 
privation associated  with  usual  on- 
call  schedules  impairs  cognitive  and 
motor  performance  of  residents  such 
that  clinical  care  may  be  compro- 
mised is  not  supported  by  our  obser- 


vations,” said  the  researchers  in  the 
department  of  surgery. 

But  another  study,  done  at  the 
Hershey  Medical  Center  at  Pennsyl- 
vania State  University  found  in  a 
study  of  353  family  practice  resi- 
dents that  the  loss  of  one  night’s 
sleep  resulted  in  a 30  percentile 
point  drop  in  the  score  between 
well-rested  and  sleep-deprived  resi- 
dents on  in-training  examinations. 

The  Pennsylvania  study  noted 
that  besides  having  lower  test  scores, 
residents  who  lose  a night  of  sleep 
experience  increased  anger,  hostility, 
and  depression. 

“The  evidence  strongly  suggests 
that  both  the  mood  and  perfor- 
mance of  resident  physicians  are  ad- 
versely affected  by  moderate  sleep 
loss  imposed  by  the  typical  resident 
work  schedules,”  concluded  the 
Pennsylvania  study,  published  in 
1990  in  the  Journal  of  Family  Prac- 
tice (vol  30,  no.  2). 


The  enect  on  paffent  care 

So  far.  New  York  is  the  only 
state  to  regulate  resident 
hours  and  supervision,  and 
a study  there  has  found  improved 
patient  care  in  New  York  City’s  pub- 
lic hospitals  since  the  regulations  be- 
came effective. 

The  state’s  resident  hours  regula- 
tions were  developed  after  the  1984 
Libby  Zion  case,  in  which  an  18- 
year-old  woman  admitted  to  a major 
New  York  City  teaching  hospital 
died  in  less  than  24  hours.  A grand 
jury  made  several  recommendations 
concerning  the  emergency  room 
staffing,  supervision  of  the  residents 
at  that  hospital,  and  working  hours 
assigned  to  residents.  A state  health 
commission  committee  subsequently 
drafted  a set  of  guidelines  that  were 
written  into  the  New  York  State 
Hospital  Code  in  1989. 

One  year  after  the  rules  took  ef- 
fect, a survey  of  the  New  York  City 
Health  and  Hospitals  Corporation, 
the  nation’s  largest  municipal  health 
care  system,  found  that  more  than 
60%  of  attending  physicians  at  the 
corporation’s  hospitals  believed  their 
patients  were  receiving  better  care  as 
a result  of  the  increased  supervision. 


"Hie  evidence 
strongly  suggests 
that  both  the  mood 
and  performance  ot 
resident  physicians 
are  adversely 
affected  by  moderate 
sleep  loss  imposed  by 
the  typical  resident 
work  schedules." 
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Pictured  from  left  to  right  m top  photograph  are  Michael  Gutierrez,  MD,  Stacie  Bush-Veith,  MD,  and  Mary  Bartz.  Drs  Gutierrez  and  Bush-Veith 
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are  residents  in  hjternal  Medicine  and  Ms  Bartz  is  an  intern  at  Brackenridge  Hospital,  Austin,  Tex.  Photography  by  Bill  Kennedy. 
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COMMENTARY 

LASTING  CHANGE 
COMES  SLOWLY 

Sam  a.  Nixon,  md 
TMA  President  Elect 
Vice  Chairman,  AMA  Council  on 
Medical  Education 

Today’s  ground  swell  of  sup- 
port for  residency  work 
hours  reform  may  seem  a 
recent  phenomenon;  in  fact, 
the  push  for  change  has 
been  building  steadily  for 
years.  And  in  Texas,  some 
innovative  reform  has  tak- 
en place  already,  as  the  accompany- 
ing story  attests. 

The  residency  work  hours  issue 
began  to  crystalize  in  1987  when  the 
first  major  analysis  of  resident  work 
hours  and  supervision  was  presented 
by  the  AMA  Council  on  Medical 
Education."'  The  report  served  as  a 
forum  for  the  many  voices  needing 
to  be  heard  — those  of  clinicians, 
administrators,  program  directors, 
residents,  and  medical  students.  It 
formed  a sound  basis  for  discussion, 
but  its  conclusions  reflected  the 
complexity  of  the  issue  and  pointed 
to  the  need  for  continued  discussion. 

While  it  may  seem  a slow  process, 
revising  the  General  Requirements  of 
the  Essentials  of  Accredited  Residen- 
cy Programs  must  be  done  carefully 
to  avoid  precipitous  action  and  to 
achieve  concurrence.  The  slow  pace 
reflects  not  an  attempt  to  avoid  re- 
form, but  the  complexity  of  graduate 
medical  education  (GME)  and  the 
variety  of  viewpoints  involved. 

GME  occurs  in  a synergistic  envi- 
ronment that  includes  the  institu- 
tion, the  teaching  hospital,  the  medi- 
cal staff,  the  director  of  the 
residency  program,  the  teaching  fac- 
ulty, the  attending  physician,  the  res- 
ident and  — at  the  center  of  it  all  — 
the  patient.  Each  player  has  rights. 


responsibilities,  and  privileges  that 
must  be  carefully  balanced,  with 
those  of  the  patient  being  para- 
mount. The  objective  of  GME  must 
not  be  clouded;  to  produce  a 
qualified,  competent,  responsible 
medical  specialist. 

There  are  significant  differences 
in  the  roles  of  residents  in  different 
specialties,  just  as  there  are  different 
practice  patterns  for  each  of  the  spe- 
cialties. Variables  include  the  ratio 
between  inpatient  and  ambulatory 
experiences,  the  amount  of  time  de- 
voted to  surgical  or  technical  proce- 
dures, the  frequency  of  emergencies, 
and  the  severity  of  illnesses  encoun- 
tered. Each  of  these  variables  must 
be  considered  in  any  discussion  of 
resident  schedules  and  the  degree  of 
appropriate  supervision. 


The  di'coH  lasli 
Mre  flie  ACGME 
is  to  develop 
stondards  dioi  apply 
to  all  residency 
programs. 


The  fact  that  a resident  plays  si- 
multaneous roles  — as  physician,  stu- 
dent, teacher,  and  supervisor  — fur- 
ther adds  to  the  complexity  of  GME. 

The  difficult  task  before  the  Ac- 
creditation Council  for  Graduate 
Medical  Education  (ACGME)  is  to 
develop  standards  that  apply  to  all 
residency  programs. 

There  are  hazards  we  must  avoid. 
We  must  realize  that  government  reg- 
ulation of  residency  work  hours 
could  be  extended  in  ways  deleteri- 
ous to  residency  training  and  patient 
care.  The  AMA  Council  on  Medical 


Education  believes  the  residency 
work  hours  issue  can  best  be  ad- 
dressed within  the  system  of  graduate 
medical  education  — without  regula- 
tion by  government  agencies,  and 
this  belief  was  affirmed  last  Decem- 
ber by  the  AMA  House  of  Delegates. 

Earlier,  in  March  1990,  the  AMA 
had  approved  revisions  to  the  Gen- 
eral Requirements  of  the  Essentials 
of  Accredited  Residency  Programs. 
Those  revisions  were  adopted  by  the 
ACGME  in  June  1990,  but  subse- 
quently rejected  by  the  American 
Board  of  Medical  Specialties  in 
September  1990. 

In  December  1990,  the  AMA 
Board  of  Trustees  and  the  House  of 
Delegates  reaffirmed  the  March 
1990  revisions,  and  added  draft  lan- 
guage to  aid  in  negotiations  with 
other  parent  bodies  of  the  ACGME 
regarding  residency  duty  hours  and 
supervision.  The  draft  language  is 
intended  to  help  bridge  gaps  in 
agreement  about  reform  and  to  ease 
the  transition  for  those  specialties  in 
which  reform  is  more  difficult. 

Change  is  occurring.  The  out- 
come will  be  an  amalgamation  of 
the  needs  and  desires  of  those  slower 
to  change  and  those  who  want  more 
rapid  action.  The  balance  between 
quality  patient  care  and  resident 
work  hours  can  best  be  achieved  by 
interested  parties  continuing  to  work 
together  without  inappropriate  leg- 
islative interference. 

We  must  keep  in  mind  that  the  key 
objective  of  the  TMA,  “improve  the 
health  of  Texans  through  professional 
and  personal  development  of  member 
physicians,”  unequivocally  focuses  on 
quality  patient  care.  And  responsibili- 
ty for  that  extends  to  all  TMA  mem- 
bers — from  medical  students  to  resi- 
dents to  all  physicians  in  practice. 

* Report  of  the  Council  on  Medical  Edu- 
cation, Task  Force  on  Graduate  Medical 
Education,  1987. 
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Almost  60%  of  the  residents  who 
responded  to  the  survey  concurred, 
and  almost  half  of  the  residents  also 
believed  patient  care  had  improved 
since  shorter  hours  were  mandated. 

City  health  officials  also  found 
that  compliance  with  work  restric- 
tions was  high,  with  more  than  80% 
compliance  with  weekly  staffing  reg- 
ulations by  every  department  except 
obstetrics  and  surgery.  City  authori- 
ties believed  lack  of  compliance  by 
obstetrical  residencies  was  due  to 
shortages  of  obstetricians  and  nurse- 
midwives,  and  the  difficulties  in 
surgery  were  caused  by  the  high 
level  of  supervision  mandated  and 
the  cost  of  hiring  attending  surgeons 
and  surgical  physicians’  assistants. 

The  ultimate  cost  of  complying 
with  these  restrictions  will  not  be 
known  for  years,  although  estimates 
have  ranged  from  $250  to  $350  mil- 
lion, mostly  for  hiring  additional  res- 
idents and  attending  physicians.  But 
Committee  of  Interns  and  Residents 
director  John  Ronches  says  an  hon- 
est examination  of  costs  would  also 
have  to  estimate  the  cost  of  not 
changing,  in  terms  of  patient  safety 
and  the  quality  of  medical  education. 


The  costs  ol  restricting 
working  honrs 

If  New  York’s  restrictions 
were  implemented  in  Texas 
the  cost  would  not  be  nearly 
as  high  as  that  felt  in  the  generally 
understaffed  Northeast. 

Dr  Alvin  LeBlanc,  associate  dean 
for  graduate  medical  education  and 
professor  of  obstetrics  and  gynecolo- 
gy at  The  University  of  Texas  Medi- 
cal Branch  at  Galveston,  believes  the 
greatest  cost  in  implementing  re- 
stricted hours  would  be  in  Texas’ 
largest  cities,  which  would  have  to 
employ  “physician  extenders,”  such 
as  nurse  midwives  and  extra  attend- 
ing physicians,  to  do  the  service  that 
residents  had  done.  He  adds  that 
many  Texas  hospitals  already  have 
schedules  that  would  comply  with 
the  proposed  regulations. 

“We  would  not  anticipate  adding 
residents  in  our  institution  because 
our  hours  are  already  fairly  much  in 
line  with  proposed  guidelines,”  Dr 


LeBlanc  said.  “1  don’t  see  compli- 
ance costs  being  anywhere  as  big  in 
Texas  as  in  New  York.” 

According  to  a TMA  survey  of  63 
residency  programs  in  late  1987,  if 
legislation  similar  to  the  New  York 
law  were  enacted  in  Texas  (retiuiring 
emergency  room  shifts  to  be  12 
hours  on/8  hours  off  and  other  ser- 
vices to  be  16  hours  on/8  hours  off), 
the  average  increase  in  number  of 
residents  would  be  23.7%.  The  aver- 
age increase  in  cost  would  be  23%. 

The  greatest  increase  in  cost  would 
be  in  family  practice,  which  would  see 
its  costs  jump  by  an  estimated  38%. 
Surgery  would  see  a 27%  increase  in 
costs.  Psychiatry  would  see  the  lowest 
increase,  at  12%. 

The  1987  survey  also  found  that 
demands  placed  on  residents  vary 
widely  from  specialty  to  specialty. 
The  longest  shifts  worked  by  first 
year  trainees  were  in  pediatrics, 
ranging  from  32  to  36  hours.  Psy- 
chiatry’s longest  shifts  were  the 
shortest  among  the  seven  specialties 
polled,  ranging  from  9 to  36  hours. 

Are  changes  needed  in  Texas? 

#In  the  3 years  since  the  TMA 
survey,  many  residency  pro- 
grams have  seen  the  writing 
on  the  wall  and  have  started  to  mod- 
ify their  schedules.  Paul  $olomon, 
MD,  acting  director  of  the  family 
practice  resident  program  at  400-bed 
John  Peter  Smith  Hospital  in  Fort 
Worth,  Tarrant  County’s  public  hos- 
pital, said  when  his  hospital  reorga- 
nized the  curriculum  several  years 
ago  the  program  directors  got  rid  of 
the  36-hour  shifts  that  were  typical 
of  emergency  and  obstetrics.  He  said 
the  schedules  now  average  within  the 
limit  of  80  hours  per  week,  with  on- 
call  once  every  3 nights. 

“And  if  they  have  been  on  call  the 
night  before  we  try  to  get  the  residents 
out  of  the  hospital  after  the  noon  con- 
ference the  next  day,”  he  adds. 

Earl  Matthew,  MD,  residency 
program  coordinator  for  Bracken- 
ridge  Hospital  in  Austin,  said  his 
hospital  has  modified  the  schedules 
to  have  a resident  on  call  every 
fourth  night,  and  also  now  has  a 
physician  as  night  coordinator.  This 
“night  float”  physician  admits  at 


Many  Texas 
hospitals  already 
have  schedules  that 
comply  with 
proposed  regulations. 
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night  and  gives  the  resident  on  call  a 
chance  to  sleep. 

Corpus  Christi’s  Memorial  Medi- 
cal Center  has  a shift  system  in 
which  new  interns  work  3-  or  4- 
week  blocks  as  members  of  a night 
call  team.  They  have  no  day  respon- 
sibility, and  work  5 pm  to  7 am  Sun- 
day through  Friday,  with  Saturday 
night  off,  said  Roland  Goertz,  MD, 
family  practice  residency  training 
program  director  and  director  of 
medical  education  at  Memorial. 

“It’s  much  more  manageable.  We 
had  been  working  90  to  100  hours  a 
week,  which  included  daytime  re- 
sponsibility,” says  Tim  Holder,  MD, 
a family  practitioner  who  just 
finished  the  residency  program  at 
Corpus  Christi  last  June  and  now 
works  in  Mexia  in  a private  multi- 
specialty group. 

There  are  drawbacks  to  the  night 
call  system.  Holder  says.  If  a resi- 
dent leaves  at  7 am  after  morning 
call,  he  or  she  may  never  find  out 
what  happened  to  a patient  during 
the  day.  “But  if  the  residents  want  to 
follow  up  on  a patient  they  have 
that  opportunity  — it’s  a matter  of 
self-motivation,”  he  says. 

Because  of  this  unique  system, 
which  would  comply  with  an  80-hour 
week.  Dr  Goertz  believes  any  restric- 
tions to  resident  hours  would  have 
only  minimal  effects  on  his  hospital. 

“Where  it  would  affect  us  would 
be  in  reporting  requirements  — you 
can  bet  there  would  be  a lot  of  pa- 
perwork involved,”  he  said. 


Quality  lime  or  scut  work? 

While  the  debate  on  resi- 
[ dent  hours  usually  begins 
with  the  very  tangible  quan- 
tity of  hours,  the  intangible  issue  of 
quality  also  gets  raised.  Residents 
point  out  that  if  the  doctor  is  acting 
as  the  phlebotomist,  x-ray  transport, 
lab  technician,  etcetera,  the  educa- 
tional value  of  those  hours  will  be 
low  and  the  drudgery  high. 

Residents  cite  various  studies 
claiming  that  from  15%  to  25%  of 
what  residents  do  has  no  education- 
al value. 

“Am  I really  losing  an  education- 
al opportunity  if  I don’t  do  any 


more  IV  starts?”  Dr  Bruce  Scott 
wonders. 

“There  are  hours  and  then  there 
are  hours,”  Dr  Earl  Matthew  says. 
“Any  program  with  every-third- 
night  on  call  is  going  to  be  a 100- 
hour  week,  but  what  are  you  doing 
during  those  hours?  Is  it  grinding, 
endless  routine  or  do  you  have  time 
to  finish  up  work  you  have  started?” 

Dr  Matthew  notes  that  residents 
who  go  through  a high  volume  pro- 
gram with  excellent  support  make 
better  doctors  than  those  in  a high 
volume  program  with  limited  sup- 
port, where  the  resident  ends  up  be- 
ing a lackey. 

“That’s  why  it  would  be  so  hard 
to  legislate  hours  because  its  hard  to 
compare  them  — are  they  mentally 
draining  or  hours  when  you  can 
catch  some  sleep?”  he  asks. 

Dr  Bruce  Scott,  the  AMA  Resi- 
dent Physician  Section  chair-elect, 
says  he  would  like  to  see  changes 
that  return  the  physician  to  the  bed- 
side with  the  patient  and  his  family, 
and  reduce  the  reams  of  paperwork 
and  “scut.” 

“We  would  be  graduating  more 
compassionate  MDs,”  he  says. 
“Now,  a patient  sometimes  repre- 
sents the  amount  of  sleep  the  resident 
won’t  get.  The  resident  wants  to  ask 
the  patient,  ‘Why  are  you  here  at  4 
am  when  you  could  have  come  into 
the  hospital  yesterday  afternoon?”’ 


Students  want  personal  lives 

Regardless  of  the  side  one 
takes  on  the  issue  of  resident 
hours,  everyone  agrees  that 
fewer  hours  would  mean  an  improve- 
ment in  the  resident’s  personal  life. 

“An  unreasonably  high  percent- 
age of  residents  have  marital  trou- 
bles because  they  are  not  home,  and 
when  they  are  home  they  are 
asleep,”  says  Dr  Scott. 

Medical  students  are  not  blind  to 
this.  Dr  Scott  says,  noting  that  wor- 
ries about  their  personal  lives  are 
influencing  college  students,  who 
wonder  whether  they  are  willing  to 
enter  medicine  or  go  into  less  rigor- 
ous professions. 

“Society  is  aware  of  what  resi- 
dent working  hours  are  like  — the 
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Moonlighting 

Moonlighting 
is  another  facet 
of  the  resi- 
dent’s private 
life  that  may 
become  an  is- 
sue in  the 
hours-restric- 
tion  debate.  Beginning  in  their  sec- 
ond year  of  residency  training,  resi- 
dents can  moonlight  in  Texas  if  they 
have  a Texas  license,  and  many  resi- 
dents rely  on  the  extra  income  that 
moonlighting  brings  in.  Besides  pro- 
viding on-the-job  experience  for  the 
new  doctor,  the  practice  of  moon- 
lighting also  helps  small  and  rural 
hospitals  find  staff.  And  in  Texas, 
moonlighting  exposes  residents  to 
communities  they  might  otherwise 
not  consider  for  their  careers. 

Moonlighting  could  become  an 
issue  in  the  resident-hours  debate 
because  they  are  hours  that  residents 
work,  albeit  not  in  the  teaching  in- 
stitution. And  some  of  these  extra 
hours  are  the  hours  that  residents 
are  supposed  to  be  catching  up  on 
their  sleep  or  studying. 

“My  sense  is  that  at  a higher  level 
there  is  an  effort  to  ignore  moon- 
lighting, but  when  you  talk  about 
hours  you  have  to  talk  about  it,”said 
Paul  Solomon  of  John  Peter  Smith 
Hospital  in  Fort  Worth.  “Some  of 
our  FP  residents  work  20%  to  25% 
more  hours  moonlighting.” 

New  York  State’s  regulations  have 
been  interpreted  to  apply  to  a resi- 
dent’s moonlighting  work,  according 
to  an  article  in  the  April  1989  issue 
of  Academic  Medicine.  Graduate 
trainees  who  have  worked  the  maxi- 
mum number  of  hours  permitted  by 
the  regulations  are  prohibited  from 
working  additional  hours  as  physi- 
cians, it  said. 

But  this  is  why  many  feel  resi- 
dents’ hours  cannot  be  dictated  at 
all,  because  once  a governing  body 
starts  interjecting  itself  into  residen- 


cy programs  it  also  intrudes  into  the 
residents’  private  lives. 

“We  can  set  standards  for  a max- 
imum of  basically  required  hours, 
and  we  can  put  someone  on  academ- 
ic notice  if  their  moonlighting  is  in- 
terfering with  their  in-service  train- 
ing, but  I don’t  think  the  specialty 
boards  have  any  business  dictating 
what’s  going  on  personally,”  says  Dr 
Solomon. 

He  also  believes  that  if  program  di- 
rectors limited  the  number  of  hours 
residents  can  moonlight,  it  would 
work  against  attracting  aggressive  resi- 
dents who  want  to  learn  how  to  work 
in  that  setting.  He  also  said  rural  areas 

ResUeiits  say  Vie 
$40  to  $80  aa  Imr 
frooi  aioaaligiag 
is  laora  Oiao  a 
loxary  givaa  their 
deht  toad. 

that  hire  residents  as  moonlighters 
have  a better  chance  of  attracting 
them  to  full-time  careers  there. 

And  a very  realistic  factor  is  the 
amount  of  money  moonlighting 
brings  in.  School  loans  often  are  due 
the  last  year  of  residency,  and  pay- 
ments can  be  onerous  to  a resident 
making  $24,000  a year.  Residents 
say  the  $40  to  $80  an  hour  from 
moonlighting  is  more  than  a luxury 
given  their  debt  load. 

James  Weinlader,  PhD,  director  of 
ACGME  residency  review  commit- 
tee activities,  believes  that,  technical- 
ly and  legally,  moonlighting  hours 
fall  outside  residency  programs’ 
purview.  In  reality,  he  notes,  some 
programs  even  guarantee  a certain 


amount  of  moonlighting  to  attract 
residents,  while  others  try  to  control 
or  minimize  it,  and  still  others  ig- 
nore the  issue  completely. 

The  TMA  Council  on  Medical 
Education’s  1987  survey  of  residents 
found  that  despite  a very  demanding 
work  schedule  in  the  training  pro- 
grams, 34%  of  residents  were  able 
to  moonlight,  and  they  did  so,  on 
average,  once  per  week.  The  survey 
concluded  that  if  attempts  to  restrict 
residents’  hours  did  not  also  address 
moonlighting,  then  residents  would 
have  more  free  time  in  which  to 
moonlight  more  often,  thereby  de- 
feating the  purpose  of  the  law. 

Dr  Robitaille,  at  Brackenridge 
Hospital,  waited  until  her  third  year 
to  start  moonlighting,  when  “I  felt  I 
finally  had  enough  time  to  breathe. 

“But  now  that  I’ve  got  my  sched- 
ule down  to  60  hours  a week,  com- 
pared to  the  schedules  I was  work- 
ing this  is  almost  like  having  idle 
time,”  she  said.  “If  there  were  fewer 
resident  work  hours  I would  certain- 
ly moonlight  more.” 
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"An  unreasonably 
high  percentage  of 
residents  have 
marital  troubles 
because  they  are  not 
home,  and  when  they 
are  home  they  are 
asleep." 


students  hear  all  the  horror  stories,” 
he  says. 

These  stories  may  not  have 
swayed  a student  in  the  past  when 
those  hours  were  associated  with  a 
very  limited  number  of  attractive 
slots.  But  today,  says  one  resident, 
the  specialties  with  more  reasonable 
hours  and  call  schedules  are  recruit- 
ing the  best  students. 

“It’s  a buyers’  market,  at  least  in 
internal  medicine,”  says  John  Sil- 
man,  chief  resident  in  internal 
medicine  at  Austin’s  Brackenridge 
Hospital.  “Medical  students  used  to 
fight  to  get  in,  but  not  now.”  He 
says  the  sought-after  specialties  are 
ophthalmology,  radiology,  and  anes- 
thesiology, which  usually  have  very 
good  hours  during  residency  and  lat- 
er in  practice.  Other  specialties  are 
having  a hard  time  recruiting  stu- 
dents, he  says. 

To  make  their  programs  more  at- 
tractive, some  specialties  will  have 
to  make  hours  and  on-call  time 
more  reasonable.  Dr  Silman  be- 
lieves. This  reality  in  recruiting  may 
be  how  the  debate  is  eventually  re- 
solved, he  says. 

“I  think  this  is  how  the  hours-re- 
striction  situation  will  work  itself 
out,  as  medical  students  choose  the 
slots  that  have  the  better  hours,”  Dr 
Silman  says. 

Doris  Robitaille,  MD,  a family 
practice  resident  at  Brackenridge 
Hospital  and  also  a Texas  delegate 
to  the  AMA,  is  president  of  her  hos- 
pital’s resident  association.  She  meets 
many  of  the  visiting  medical  students 
and  says  they  are  definitely  looking 
at  the  specialties  with  better  hours. 

“Doctors  today  want  a life  like 
everyone  else,”  she  says.  “So  stu- 
dents are  seeking  the  specialties  that 
allow  them  to  have  time  with  their 
spouses  and  children.  The  older  doc- 
tors may  have  never  questioned  that, 
but  then  they  had  a status  in  society 
we  do  not  have  today.” 

The  huge  increase  in  the  number 
of  women  now  in  medicine  is  also  a 
factor  in  residents’  demands  for 
more  manageable  schedules.  Dr 
Robitaille  says. 

“In  our  TMA  and  AMA  Women 
in  Medicine  meetings  we  talk  about 


the  hours  issue  all  the  time,  and 
about  how  a woman  who  is  a resi- 
dent should  not  have  to  give  up  a 
family  or  children,”  she  said. 

What  does  the  future  hold  lor 
lesos  resideots? 

• Will  tradition  prevail,  lock- 
ing resident  physicians  into 
what  some  call  an  archaic 
ritual  and  others  see  as  character- 
building training?  Are  the  changes 
already  occurring  just  the  beginning 
of  a new  age  for  residency  training? 
Will  student  demand  prompt  resi- 
dency programs  to  compete  with 
one  another  hy  offering  better  hours 
and  fewer  menial  tasks? 

The  arguments  are  clearly  drawn 
and  in  the  next  few  months  — after 
the  accrediting  bodies,  organized 
medicine,  and  legislators  have  had 
their  say  — the  grueling  resident 
hours  so  well  known  to  most  physi- 
cians will  either  be  a dying  rite  of 
passage,  or  a time-tested  model  for 
the  future.  ■ 
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P hysicians  in  over  70  different  specialties  manage  their  practices  with  The 
Medical  Managerf  the  leader  in  practice  management  software  since  1982. 

The  Medical  Manager  handles  all  aspects  of  practice  management,  including 
accounts  receivable;  insurance  billing;  appointment  scheduling;  recalls; 
hospital  rounds;  and  financial,  procedure  and  clinical  history. 

Optional  capabilities  include  electronic  claims  processing;  UB-82  billing; 
custom  report  writing  and  a new  hospital-physician  network. 

For  more  information  and  a thorough  demonstration  of  The  Medical  Manager, 
contact  one  of  the  dealers  listed  to  the  right.  If  a dealer  is  not  listed  for  your 
area,  call  Systems  Plus  at  (800)  222-7701  or  (800)  222-7707  in  California. 


More  than  35,000  physicians 
manage  the  business  end  of  medicine  with 

The  Medical  Manager 


Texas  Medical  Systems,  Inc. 

Dallas,  TX  214  233-6188 

Management  Solutions 

Arlington,  TX  800  275-5266 

Valcom  Computer  Center 

Temple,  TX  817  778-8444 

Advanced  Medical  Management,  Inc. 

Houston,  TX  713  789-0030 

Healthcare  Computers,  Inc 

Houston,  TX  713  498-2596 

Cypress  Creek  Management  System 

Houston,  TX  713  580-6717 

Marist  Medical 

Kingwood,  TX  713  358-5226 

United  Software  Architects 

San  Antonio,  TX  800  460-7575 

Medplans  and  Programs 

San  Antonio,  TX  800  525-3427 

Automated  Professional  Services,  Inc 

San  Antonio,  TX  800  486-6610 

Advanced  Medical  Management  Systems 

McAllen,  TX  800  336-3183 

Medical  Design  & Images 

Austin,  TX  512  454-6774 

The  Baker  Company 

Lubbock,  TX  806  763-2500 

Valcom-Medipay 

Lubbock,  TX  806  793-3097 

Malone  Business  Systems,  Inc 

Midland,  TX  800  992-6092 

Diamond  Computers 

Midland,  TX  915  684-3766 


Systems  Plus,  Inc.® 

500  Clyde  Avenue 
Mountain  View,  California  94043 


The  Medical  Manager  is  a registered  trademark  of  Penionalized  Programming,  Inc.  Systems  Plus,  Inc.  and  its  logo  are  registered 
trademarks  of  Systems  Plus.  Inc,  ©1S>S)0  Systems  Plus,  Inc. 
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Established  therapy 
for  today’s  patients 

For  respiratory  tract  Infections  due  to 
susceptible  strains  of  indicated  organisms 


“Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
Immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection.” 


Brief  Somnary. 

CMStft  the  pack^  Meratare  tar  ptesGr^  Mormatiaa. 
tadlaatiOB:  Lower  respifatorv  infections.  Including 
pneumonia,  caused  by  Streptococcus  pneumoniae, 
Haemophilus  Influenzae,  and  Streptococcus  pyogenes 
(group  A p-hemotyttc  streptococci), 

CaetraMicathm:  Known  allergy  to  cephalosporins. 
Waratogs:  CECLOB  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS. 
PENICILUNS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY,  POSSIBLE  REACTIONS 
INCLUOE  ANAPHYLAXIS. 

Admtnister  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be  con- 
sidered m ditferential  diagnosis  of  antibiobc-assrhuated 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatmeriL  possibly  resulting  in  antibiotic- 
associated  colitis, 

Precautlrms: 

• Oiscatbmie  Cecte  m the  event  ol  aller^  reacttois  to  K. 

• Prolotiged  use  may  result  in  overgrowth  of  non- 
susceptiUe  organisms. 

• Positive  direct  Coombs’  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  hi  the 
presence  of  martedly  impaired  renal  function.  Although 
dosage  adjustments  in  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made. 

• Broad-speatum  antibiotics  should  be  prescribed  with 
caution  hi  individuals  with  a history  of  (^strohitesdnal 
disease,  particularly  colilis. 

• Safety  and  effectiveness  have  not  been  determined  in 
pr^mmicy,  lactation,  and  infents  less  than  one  month 
old.  Cechjr  penetrates  mother’s  milk.  Exercise  caution 
in  prescriteng  for  these  patieots. 


Adverse  Reacthns:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include. 

• Hypersensitivity  reacbons  have  been  reported  hi  about 
1.5%  of  patients  and  hictude  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 hr  200  patients.  Cases 
of  serum-sickiiess-Hke  reactions  have  been  reported 
wibi  the  use  of  Ceclor.  These  are  characterizm)  by 
findings  of  erythema  multiforme,  raSies,  and  other  skin 
manifestations  accompanied  by  arthritis/arthralgia,  with 
Of  without  fever,  and  differ  from  classic  serum  sickness 
hi  biat  there  is  hifrojuently  associated  lymphmfenopathy 
and  proteinuria,  no  circulating  immune  crimplexes,  and 
no  evidence  to  date  of  sequelae  of  the  reacbon.  While 
further  investigabon  is  ongoing,  serum-sickRsss-ilke 
reacbons  appear  to  be  due  te  hypersensitivity  and  more 
often  occur  during  or  fonowbq  a sectmd  (or  subsequent) 
course  of  therapy  with  Ceclor.  Such  reactions  have  been 
reported  more  frequently  in  children  than  hi  adults  with 
an  overall  occurraice  ranging  from  1 hi  2(M  (0.5%)  in 
one  focus«l  trial  to  2 hi  8,346  (0.024%)  in  overall 
cUoical  dials  (with  an  incidence  hi  children  hi  clhiical 
trials  of  0,058%)  to  1 hi  38,CK»  (0.0)3%)  in  spon- 
taneous eitent  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  hittiatiai  of  thr^  and  subshfe 
within  a few  days  after  cessabon  of  the^,  occasion- 
ally these  reactioos  have  resutted  hi  ho^italization, 
usually  of  short  duration  (median  ho^alizabon = two 
to  three  days,  based  on  postmarketing  surveillance 
studies),  hi  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
arbnisslon  with  more  of  bie  severe  reactions  occurring 
hi  children.  Anrihistamhies  and  glucocorbcmds  appear 
to  enhance  resoMon  of  the  si^  and  symptoms.  No 
^rious  sequelae  have  teen  reported. 

• aevens-Johnson  syndrome,  toxic  ephtemial  nairolysis. 


and  anaphylaxis  have  teen  reported  rarely.  Anaphylaxis 
may  te  more  common  in  patients  with  a history  of 
penicillin  allergy. 

• Gasbointestinal  (mostly  diarrhea);  2.6% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  amibiobc  treatniem. 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins, transient  hepatitis  and  cholestatic  jaunttite 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivhy.  neivoumtess,  insomnia, 
confusion,  hypertonia,  dizziness,  and  sonrooleiice  haw 
been  reported. 

• Other;  eosincphilla,  2%;  genital  pruritus  or  va^tbis, 
less  than  1%  and.  rar^,  throrteocytteenia  and  revershte 
Intersbbai  nephritis. 

Abnomiallties  in  laboraterv  results  of  uneettahi  ^(otoov. 

• Slip-i^vabons  in  hepatic  erapnes. 

• Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversAhe  neutrop^ 

• Rare  reports  of  increaste  prothrombin  time  with  or 
withoet  clinicai  Meedbig  in  patients  receiving  Cector . 
and  Coumtein  concomttantly. 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 
creabnine. 

• Posibve  direct  Crxunbs’  test 

• Fal^iiosiUve  tests  for  urinary  giucote  wife  BenerStbis 
or  FehlirigS  solution  and  Clhiite^  tablete  tet  not  wibi 
Tes-Tape®  (glucose  enzymatic  test  strip,  Lilly). 

RA  8791  AMP  (021490li8) 

AMitional  information  avaifaUe  to  the  professirm 
on  remst  from  EU  Lilly  rmd  Cmparv,  Mlanapc^ 
ImJiana  46285. 

^ LR^  iMfestiIss,  Inc 
Carolina,  Puerto  Rico 
A SubskHary  of  Eli  Lilly  ati  Cofteany 
Indianapolis.  Indiana  46285 
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open  a SEP  by  April  15  and 
enjoy  these  benefits: 

• Tax-deductible  contributions 

Tax-deferred  compounding  of  earnings 
Flexible  contributions  up  to  $30,000  per  person 
No  reporting  requirements  (i.e.  Form  5500) 

Superior  service  that 
simplifies  your  planning 

A PaineWebber/Rotan  Mosle  Investment 
Executive,  specially  trained  to  service  the  retire- 
ment planning  needs  of  Association  members, 
will  work  with  you  to  eliminate  the  confusion 
and  shorten  the  process  of  retirement  planning. 
It  all  adds  up  to  full  service  retirement  planning: 
quality,  flexibility,  and  a cost  lower  than  you’d  proba- 
bly find  on  your  own.  Call  today  to  establish  a SEP 
and  take  advantage  of  a 1990  tax  reduction. 


For  more  information  call  (800)  999-7740. 

PaineV(^bber/  R01ANM0SLE 

A Division  of  PaineWehber 


Member  SIPC 


‘'Best  system,  best  service  and  best  support!” 


To  request  an  in-office  demonstration  or  to  receive  a 
FREE  informative  booklet  please  call  Mifax 


1-800-553-0011. 


1-800-553-0011 

IBM®  PS/2® 

Hardware 


llic  (',ontrol-o-fa\ 
(Computer  System  " 


Lee  Woods  — Office  Manager, 
Orthopaedic  Surgery,  San  Antonio,  TX 


"We  hai’e  been  most  impressed  and  appreciative  of  your 
training  and  support  as  we  continue  to  expand  our  use  of  the 
Control-o-fax  Computer  System. " 

Gail  D.  Stockman  MD,  Pulmonary  and  Critical  Care 
Medicine,  Longview,  TX 

"Patient  billing  is  now  done  in  a few  minutes  and  insurance 
billing  is  done  daily.  Cash  flow  has  almost  doubled  since 
installing  the  Control-o-  fax  Computer  System. " 

Keith  E.  Miller  MD,  Family  Practice,  Center,  TX 

"We  can  now  post  charges  and  receipts  plus  file  insurance  on 
a patient  in  less  than  five  minutes.” 

Jerelyn  Duncan  — Office  Manager,  Family  Practice, 
Center,  TX 

"The  training  we  received  from  Mifax  eliminated  all  initial 
fears  of  automation.  We  would  recommend  the  Control-o-fax 
Computer  System  to  any  office  considering  computerization.  ” 

Joy  Leach  — Business  Administrator,  North  Hills 
Family  Practice,  Ft.  Worth,  TX 

"This  is  the  second  computer  system  for  our  office.  . .great 
service,  great  performance  and  great  support. " 

Family  Health  Center,  Rio  Grande  City,  TX 

"The  Control-o-fax  Computer  System  solved  all  my  insurance 
problems.  The  training  and  support  has  been  outstanding!" 

J.  Ahrens  — Office  Manager,  Family  Practice, 
Caldwell,  TX 


Immune  globulin 
shortage  and  price 
increase  tied  to  Gulf  war 

A shortage  of  intramuscular  im- 
mune globulin  and  a doubling 
of  its  price  were  being  attributed  to 
Operation  Desert  Storm  in  late  Jan- 
uary, and  one  distributor  of  biologi- 
cals  said  albumin  could  be  the  next 
supply  casualty. 

An  Armour  Pharmaceutical 
Company  spokesman  said  the  intra- 
muscular immune  globulin  supply 
was  adequate  for  “patients  needing 
therapy”  and  for  the  military,  but 
that  the  substance  was  not  so  readily 
available  for  travelers  or  for  main- 
taining normal  stocks  (see  box). 

At  the  time  of  this  report,  some 
US-Iraqi  ground  skirmishes  had 
been  reported  by  the  press,  but  the 
anticipated  widespread  ground  ac- 
tion had  not  begun.  The  Armour 
spokesman  noted  that  albumin  typi- 
cally is  not  in  abundant  supply  and 
speculated  that  a major  ground  war 
could  result  in  shortages. 

Since  Cutter  Biologicals  stopped 
production  of  intramuscular  immune 
globulin  last  August,  the  spokesman 
said.  Armour  is  the  only  company 
producing  it  “commercially”  in  the 
United  States.  Publicly  funded 
sources  are  located  in  Michigan, 
Massachusetts,  and  New  York,  he 
said,  and  CDC  announced  that  the 
Michigan  State  Laboratory  Biologic 
Products  Division  had  limited  sup- 
plies for  “nationwide  distribution.” 

Texas  Department  of  Health 
(TDH)  epidemiologist  Lynne  Sehul- 
ster,  PhD,  said  the  health  depart- 
ment has  received  calls  as  a result  of 
the  shortage  hut  said  TDH,  like 
CDC,  does  not  supply  immune  glob- 
ulin. “TDH  can't  do  anything  about 
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it,”  she  said.  “We  haven’t  had  mon- 
ey available  for  the  purchase  of  IG 
for  general  use  even  when  times 
were  good.  . . . Our  hands  are  tied.” 

She  advised  physicians  in  need  of 
IG  to  contact  sources  who  might 
have  IG  and  then  to  use  it  “very, 
very  wisely.” 

About  3,200  cases  of  hepatitis  A 
were  reported  to  TDH  in  1989,  she 
said.  The  Centers  for  Disease  Con- 
trol reported  about  28,000  cases  of 
hepatitis  A for  1988. 

A Pentagon  spokeswoman  said 
troop  deployment  has  not  been  de- 
layed by  immune  globulin  shortages 
and  said  she  knew  of  no  other 
health-related  shortages  that  could 
affect  deployment.  The  US  military 
has  contracted  with  an  Italian  firm 
to  help  meet  future  military  needs 
for  immune  globulin,  she  said. 

Troops  have  been  routinely  inoc- 
ulated for  a number  of  illnesses,  in- 
cluding smallpox,  tetanus,  mumps, 
and  polio,  the  spokeswoman  said. 
Some  troops  are  receiving  inocula- 
tions for  cholera,  yellow  fever,  and 
typhoid,  depending  on  where  they 
are  deployed,  she  said. 

Medical  preparations  for  “germ 
warfare”  were  not  being  disclosed 
because  of  their  military  sensitivity. 


Sources  for  immune 
globulin 

For  information  about  how  to 
obtain  intramuscular  immune 
globulin,  call  Armour  Pharmaceuti- 
cal Company  at  (800)  727-6737  or 
(215)  278-5260  (rotary  phones),  or 
contact  the  Michigan  State  Labora- 
tory Biologic  Products  Division  at 
(517)  335-8120.  For  information 
from  the  Centers  for  Disease  Con- 
trol, call  (404)  332-4555. 


Desert  Storm: 

Texas  prepares  for  war 
casualties  and  terrorism 

As  the  first  days  of  war  smol- 
dered in  the  Persian  Gulf,  the 
Texas  Medical  Association  along 
with  state  and  federal  planners  be- 
gan preparations  for  the  worst:  civil- 
ian casualties  from  terrorist  attacks 
and  military  wounded  overextend- 
ing capabilities  of  military  hospitals. 

TMA  first  responded  with  the 
formation  of  a military  affairs  com- 
mittee (see  related  story,  p 11)  and 
an  assessment  of  current  state  and 
federal  plans  to  care  for  military  and 
civilian  wounded.  That  assessment 
continued  as  Texas  Medicine  went 
to  press. 

State  officials  say  the  Texas  De- 
partment of  Health  (TDH)  Office  of 
Emergency  Management  would  co- 
ordinate the  health-care  response  to 
“a  terrorist  attack  or  incident  of  any 
magnitude”  and  that  TMA  probably 
would  be  asked  to  help  by  organiz- 
ing trauma  teams  and  other  services 
for  civilians. 

Should  war  casualties  overwhelm 
US  military  hospitals,  VA  hospitals 
would  be  the  next  receiving  point, 
followed  by  National  Disaster  Medi- 
cal System  (civilian)  hospitals,  plan- 
ners say. 

Texas  could  play  a significant 
role  in  medical  care  of  battlefield 
and  civilian  casualties.  Dallas,  Hous- 
ton, and  San  Antonio  are  centers  for 
the  National  Disaster  Medical  Sys- 
tem, and  Brook  Army  Medical  Cen- 
ter in  San  Antonio  and  William 
Beaumont  Medical  Center  in  El  Paso 
would  be  among  the  first  military  fa- 
cilities in  the  US  to  receive  wounded. 

An  accurate  number  of  Texas 
physicians  called  to  active  duty  was 
unavailable  at  press  time,  but  TMA 
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is  collecting  names  of  active  duty 
physicians  (see  box,  p 1 1). 

The  military  would  not  release  ei- 
ther the  number  of  physicians  called 
to  active  duty  in  the  Persian  Gulf  or 
the  number  of  hospital  beds  pre- 
pared to  receive  casualties. 

TDHS  package  guides 
indigent  patients 
through  maze  of  health 
care  services 

Aha!  So  you  haven’t  memo- 
rized the  regulations  to  deter- 
mine whether  your  patient  is  eligible 
for  services  offered  through  the 
Texas  Department  of  Human  Ser- 
vices (TDHS).  And  you  can’t  meet 
HB  18  requirements  for  charity  care 
benefits  because  you  haven’t  kept 
track  of  the  number  of  patients 
you’ve  referred  to  Medicaid. 

You  could  request  hundreds  of 
pages  of  regulations  from  TDHS, 
train  your  staff  to  follow  them,  man- 
ually track  referrals  to  TDHS  pro- 
grams, and  dive  into  the  paperwork. 

Now  there’s  a better  answer.  You 
can  order  no-cost,  personal  comput- 
er software  that  does  the  eligibility 
screening  for  you.  The  software 
package,  offered  by  TDHS,  is  simple 
to  use.  Staff  probably  can  be  trained 
to  use  it  in  less  than  an  hour,  and 
screenings  should  take  only  minutes. 
The  software  is  ready  to  use  on  IBM- 
compatible  personal  computers. 

Integrated  Eligibility  Screen  asks 
the  computer  user  to  answer  funda- 
mental questions  about  the  patient’s 
income,  child-care  costs,  disabilities, 
and  dependents,  among  other  things, 
and  lets  the  user  know  whether  the 
patient  should  request  services  of 
any  of  six  publicly  funded  programs: 
CIHCP,  MIHIA,  PHCSP,  CIDC, 


AMA  alters  policy  on  physicians  with  HIV 

Physicians  with  HIV  infection  should  not  perform  invasive  procedures 
that  “pose  an  identifiable  risk  of  transmission,”  or  they  should  obtain 
informed  consent  from  patients  willing  to  receive  their  care,  according  to  an 
AMA  statement  released  January  17. 

The  statement  notes  that  “there  have  been  no  documented  cases  of  transmis- 
sion from  physician  to  patient,”  but  states  that  AMA’s  new  policy  was  written 
because  “recent  cases  of  possible  dentist-to-patient  transmission  have  caused 
some  uncertainty  about  the  risk  of  transmission  from  physician  to  patient.” 

The  AMA  policy  goes  one  step  further  by  stating  that  physicians  at  risk  of 
HIV  infection  and  who  perform  invasive  procedures,  should  “determine  their 
HIV  status.” 

The  statement  says  infected  physicians  have  a right  to  practice  medicine 
that  poses  no  identifiable  risk  to  patients  and  concludes  by  pledging  AMA 
“support  and  protection  of  these  physicians.” 


Editor's  note:  Texas  Medicine  is  planning  an  article  on  HIV  testing  of  physicians  and  invites  you 
to  comment  about  the  AMA  statement.  Contact  Jim  Busby,  Texas  Medicine,  by  fax  (512-479- 
6134),  telephone  (512-477-6704),  or  mail  (1801  N Lamar  Blvd,  Austin,  TX  78701).  Please  in- 
dicate whether  your  comments  may  be  published. 


Medicaid,  and  WIC.  Two  pages  of 
printed  information  accompany  the 
software  to  tell  the  computer  user 
what  those  programs  are  and  who 
benefits  from  them."' 

The  software  also  generates  three 
types  of  reports  for  tracking  patients 
referred  to  the  public  programs.  One 
report  summarizes  statistics  for  all 
patients  screened,  their  official 
poverty  level,  and  the  number  of  pa- 
tients referred  to  the  various  pro- 
grams covered  by  the  software. 

A second  report  provides  names, 
addresses,  and  social  security  num- 
bers of  all  patients  screened,  and  a 
third  report  provides  detailed  infor- 
mation supplied  by  the  patient  at  the 
time  of  screening. 

Jane  Jaggar,  unit  leader  with  the 
indigent  health  care/integrated  eligi- 
bility program  at  TDHS,  says  the 
software  may  be  the  first  of  its  kind 
in  the  US.  The  percentage  of  appro- 
priate referrals  made  by  the  software 
is  “very  high”  if  the  patient  answers 
questions  accurately,  she  says. 

“If  we  erred  at  all  (in  preparing 
Integrated  Eligibility  Screen).,  we 
erred  on  the  side  of  the  client,”  she 
says.  But  TDHS  also  warns  every 
person  using  the  software  to  refer 
patients  with  any  doubt  about  their 
status  to  the  appropriate  programs 
for  more  comprehensive  eligibility 


screening.  After  all,  the  software  is 
good,  not  perfect. 

For  example,  the  software  does 
not  screen  patients  for  eligibility  in 
the  relatively  new  Unemployed  Par- 
ents Program  offered  through  the 
AFDC  program  (Aid  to  Families 
with  Dependent  Children),  Ms  Jag- 
gar says.  Despite  regular  updates  to 
the  software  (at  least  one  annually), 
TDHS  does  not  intend  to  add  the 
unemployed  parents  program  in  fu- 
ture versions  of  the  software.  In  ad- 
dition, the  referral  by  the  software 
does  not  guarantee  that  the  patient 
is  eligible  for  services. 

To  order  the  software  (while  free 
supplies  last),  contact  Jane  Jaggar, 
Integrated  Eligibility  Y-927,  Texas 
Department  of  Human  Services,  PO 
Box  149030,  Austin,  TX  78714- 
9030. 

'CIHCP  = County  Indigent  Health  Care  Pro- 
gram; MIHIA  = Maternal  and  Infant  Health 
Improvement  Act;  PHCSP  = Texas  Depart- 
ment of  Health  (TDH)  Primary  Health  Care 
Services  Program;  CIDC  = TDH  Chronically 
111  and  Disabled  Children’s  Services;  Medicaid 
= (you  know  this  one!);  WIC  = TDH  Women, 
Infants,  and  Children’s  Nutrition. 
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Influenza  and  flu-like  illness  | 

The  Texas  Department  of  Health  (TDH)  reports  the  following  cases  of 
“influenza  and  flu-like  illness”  from  1980  to  1989.  Data  are  from  Epi-\ 
demiology  in  Texas,  the  TDH  annual  report  mentioned  at  left  in  “The  where, 
and  what  of  reportable  diseases  in  Texas.” 


The  where  and  what  of 
reportable  diseases  in 
Texas 

Does  your  work  or  curiosity  re- 
quire you  to  know  the  inci- 
dence of  Lyme  disease,  syphilis,  tu- 
berculosis, measles,  or  any  other 
diseases  routinely  reported  to  the 
Texas  Department  of  Health?  If  so, 
order  Epidemiology  in  Texas,  the 
1989  annual  report  produced  by  the 
TDH  Epidemiology  Division. 

There  is  no  charge  for  the  113- 
page  book,  which  provides  “selected 
disease  summaries”  (from  aseptic 
meningitis  to  viral  hepatitis)  and 
provides  tables  of  TDH  regional  and 
state  statistics. 

To  order  the  book,  contact  the 
Epidemiology  Division,  Texas  De- 
partment of  Health,  1 100  West  49th 
St,  Austin,  TX  78756. 

Breast  cancer  booklet 
tells  patients  about 
common  treatment 
alternatives 

A free  patient-education  book- 
let describing  the  most  com- 
mon treatment  choices  available  to 
patients  with  breast  cancer  can  be 
ordered  from  the  Texas  Department 
of  Health.  Breast  Cancer  Treatment: 
What  You  Need  to  Know  lists  stages 
of  cancer  and  describes  in  simple 
language  a variety  of  treatment  op- 
tions, such  as  surgery,  radiation 
therapy,  chemotherapy,  and  hor- 
monal therapy.  The  booklet  also  in- 
troduces the  patient  to  breast  recon- 
struction, rehabilitation,  and 
follow-up  care. 

The  booklet  helps  the  patient 
with  common  terms  (eg,  anesthesiol- 
ogist, mastectomy)  and  refers  the 


1980  99,292 

1981  ....143,955 

1 982  93,736 

1983  92,160 

1984  176,900 


patient  to  key  sources  of  informa- 
tion, including  the  American  Cancer 
Society,  the  Cancer  Information  Ser- 
vice, and  the  Komen  Eoundation. 

Authorized  by  the  Texas  legisla- 
ture, the  booklet  was  supported  by 
the  American  Cancer  Society  and  the 
Commercial  Real  Estate  Women  of 
Dallas,  with  special  thanks  to  the 
Texas  Cancer  Council,  the  Texas  De- 
partment of  Health,  and  the  Texas 


1985  96,164 

1986  83,524 

1987  62,192 

1988  109,871 

1989  134,604 


Medical  Association.  TMA  represen- 
tative Charles  E.  Oswalt,  MD,  was  a 
primary  author  of  the  booklet. 

To  order  the  booklet,  write  the 
Texas  Department  of  Health,  Ware- 
house Division,  1100  West  49th  St, 
Austin,  TX  78756-3199.  Ask  for 
Breast  Cancer  Treatment:  What  You 
Need  to  Know  (TDH  stock  number 
10-17)  when  ordering  the  booklet. 


Headache 


Let  Us  Take 
The  Hassle  Out  '^ 
of  Your  Billing 


CENTRAL  TEXAS  PROEESSIONAL 
BILLING  SERVICE 

FOR  MORE  INFORMATION  REGARDING  OUR  SERVICES, 
CALL;  800/621-7009 
Waco  817/754-4700 
FAX  817/754-4161 
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Puzzled? 


How  do  you  choose  who  con  provide  the  best  solution  to  your 
medical  liability  insurance  puzzle?  As  "Partners  in  Trust", 
TMLT  can  work  with  you  to  address  your  particular  medical 
liability  insurance  needs. 


Over  the  past  eleven  years,  TMLT  has 
carefully  constructed  a philosophy  of 
"Partners  in  Trust",  designing  our  prod- 
ucts and  services  to  meet  changing  poli- 
cyholder needs  in  a dynamic  liability 
environment.  At  the  same  time,  we  have 
remained  focused  on  the  fundamental 
concepts  that  make  us  strong  without 
compromising  our  unwavering  commit- 
ment to  our  policyholders.  Our  reputation 
has  been  built  on  the  sound  fundamentals 
of  stability,  integrity,  and  a value-added 
hands-on  approach  to  service. 


If  you  are  struggling  to  piece  together  a 
sound  medical  liability  insurance  pic- 
ture, compare  the  quality  and  scope  of 
TMLT's  products  and  services: 

e Reduced  Cost  Tail  Coverage 
• Opportunities  for  Premium  Discount 
e New  Master  Policy  Designed  for 
Groups 

e Strong  Claims  Management  and 
Defense 

e Loss  Prevention  Programs 
e Optional  Prior  Acts  Coverage 
e Non-assessable  Policies 


TEXAS  MEDICAL  LIABILITY  TRUST 


For  further  information,  contact  Marketing  and  Development,  P.O.  Box  14746,  Austin,  Texas  78761 

STATEWIDE  SERVICES  CENTER:  1-800-580-TMLT  Business  Offices:  512-454-6781 


Medical  Economics 


‘The  Medicare  Maze’ 
supplement  forecasts 
future  Medicare  fees 

If  you’re  worried  about  how 
Medicare’s  physician  payment  re-  ; 
form  will  affect  your  practice  when 
it  takes  effect  next  January,  now  you 
can  get  a preview.  A straightforward 
listing  of  more  than  1400  proce- 
dures lets  you  look  up  the  actual 
fees  you  would  receive  under  the 
currently  proposed  schedule. 

The  listing,  prepared  by  the  TMA 
Division  of  Medical  Economics,  is  the 
latest  update  to  TMA’s  popular  book. 
The  Medicare  Maze:  A Survival  Man- 
ual for  Texas  Physicians.  Physicians 
who  ordered  the  book  earlier  will  au- 
tomatically receive  the  update  free. 
For  other  physicians,  a single  copy  of 
the  listing  is  available  for  $25. 

The  listing  is  based  on  Medicare’s 
proposed  model  fee  schedule,  which 
it  published  last  September.  The 
model  fee  schedule  offers  a prelimi- 
nary look  at  the  major  reform  that 
will  occur  in  physician  payment  as 
Medicare  changes  from  its  current 
system  of  fee  profiles  to  a fee  sched- 
ule based  on  the  Resource-Based 
Relative  Value  Scale. 

TMA’s  listing  takes  the  published 
schedule  a step  further  by  translat- 
ing Medicare’s  relative  values  into 
actual  dollar  fees  adjusted  for  the 
payment  area  in  which  you  practice.  I 


Thirty-two  versions  of  the  list  cover 
the  payment  areas  in  Texas. 

Medicare’s  fee  schedule  covers 
about  1400  procedures  that  were 
studied  by  ITarvard  researchers  and 
reviewed  by  the  Physician  Payment 
Reform  Commission,  the  government 
agency  that  advises  Congress  on  re- 
form of  Medicare’s  physician  pay- 
ment system.  Each  procedure  is  bro- 
ken into  three  components  — work, 
overhead  costs,  and  professional  lia- 
bility costs  — based  on  researchers’ 
assessment  of  the  time,  difficulty, 
costs,  and  risks  involved  in  providing 
each  service.  Geographic  practice 
costs  indices  (GPCIs)  then  are  used  to 
adjust  each  of  these  components  to 
reflect  supposed  differences  in  prac- 
tice costs.  In  TMA’s  listings,  services 
are  listed  consecutively  by  CPT  code. 
Estimated  fees  appear  in  the  far  right- 
hand  column  (see  table  below). 

While  the  proposed  model  fee 
schedule  released  last  fall  is  not  the 
final  version,  TMA’s  medical  econo- 
mists say  analysis  of  the  current  ver- 
sion is  useful.  “While  there  certainly 
will  be  some  significant  changes  be- 
tween the  current  and  the  final  ver- 
sions, the  final  fee  schedule  most 
likely  will  follow  the  current  model 
closely,”  says  David  Marcus,  PhD, 
director  of  the  TMA  ITealth  Care  Fi- 
nancing Department.  “The  one  ma- 
jor exception  is  radiology,  because 
Medicare  will  not  use  the  model  fee 


schedule  to  determine  radiology  fees 
but  will  base  payments  on  modi- 
fications of  the  currently  effective  ra- 
diology fee  schedule.” 

In  translating  relative  values  into 
dollar  fees,  TMA  assumed  that  rela- 
tive values  will  be  converted  at  the 
rate  of  $1  per  relative  value  unit. 
While  it  is  unlikely  the  conversion 
factor  will  be  exactly  $1,  early  esti- 
mates indicate  the  conversion  factor 
will  be  close  to  that  level. 

TMA  prepared  The  Medicare 
Maze  to  help  Texas  physicians  and 
their  office  personnel  understand  and 
meet  Medicare  regulatory  require- 
ments. Written  in  a concise,  clear 
style,  it  deals  with  Medicare  issues 
most  troublesome  to  Texas  Physi- 
cians, such  as  “medically  unneces- 
sary” letters.  Maximum  Allowable 
Actual  Charge  (MAAC)  regulations, 
computerized  screening  of  claims, 
post-payment  audits,  and  more.  The 
manual  comes  in  a loose-leaf  binder 
for  easy  insertion  of  updates. 

If  you  order  The  Medicare  Maze 
($83.81,  including  shipping  and  tax) 
you  also  will  receive,  free,  the 
RBRVS  Model  Fee  Schedule  for 
your  area.  To  order  only  the  Model 
Fee  Schedule  Listing  ($25  each 
area),  use  the  order  form  on  page  62 
of  this  issue,  or  contact  the  TMA 
Division  of  Medical  Economics, 
Texas  Medical  Association,  1801  N 
Lamar  Blvd,  Austin,  TX  78701, 
phone  (512)  477-6704,  ext  209. 


A portion  of  TMA’s  computation  of  the  Medicare  Model  Fee  Schedule  for  Southeast  Rural  Texas* 


Work 

Code  Service  RVUs 


20S50  Injection  Treatment  19.2 

27135  Total  Hip  Replacement,  Revision  827.6 

31520  Diagnostic  Laryngoscopy  50.2 

3351 1 Coronary  Arteries  Bypass  832.4 

90015  Office/Op  Visit,  New,  Intermediate  20.6 


Overhead 

RVUs 

Malpractice 

RVUs 

Total 

RVUs 

Fee 

10.9 

1.4 

31.5 

$29.12 

1337.3 

242.7 

2407.6 

$2,120.69 

68.7 

11.5 

130.4 

$115.94 

1215.5 

385.3 

2433.2 

$2,086.92 

15.4 

2.0 

38.0 

$34.80 

*Work  GPCI  = 0.973;  Overhead  GPCI  = 0.894;  Malpractice  GPCI  = 0.494;  Assumed  conversion  factor  is  $1  per  RVU. 
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Medical  Economics 


Don’t  you  want  your 
refund? 


[edicare  had  refunded  more 
Ithan  $2,088,560  to  1,987 
Texas  physicians  by  mid-January 
1991,  as  the  result  of  TMA’s  success 
in  halting  a recoupment  effort  by  the 
Health  Care  Financing  Administra- 
tion (HCFA).  Additional  funds,  how- 
ever, are  owed  to  1,249  physicians 
who  have  not  yet  requested  refunds. 

The  refunds  are  the  final  step  in  a 
long  struggle  by  TMA,  Texas  Oph- 
thalmological  Association,  and  other 
medical  groups  to  stop  HCFA’s  re- 
coupment. HCFA  began  the  recoup- 
ment in  1987  as  a result  of  $13.5 
million  in  alleged  overpayments  to 
5,000  physicians  and  16,000  pa- 
tients during  a 1985  Medicare  cod- 
ing conversion. 

At  the  end  of  1989,  recoupment 
finally  was  halted  by  a provision  in 
the  Omnibus  Budget  Reconciliation 
Act  of  1989.  Refunds  to  Texas 
physicians  and  patients  began  in 
July  1990. 

More  than  $959,000  had  been 
refunded  to  9,592  Texas  patients  by 
mid-January. 

Physicians  who  are  due  refunds 
are  urged  to  contact  quickly  the  fol- 
lowing persons: 

HCFA  Regional  Office,  Bart 
Lacey,  (214)  767-6441  or  Blue 
Cross  and  Blue  Shield,  Barbara  Har- 
vey, (214)  669-7393. 


Here’s  more  good  news 
about  Medicaid 
pediatric  rates 

Payment  rates  for  four  addi- 
tional Medicaid  pediatric  pri-  ' 
mary  care  visit  codes  are  expected  to 
jump  by  35%  to  45%  beginning  this 
month.  The  rate  increases  affect 
CPT  codes  90015  (new  patient, 
office  visit,  intermediate),  90060  (es- 
tablished patient,  office  visit,  inter- 
mediate), 90215  (hospital  admis- 
sion, intermediate),  and  90282 
(daily  newborn  care). 

The  increases  are  in  addition  to 
those  reported  in  January  for  CPT 
codes  90050  (established  patient, 
office  visit,  routine),  90225  (initial 
hospital  visit,  normal  newborn), 
90250  (subsequent  hospital  visit, 
routine),  and  99152  (attend  C-sec- 
tion).  Rates  for  those  codes  also  are 
expected  to  increase  35%  to  45% 
on  March  1,  1991.  [See  “Increases 
proposed  in  Texas  Medicaid  pedi- 
atric reimbursement,”  p 61,  January 
1991,  Texas  Medicine.] 

Negotiations  among  TMA,  the 
Texas  Pediatric  Society,  and  the  ' 
Texas  Department  of  Human  Ser- 
vices, resulted  in  the  proposal  to 
raise  Medicaid  pediatric  reimburse- 
ment rates,  in  the  hope  that  access 
to  pediatric  primary  care  services  ! 
will  be  substantially  increased  by  the 
higher  rates. 

The  proposed  rates,  to  be  paid 
regardless  of  a physician’s  specialty, 
represent  the  lowest  that  will  be 
paid  for  the  eight  services;  higher  re- 
imbursements will  be  paid  to  physi- 
cians with  higher  profiles  for  the 
codes.  The  rates  apply  to  Medicaid 
recipients  through  age  17. 


TMA  fights  Medicare’s 
new  1-900  number 

Pointing  out  that  it  runs 
counter  to  the  Health  Care  Fi- 
nancing Administration’s  hassle-re- 
duction effort,  TMA  has  urged 
Medicare  to  ditch  its  new  caller-paid 
1-900  phone  number  and  return  to  a 
toll-free  phone  line. 

While  Medicare  retained  its  1- 
800  phone  line  for  patients  to  use, 
physicians  must  pay  for  calls  they 
make  on  behalf  of  patients  to  get  in- 
formation on  claims. 

In  a letter  to  the  Medicare  carrier 
in  Texas,  TMA  President  Wm.  Gor- 
don McGee,  MD,  expressed  Texas 
physicians’  objections  to  the  change: 

“We  believe  the  welfare  of  pa- 
tients is  best  served  by  a construc- 
tive, problem-solving  relationship 
between  Medicare  and  the  physician 
community,”  Dr  McGee  wrote.  “The 
newly  imposed  phone  charges  are  a 
hindrance  to  achieving  that  goal.” 

When  the  Medicare  carrier  re- 
sponded that  it  restricted  the  toll- 
free  number  for  use  by  patients  in 
order  to  comply  with  HCFA  guide- 
lines, Dr  McGee  contacted  HCFA. 

In  his  letter  to  Gail  R.  Wilensky, 
PhD,  administrator  of  HCFA,  Dr 
McGee  urged  her  to  reconsider  the 
decision  to  deny  the  Texas  Medicare 
carrier  support  for  the  1-800  num- 
ber. “The  1-800  number  was  an  out- 
standing service  that  engendered  di- 
rect communication  between  the 
carrier,  physicians,  and  their  pa- 
tients,” he  wrote.  “We  believe  the  1- 
900  caller-paid  number  goes  con- 
trary to  your  anti-hassle  philosophy 
by  erecting  a further  wall  between 
physicians  and  the  carrier.” 

TMA  also  has  urged  the  AMA  to 
pursue  the  issue  with  HCFA. 

At  Texas  Medicine's  press  time. 
Dr  Wilensky  had  not  yet  responded 
to  Dr  McGee’s  letter. 
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Take  the 
offensive:  tips 
for  handling 
utilization  review 

Mike  Dabbs 

TMA  Director  of  quality 
assurance/utilization  review 

Are  you  spending  more  and  more 
time  on  the  phone  responding  to 
private  sector  utilization  review? 
Here  are  some  practical  suggestions 
for  taking  charge  of  the  situation. 
Don't  let  utilization  review  get  in 
the  way  of  appropriate  patient  care. 

Increasingly  over  the  last  decade, 
private  insurance  companies  and 
self-insurance  programs  have  added 
utilization  review  (UR)  components 
to  contain  or  reduce  costs.  Just  5 
years  ago,  only  about  5%  of  Ameri- 
can workers  were  covered  by  such 
“utilization  management”  plans;  to- 
day, more  than  75%  are. 

Pre-certification  of  elective  hospi- 
tal admissions  and  review  of  contin- 
ued hospital  stays  are  usually  parts 
of  these  plans.  Other  types  of  UR  in- 
clude second  opinions,  discharge 
planning,  psychiatric  and  substance 
abuse  “management,”  and  various 
forms  of  benefit  determination,  in- 
cluding aggressive  approaches  to 
verify  pre-existing  conditions. 

Most  private  companies  conduct 
UR  by  telephone  and  that  translates 
into  significant  “phone  time”  for 
physicians.  TMA  has  determined 
that  Texas  physicians  spend  an  aver- 
age of  31/2  hours  per  week  on  UR 
activities;  their  staffs  spend  sig-  j 
nificantly  more  time. 

While  TMA  has  proposed  legisla- 
tion to  certify  private  review  agents 
as  a method  of  standardizing  and 
controlling  UR  [see  “A  cure  for  the 
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ills  of  private  UR  companies,”  p 30, 
Texas  Medicine.,  December  1990], 
even  successful  legislation  will  not 
make  these  programs  go  away.  Ac- 
cordingly, here  are  some  suggestions 
for  minimizing  the  hassles  of  tele- 
phone UR. 

•First,  and  foremost,  get  the 
caller’s  name  (full  name,  if  possi- 
ble) or  their  identification  num- 
ber and  their  company’s  name. 
Also  get  the  name  of  the  insured 
arrangement  for  which  they 
work  (if  they  do  not  work 
directly  for  the  insurer)  and  the 
group  or  certificate  number  of 
the  patient.  If  they  can’t  or  won’t 
provide  this  information,  do  not 
give  them  medical  information. 

• Consider  recording  conversations 
with  UR  company  reviewers. 
Reviewers  may  operate  more  rea- 
sonably and  professionally  if  they 
know  you  are  recording  the  call. 
If  they  refuse  to  talk  to  you  on 
that  basis,  document  that  refusal 
and  the  date. 

•Don’t  let  reviewers  take  you 
away  from  patient  care.  They 
generally  do  not  need  immediate 
contact  with  you.  Tell  them  you 
will  call  back  when  you  are  not 
busy  with  patients  and  request 
their  toll-free  number.  (Some 
companies  do  not  provide  toll- 
free  numbers.) 

• If  you  are  not  completely  sure  of 
a patient’s  condition  or  treatment 
plan,  don’t  talk  to  the  reviewer. 
Call  them  back  after  you  have 
reviewed  the  patient’s  record. 

• Give  a reviewer  only  basic,  neces- 
sary information  directly  ger- 
mane to  a patient’s  need  for  hos- 
pital admission  or  continued  stay. 
If  the  caller  asks  for  information 
you  believe  is  too  detailed,  either 
ask  to  speak  to  a physician  or  tell 


them  the  requested  information  is 
not  necessary. 

• Remember  that  it  may  take  less 
time  to  resolve  an  issue  with  a 
review  company  over  the  phone 
than  to  write  an  appeal  later. 

• Many  physicians  have  made  it  a 
policy  to  speak  only  to  physician 
reviewers,  not  to  nurse  reviewers 
or  review  clerks.  You  may  want 
to  ask  to  talk  to  a physician. 
Remember,  however,  that  a non- 
physician reviewer  may  be  easily 
impressed  with  your  medical 
knowledge  of  the  patient  and 
may  quickly  approve  a hospital 
admission  or  continued  stay. 

• Some  physicians  have  set  up  a 
protocol  for  UR  in  their  offices 
where  only  clerks  talk  to  clerks, 
nurses  to  nurses,  and  the  physi- 
cian only  talks  to  a physician.  If 
you  choose  to  do  this,  be  sure 
your  staff  members  familiarize 
themselves  with  a patient’s  condi- 
tion before  discussing  it. 

•Designate  one  person  (and  a 
back-up)  in  your  office  to  talk  to 
reviewers  so  they  become  famil- 
iar with  the  companies  and  their 
tactics. 

• If  you  are  talking  to  a non-physi- 
cian who  doesn’t  seem  to  under- 
stand or  be  knowledgeable  about 
a patient’s  condition,  ask  to 
speak  with  his  or  her  supervisor 
or  a physician. 

• Don’t  let  non-physician  reviewers 
make  the  final  decision  to  deny 
payment.  Vehemently  request  a 
discussion  with  a physician. 

• Do  not  provide  sensitive  infor- 
mation such  as  ITIV  status  or 
psychiatric  or  substance  abuse 
information  without  written  con- 
sent of  the  patient,  particularly  if 
it  is  not  germane  to  the  patient’s 
current  hospitalization. 
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• Consider  adding  to  your  patient 
information  sheet  a consent  form 
for  releasing  medical  informa- 
tion, by  telephone  or  in  writing, 
to  UR  companies.  However,  not 
having  a signed  consent  from  a 
patient  does  not  preclude  your 
providing  information,  since  the 
patient  probably  signed  a general 
consent  when  enrolling  in  the 
insurance  plan. 

• Document  all  telephone  contacts 
with  reviewers  includ- 
ing dates,  names,  and  X 

a brief  description  of  [ f 

the  contact.  \ 

•Be  sure  to  document  \ 
attempts  to  contact  ( 

reviewers  that  were 
not  completed  because  \ 
you  could  not  reach  the  \ yv 
reviewer  by  phone.  Also,  \ yi 
if  you  are  put  on  hold  for 
longer  than  seems  reason- 
able, hang  up,  document  the 
attempted  call,  and  call  back  at 
your  convenience. 

• Document  abusive  calls. 

• Document  the  time  you  and  your 
staff  spend  complying  with  UR 
requirements. 

•When  a hospital  admission  is 
approved,  ask  the  reviewer  for 
the  date  of  the  next  review. 
Document  that  date,  and  do  not 
talk  to  the  reviewer  if  they  call 
back  before  then. 

• If  a reviewer  sets  an  approved 
length  of  hospital  stay  you  feel  is 
too  short,  tell  them  so  and  ask 
them  to  adjust  it. 

• If  you  believe  a patient  should  be 
admitted  to  the  hospital  or  his  or 
her  hospital  stay  continued,  and 
the  reviewer  will  not  approve  it, 
do  what  is  right  for  the  patient 
and  appeal  the  case  later. 

• If  you  admit  a patient  to  the  hos- 
pital or  continue  treatment  after 


a denial  is  issued,  request  a retro- 
spective review  from  the  review 
company. 

• Many  hospitals  are  encouraging 
physicians  to  have  UR  calls 
referred  to  the  hospital’s  own  UR 
department  or  coordinator,  since 
they  are  more  familiar  with  UR 
activities  and  they  have  access  to 
patients’  charts.  This  can  save  you 
and  your  staff  a lot  of  time. 
However,  have  the  hospital’s  UR 
department  contact  you  if  it 
doesn’t  get  an  approval  so  you 


• If  a reviewer  calls  you  directly, 
ask  if  they  have  talked  to  the 
hospital.  If  they  have,  check  with 
the  hospital  before  you  talk  to 
the  reviewer.  Review  companies 
often  deny  requests  when  they 
receive  conflicting  information. 

• If  you  get  approval  for  a hospital 
admission  or  continued  stay,  let 
the  hospital’s  UR  department 
know  so  they  can  also  be  pre- 
pared for  calls  from  reviewers. 

•Always  ask  what  criteria  was 
used  if  a reviewer  denies  benefits 
for  a hospital  admission  or  con- 
tinued stay.  Some  companies  now 
will  provide  this  information. 

• Involve  your  patients  in  the  deci- 
sion to  admit  them  to  the  hospi- 
tal or  continue  treatment.  Inform 
them  of  any  medical  impact  of 
not  providing  treatment  as  well 
as  the  potential  financial  effect. 
Let  patients  know  you  will  help 


with  appeals  of  denials.  How- 
ever, if  a patient  decides  not  to 
continue  treatment,  be  sure  to 
document  that  decision. 

•Assist  patients  in  appealing 
unnecessary  denials  of  payment. 
Either  appeal  on  their  behalf  or 
help  them  prepare  their  appeal. 

•Use  all  available  appeal  avenues 
if  you  disagree  with  a review 
decision. 

• Consider  bypassing  the  UR  com- 
pany on  appeals  and  going  direct- 
ly to  the  medical  director  of  the 
insurance  company.  Let  the  insur- 
ance company  know  they  are 
responsible  for  the  acts  of  their 
agents,  such  as  the  UR  company. 

• When  appealing  a denial,  let  the 
employee  benefits  manager  of 
your  patient’s  employer  know 
about  problems  with  the  review 
firm.  The  employer  may  be  more 
of  an  advocate  for  the  patient 
than  for  the  insurance  company. 

•When  appealing,  always  request 
review  by  a physician  in  the 
appropriate  specialty. 

• If  a UR  or  claims  audit  firm  cuts 
your  payment  for  a reason  you 
don’t  understand,  request  clarifi- 
cation. 

• Consider  billing  the  insurance 
company  for  complying  with 
their  UR  requirements,  particu- 
larly if  they  require  copies  of 
records  or  you  must  complete 
additional  forms.  Some  compa- 
nies will  pay. 

If  other  methods  for  dealing  with 
UR  have  worked  for  your  practice, 
let  TMA  know.  Contact  Mike 
Dabbs,  Quality  Assurance/Utiliza- 
tion Review,  Texas  Medical  Associa- 
tion, 1801  N Lamar  Blvd,  Austin, 
TX  78701;  phone  (512)  477-6704. 
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Wbat  is  Medicare  Doing 
To  Your  Fees? 

In  order  to  give  physicians  a preliminary  idea  of  what  to  expect  under  Medi- 
care’s Resource-Based  Relative  Value  Scale  (RBRVS)  payment  system,  the 
Texas  Medical  Association  has  computerized  the  model  fee  schedule  published 
by  HCFA  in  September  of  1990  so  that  you  can  get  an  early  glance  at  the 
major  adjustments  that  payment  reform  is  likely  to  bring.  TMA  has  translated 
the  model  fee  schedule  into  a simple  listing  of  fees  for  each  of  the  payment 
areas  in  Texas. 

To  Order 

Please  fill  out  this  order  form  and  mail  along  with  a check  or  credit  card  information  to: 

Texas  Medical  Association,  Health  Care  Financing  Department,  1801  North  Lamar  Blvd.,  Austin,  TX  78701 
Or,  to  order  by  using  your  credit  card,  call  (512)  477-6704,  Ext.  209. 


Important:  You  DO  NOT  NEED  TO  ORDER  the  RBRVS  Model  Fee  Schedule  if  you  have  purchased 
The  Medicare  Maze.  You  are  already  on  our  database  and  you  will  receive  a copy  of  the  RBRVS 
Modei  Fee  Scheduie  free  of  charge. 


Order  Form 


Please  send  me RBRVS  Model  Fee  Schedule  Lists  at  $25  each  (includes  tax  and  shipping). 

Payment 

□ Check  enclosed  payable  to  TMA. 

□ Credit  Card:  □ Visa  □ MasterCard 

Card  No.  Expir.  Date 

Cardholder  Signature  

Name  

Address  

City  state  Zip 

Phone  specialty  


Check  each  Payment  County/Area  list  you  wish  to  order  ($25  per  each  location) 


□ Bell 

□ Dallas 

□ Grayson 

□ Lubbock 

□ Potter 

□ Travis 


□ Bexar 

□ Denton 

□ Gregg 

□ McLennan 

□ Smith 

□ Victoria 


□ Bowie 

□ Ector 

□ Harris 

□ Midland 

□ Tarrant 

□ Webb 


□ Central/South  TX  □ North  Central/North  East  TX 
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□ Brazoria 

□ El  Paso 

□ Hidalgo 

□ Nueces 

□ Taylor 


□ Cameron 

□ Galveston 

□ Jefferson 

□ Orange 

□ Tom  Green 


□ Wichita 

□ Panhandle  and  West  TX 


PHYSICIANS  CARING  FOR  TEXANS 


PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 

USAF 

Health  Professions 
Toll  Free 
1-800-423-USAF 


JUST  WHAT  THE 


DOCTOR 


ORDERED 


For  FREE  information  cali  l-800-8-?r;VV8 


WE  ACCEPT  TRADE-INS 
LOW  MONTHLY  PAYMENTS 

GAPP  INSURANCE 
INCLUDED 

MEMBER:  NATIONAL  VEHICLE 
LEASING  ASSOCIATION 


APPLE 


Medical  Leasing 


NO  DOWN  PAYMENT 
NO  SECURITY  DEPO 
FREE  LOANER  CAR 
FREE  DELIVERY 


Four  days 
of  educational 
opportunity 


in  Dallas’  elegant  Loews  Anatole  Hotel 

■ World-Class  Medical  Speakers 

■ State-of-the-Art  Exhibits 

■ House  of  Delegates 

■ Social,  Sports  and  Alumni  Events 

The  following  pages  contain  complete  registration 
information  for  the  1991  Annual  Session 

Commit  now  to  an  outstanding  educational  experience 
amid  magnificent  surroundings! 

(No  registration  fee  for  TMA  members) 


UAtfi  Annual  Session 




Toms  Medical  Associatm 


m 


TexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


TURN 

PAGE 


1991  Annual  Session  Advance  Registration  Form 


name  (please  print) 

specialty 

address 

city 

state 

zip 

MEMBER 

No  Fee 

NONMEMBER 

Fee 

please  check  all  applicable  spaces  below; 


□ Physician 

□ Intern/Resident/Fellow 

□ Medical  Student 

□ TMA  Officer 

□ TMA  Delegate 

□ TMA  Alternate  Delegate 

□ TMA  Councilor 

□ TMA  Vice  Councilor 

□ TMA  Board  Member  □ Chairman 
O TMA  Council  Member  □ Chairman 

□ TMA  Committee  Member  □ Chairman 

□ TMA  Trustee 

□ AMA  Member 

□ AMA  Delegate 

□ AMA  Alternate  Delegate 


□ Speaker 

□ Scientific  Exhibitor 

□ 50  Year  Club 

□ HMSS  Representative 

□ TEXPAC 

□ TEXPAC  300  Club 

□ MSS  Executive  Council 

□ MSS  Chapter  Officer 

□ MSS  Chairman 

□ RPS  Executive  Council 

□ RPS  Chairman 

□ RPS  Councilor 

□ YPS  Chairman 

□ YPS  Governing  Board 

□ CMS  Officer 


□ Speaker 

□ TMA  Member's  Family  (attach  names) 

□ County  Medical  Society  Staff  and  Family 
(attach  names) 

□ Physician 

□ Intern,  Resident,  Fellow 

□ Medical  Student 

□ Allied  Health  Personnel 

□ Approved  Visitor 

□ Nonmember's  Family  (over  age  21) 


waived 

waived 


waived 

$100 

$10 

$10 

$10 

$50 

$10 


Mode  of  transportation  □ car  □ plane 


Please  complete.  Include  registration  fee  if  appropriate  and  return  to  Texas  Medical  Association,  Annual  Session  and  Scientific 
Programming  Department,  1801  N.  Lamar  Blvd.,  Austin,  Texas  78701.  , 


i24tfi  Annual  Session 

Maif  0-12,1001 

Texas  Medical  Association 


Register  by  April  17  and  ha^ 
your  name  entered  in  the 
following  drawings: 

Weekend  for  Two 
Loews  Anatole  Hotel 

TMA  Luncheon  Ticket  (Friday 
Annual  Membership  Luncheoi 

Dinner  for  Two— Nana’s  Grill 
27th  Floor-Loews  Anatole  He 

Two  Tickets 

TMA/TMAA  Dinner  Dance 
(Friday) 


Advance  Ticket  Reservation  Form 


Return  completed  form  with  check  or  credit  card  information.  Pick  up 

All  events  held  at  the  Loews  Anatole  Hotel. 

Number  of  Amount 

Tickets  Enclosed 

Annual  Membership  Luncheon 

Speaker:  Prominent  Speaker  Pending 
Installation  of  TMA  President 
Friday,  May  10,  12:15-2  pm 

$25  per  person  

Cocktails/Dinner/Dance  (cash  bar) 

Friday,  May  10,  6:45  pm-midnight 

$50  per  person  

Dance  Only  (cash  bar) 

Friday,  May  10 

$20  per  person  

Dance  ticket  entitles  person  to  either  dance 

Playback — Big  Band  and  More 
Mai  Fitch  Orchestra 
9 pm-midnight 

Fast  Forward— 50's  and  Beyond 
Vince  Vance  and  the  Valiants 
8:30  pm-12:30  am 

TOTAL  $ 


tickets  at  the  registration  area  by  2 pm,  Thursday,  May  9. 


name 

phone  # 

address 

city  state  zip 


Charge  to  my Visa MasterCard  Amount  $ 

Acet.  No. Exp.  Date 

Name  on  Card 

Signature 

Ticket  reservation  form  and  payment  must  be  received  by 
April  17.  No  refunds  after  April  24. 

Return  to:  Texas  Medical  Association,  Annual  Session  and 
Scientific  Programming  Department,  1801  N.  Lamar  Blvd., 
Austin,  Texas  78701. 


Final  Program  Order  Form 


The  Program  and  Abstracts  of  the  124th  Texas  Medical  Association 
Annual  Session  will  be  available  in  mid-April.  To  order  your  copy  in 
advance,  return  form  with  payment  of  $6.00  to  Texas  Medical 
Association,  Annual  Session  and  Scientific  Programming 
Department,  1801  N.  Lamar  Blvd.,  Austin,  Texas  78701. 


name 


address 


city 


state 


zip 


Your  Reservations  Now! 

uests  will  be  processed  first-come,  first-served 
Housing  Bureau,  Dallas  Convention  and 
Bureau  through  the  mail,  by  fax,  or  by 

the  Official  Housing  Request  Form  and 
immediately  to: 

Housing  Bureau 

Convention  and  Visitors  Bureau 
Elm  Street,  Suite  2000 
TX  75270 

' lax:  (214)  746-6799 


Participating  Hotels  and  Codes 
Deadlines  for  Reservations— April  1 

LOEWS  ANATOLE  HOTEL  (01) 

2201  Stemmons  Freeway 
Atrium:  $89  Single  $ 99  Double 
Tbwer:  99  Single  109  Double 

Session  Headquarters 


STOUFFER  DALLAS  HOTEL  (02) 

2222  Stemmons  Freeway 

$94  Single/Double 

Butler  Service-additional  $20 


COURTYARD  BY  MARRIOTT  MARKET 
CENTER  (03) 

2101  Stemmons  Freeway 

1 person  2-4  persons 
Fri-Sat  $58  $58 

Sun-Thu  72  82 


QUALITY  HOTEL  MARKET  CENTER  (04) 

2015  Market  Center  Blvd 
$60  Single  $65  Double 


flail:  Monday-Friday  between  8 am-5  pm  CST: 

I Metropolitan  Dallas  Area  (214)  746-6681  Auxiliary  Headquarters 

5 US.  (800)  972-1029 


The  above  room  rates  do  not  include  13% 
occupancy  tax. 


not  send  housing  form  to  Texas  Medical 

ociation.  This  will  only  delay  your  request. 

1 four  hotels  in  order  of  preference. 

idline  for  reservations  is  April  1. 

I 

Infirmations 

'mowledgement  will  be  sent  within  48  hours  to 
1 directly  from  the  Housing  Bureau.  Actual 
iirmation  will  follow  from  hotel  (within  three 
sks). 

om  Deposits 

id  deposit  amount  indicated  on  the  confirma- 
1 form  directly  to  the  hotel  within  15  days  of 
eipt  of  confirmation.  If  a credit  card  number 
; been  given,  a deposit  is  not  required. 

i 

jianges  and  Cancellations 

I changes/cancellations  prior  to  April  1 should 
Imade  directly  with  the  Housing  Bureau.  After 
ril  1,  please  contact  the  assigned  hotel  directly 
i;h  any  changes  or  cancellations.  Notice  of 
icellation  must  be  received  by  hotel  within  72 
jars  of  your  scheduled  arrival  to  receive  deposit 
iund.  Don’t  be  a no  show! 
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U.lOOl 


Toms  Medical  Association 


1.  LOEWS  ANATOLE  HOTEL 

2.  STOUFFER  HOTEL 

3.  COURTYARD  BY  MARRIOTT 
MARKET  CENTER 

4.  QUALITY  HOTEL 
MARKET  CENTER 


FOR  HOUSING  BUREAU  USE  ONLY 


Texas  Medical  Association 
124th  Annual  Session 
May  9-12,  1991 
Dallas,  Texas 


OFFICIAL  HOUSING  REQUEST  FORM 


MAIL,  PHONE,  OR  FAX  TO: 

TMA  HOUSING 

1201  Elm  St.,  Ste.  2000 

Dallas,  TX  75270 

FAX:  214/746-6799 

PH:  214/746-6681  or  800/972-1029 


• PLEASE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

• COMPLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  COMPUTER  PROCESSING. 

• ACKNOWLEDGEMENT  WILL  BE  SENT  TO  INDIVIDUAL  INDICATED  BELOW.  CONFIRMATION  WILL  FOLLOW  FROM  HOTEL 

• PHOTOCOPY  THIS  FORM  IF  MORE  THAN  THREE  ROOMS  ARE  REQUIRED. 


INSTRUCTIONS:  Complete  requested  data  using  abbreviations  as  necessary. 
(NAME  OF  PERSON  REOUESTING  ROOMS) 


RESERVATION  CUTOFF  DATE  APRIL  1,  1991 


(LAS 

T NAM 

E) 

(NA^ 

/IE  OF 

COMP 

ANY  OR  FIRM) 

(STREET  ADDRESS  OR  PO.  BOX  NUMBER) 

(CITY) 


(STATE) 


(COUNTRY) 


(ZIP— USA) 


(AREA  CODE) 


(PHONE  NUMBER) 


INSTRUCTIONS:  Select  four  Hotels  of  your  choice.  Request  will  not  be  processed  without  four  choices. 


FIRST  CHOICE  □ □ 

(HOTEL  CODE  #) 

THIRD  CHOICE  □ □ 

(HOTEL  CODE  #) 


SECOND  CHOICE  □ □ 

(HOTEL  CODE  #) 

FOURTH  CHOICE  □ □ 

(HOTEL  CODE  #) 


INSTRUCTIONS:  1.  PRINT  OR  TYPE  NAMES  OF  ALL  PERSONS  OCCUPYING  EACH  ROOM. 

2.  SELECT  TYPE  ROOM  DESIRED  WITH  ARRIVAL  AND  DEPARTURE  DATES. 

3.  USE  SAME  FORMAT  FOR  ADDITIONAL  ROOM  REOUESTS. 

4.  PRINT  OR  TYPE  LAST  NAME  FIRST 


GUARANTEE  LATE  ARRIVAL  BY  CREDIT  CARD 

(Card  Holder  Name) 


(Type  of  Card  AE,  MC.  VISA) 


(Credit  card  number) 


(Expiration  date) 


GUEST  NAME/S  (PRINT  LAST  NAME  FIRST) 

ROOM 

NO.  1 

1 

CHECK  ONE 

Single  (1  person,  1 bed) 

Double  (2  pers,  1 bed) 

Dbl/Dbl  (2-4  pers,  2 beds) 

Parlor  + 1 bedroom 

Parlor  + 2 bedrooms 

ARR.  DATE  DEP.  DATE 

2 

ARR.  TIME  n AM  n PM  (Check  on 

NOTE:  Reservation  will  be  held  until  6 p.m.  unless  spec 
arrangements  are  made  directly  with  hotel.  The  hotel  m 
request  a deposit. 

3 

4 

ROOM 

NO.  2 

1 

CHECK  ONE 

Single  (1  person,  1 bed) 

Dbuble  (2  pers,  1 bed) 

Dbl/Dbl  (2-4  pers.  2 beds) 

Parlor  + 1 bedroom 

Parlor  -t-  2 bedrooms 

ARR.  DATE  DEP  DATE 

2 

ARR.  TIME  n AM  n PM  (Check  oni 

NOTE:  Reservation  will  be  held  until  6 p.m.  unless  spec 
arrangements  are  made  directly  with  hotel.  The  hotel  irn 
request  a deposit. 

3 

4 

ROOM 

NO.  3 

1 

CHECK  ONE 

Single  (1  person,  1 bed) 

Double  (2  pers,  1 bed) 

Dbl/Dbl  (2-4  pers,  2 beds) 

Parlor  + 1 bedroom 

Parlor  + 2 bedrooms 

ARR.  DATE  DEP  DATE 

2 

ARR.  TIME  n AM  n PM  /Check  on! 

NOTE:  Reservation  will  be  held  until  6 p.m.  unless  spec 
arrangements  are  made  directly  with  hotel.  The  hotel  mi 
request  a deposit. 

3 

4 

NOTE:  PLEASE  CHECK  ALL  ITEMS  FOR  ACCURACY 
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Total,  per  capita,  and  state  govern- 
ment health  spending  by  category  of 
service  for  1987  were  estimated 
along  with  the  distribution  of 
spending  by  sources  of  payment. 
Definitions,  methods,  and  sources 
of  data  are  similar  to  those  used  by 
the  US  Health  Care  Financing  Ad- 
ministration in  estimating  national 
health  care  expenditures  and  pay- 
ments. Comparisons  are  made  with 
prior-years’  spending  and  with  esti- 
mates of  spending  at  the  national 
level.  Spending  and  financing  pat- 
terns are  identified  and  possible  ex- 
planations are  discussed. 


Dr  Begley,  Associate 
Professor  of  Health  Poli- 
cy, and  Dr  Mains,  Fac- 
ulty Associate,  The  Uni- 
versity of  Texas,  School 
of  Public  Health,  PO 
Box  20186,  Houston, 
TX  77225.  Send  reprint 
requests  to  Dr  Begley. 


Health  expenditures  in  Texas  for  1987 

Charles  E.  Begley,  PhD 
Douglas  A.  Mains,  DrPH 


Health  expenditure  estimates 
for  Texas  for  1987  are  re- 
ported and  compared  with 
prior-year  estimates  and  with  na- 
tional spending  levels  to  identify  and 
monitor  current  patterns  in  the  size, 
composition,  and  growth  of  health 
care  spending  in  the  state.  This 
study  updates  previous  reports  of  to- 
tal, per  capita,  and  state  government 
expenditures  by  category  of  service, 
and  the  distribution  of  spending  by 
sources  of  payment  (1). 

Methods 

Expenditure  categories 
The  expenditure  categories  used  are 
the  same  as  those  used  by  the  Health 
Care  Financing  Administration 
(HCFA),  National  Cost  Estimates 
Branch,  in  their  reports  on  national 
and  state  health  expenditures,  with  a 
minor  change:  “Education  and  Re- 
search” was  defined  at  the  state  level 
because  it  is  a major  health  care  ex- 
penditure of  state  government  (2). 
HCFA  estimates  for  each  category 
were  available  for  1980  and  1982. 
The  methods  described  below  apply 
to  the  estimates  for  1981  and  for 
1983  to  1987.  In  generating  our  es- 
timates, we  rely  on  secondary  data, 
projections  based  on  per  capita 
growth,  or  a combination  of  these 
two  methods. 

1.  Hospital  care  is  defined  as  all 
funds  expended  in  the  provision 
of  services  and  supplies  of  both 
public  and  private  licensed  facili- 
ties, including  ancillary  services, 
staff  services,  and  pharmaceutical 
services  when  they  are  billed  by 
the  hospital.  Estimates  are  ob- 
tained from  the  American  Hospi- 
tal Association  hospital  statistics. 
The  net  total  revenue  of  commu- 
nity hospitals  is  added  to  the  ex- 


penses of  noncommunity  hospi- 
tals to  get  the  total. 

2.  Physicians’  services  is  defined  as 
the  gross  income  of  all  privately 
practicing  medical  and  osteo- 
pathic doctors,  excluding  those 
physicians  who  are  working  in 
salaried  positions,  such  as  staff 
and  government  physicians, 
whose  expenses  are  included  in 
other  categories.  Estimates  are  ob- 
tained by  multiplying  the  number 
of  licensed  private  practice  MDs 
by  the  mean  professional  expenses 
plus  mean  net  income  after  ex- 
penses before  taxes,  for  physicians 
in  the  west  south  central  area. 
These  data  are  reported  by  the 
American  Medical  Association 
Socioeconomic  Characteristics  for 
the  West  South  Central  Area.  The 
gross  income  of  DOs  is  estimated 
by  multiplying  the  number  of  li- 
censed private  practice  DOs  by  a 
1976  income  estimate  adjusted 
forward  by  the  physician  con- 
sumer price  index.  The  MD  and 
DO  estimates  are  summed  to  ob- 
tain the  estimate  of  total  spending 
on  physician  services. 

3.  Dentists’  services  are  defined  as 
the  gross  income  of  all  privately 
practicing  dentists  (analogous  to 
physicians’  services).  Estimates 
are  obtained  by  multiplying  the 
number  of  licensed  dentists  in 
private  practice  by  the  estimated 
mean  gross  revenue  for  dentists 
in  the  west  south  central  region 
of  the  United  States.  The  revenue 
data  are  based  on  information 
from  Dental  Economics.  This 
journal  reports  the  percentages  of 
practicing  dentists  in  various  in- 
come brackets  by  region.  By  cate- 
gorizing the  income  levels  (taking 
the  midpoint  of  each  income 
bracket)  and  calculating  univari- 
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ate  statistics,  we  estimate  a 
“mean”  gross  revenue. 

4.  Other  professional  services  are 
defined  as  the  gross  income  of  all 
other  privately  practicing  health 
professionals,  such  as  visiting 
nurses,  chiropractors,  and  physi- 
cal therapists.  Estimates  are  ob- 
tained by  using  national  expendi- 
ture data  on  other  professional 
services  and  physicians’  services 
from  HCFA  reports  and  the  esti- 
mate of  current  year  spending  on 
physicians’  services  for  Texas. 
The  assumption  is  made  that  the 
Texas  ratio  of  other  professional 
services  to  physicians’  services 
equals  the  national  ratio  of  other 
professional  services  to  physi- 
cians’ services. 

5.  Drugs  and  drug  sundries  are 
defined  as  total  receipts  from  the 
sale  of  all  prescription  and  non- 
prescription drug  items,  includ- 
ing items  such  as  first-aid  sup- 
plies, and  excluding  institu- 
tionally dispensed  drugs  within 
ancillary  services  of  institutions. 
Estimates  are  calculated  from 
HCEA  per  capita  data  and  Texas 
population  estimates.  The  cur- 
rent year  national  per  capita 
growth  rate  is  multiplied  by  the 
previous  year  per  capita  expendi- 
ture estimate  for  Texas  to  obtain 
the  current  year  state  per  capita 
estimate.  This  figure  is  multiplied 
by  the  current  year’s  state  popu- 
lation to  estimate  total  expendi- 
tures for  that  year.  This  method 
is  used  also  to  obtain  estimates 
for  categories  6 through  8 below. 

6.  Eyeglasses  and  appliances  are 
defined  as  total  receipts  from  the 
sale  of  all  eyeglasses  and  pros- 
thetic devices. 


7.  Other  health  services  constitute  a 
residual  category  that  includes  all 
health  and  medical  expenditures 
that  are  not  included  in  any  of 
the  other  categories,  such  as  in- 
dustrial in-plant  services,  public 
school  health  services,  and  medi- 
cal rehabilitative  services. 

8.  Nursing  home  services  are 
defined  as  all  expenditures  made 
in  the  provision  of  long-term,  in- 
stitutional care. 

9.  Prepayment  and  administration  is 
defined  as  the  cost  of  administer- 
ing private  health  insurance  (pre- 
miums paid  minus  benefits  paid) 
and  government  health  care  pro- 
grams. Estimates  are  based  on 
four  components:  (a)  the  net  cost 
of  accident  and  health  insurance 
policies  — benefits  minus  premi- 
ums (obtained  from  the  Texas 
State  Board  of  Insurance);  (b) 
workers’  compensation  costs  at- 
tributable to  medical  care  admini- 
stration — 0.41  X workers’  com- 
pensation benefits  minus 
payments  (obtained  from  Texas 
State  Board  of  Insurance);  (c)  the 
administration  costs  of  Medicare 
(0.029  X total  Texas  Medicare); 
and  (d)  the  state  government  esti- 
mate for  prepayment  and  admini- 
stration derived  from  state  bud- 
get documents.  The  estimate  does 
not  include  administration  costs 
of  self-insured  plans. 

10.  Government  public  health  activi- 
ties is  defined  as  expenses  in- 
curred in  the  provision  (by  all 
levels  of  government)  of  preven- 
tive health  services,  such  as  sani- 
tation, immunization,  pollution 
control,  and  public  health  educa- 
tion. Estimates  are  based  on  three 
components:  (a)  the  estimate  of 
state  expenditures  for  GPHA  de- 


rived from  stare  budget  docu- 
ments; (b)  federal  funds  that  are 
sent  directly  to  local  governments 
for  public  health  programs;  and 
(c)  local  government  funds  that 
are  spent  on  public  health. 

11.  Research  and  construction  is  de- 
fined as  spending  for  biomedical 
research  and  the  construction  of 
medical  facilities.  The  estimate  is 
based  on  the  assumption  that  this 
category  accounts  for  the  same 
proportion  of  total  spending  in 
Texas  as  in  the  United  States. 

12.  State  government  research  and 
education  is  defined  as  all  expen- 
ditures (by  state  government 
only)  on  state-supported  facilities 
of  higher  education  related  to 
health  research  and  health  man- 
power training.  Data  are  ob- 
tained from  state  budget  docu- 
ments. Included  are  schools  of 
medicine,  dentistry,  nursing, 
pharmacy,  optometry,  osteopathy, 
biomedical  sciences,  allied  health 
sciences,  and  public  health,  and 
health  services  education  and  ad- 
ministration. Expenditures  on 
state-supported  hospitals  are  in- 
cluded under  hospital  care. 

Sources  of  payment 

1.  Federal  funds  consist  mainly  of 
Medicare,  Medicaid,  and  Veter- 
ans Administration  spending.  The 
estimate  includes  US  Department 
of  Health  and  Human  Services 
expenditures  in  Texas  obtained 
from  Financial  Assistance  by  Ge- 
ographic Area  and  Veterans  Ad- 
ministration expenditures  in 
Texas  from  Geographic  Distribu- 
tion of  V.A.  Expenditures. 

2.  State  and  local  funds  are  defined 
as  spending  of  state  and  local  tax 
revenues  on  health  programs. 
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1.  Texas  spending  for  health  care  by  category  of  service,  1980  to  1987.  Amounts  spent  expressed  in  billions  of  dollars. 


1980 

1981 

1982 

1983 

1984 

1985 

1986 

1987 

Personal  health  care 

12.60 

14.75 

17.30 

19.54 

21.59 

23.20 

25.37 

27.34 

Hospital  care 

5.45 

6.55 

7.86 

8.84 

9.54 

10.28 

10.97 

11.77 

Physicians’  services 

3.01 

3.60 

4.30 

4.87 

5.42 

5.73 

6.37 

6.79 

Dental  services 

0.79 

0.91 

1.05 

1.20 

1.40 

1.36 

1.56 

1.62 

Other  professional  services 

0.31 

0.33 

0.35 

0.49 

0.58 

0.64 

0.72 

0.79 

Drugs  and  drug  sundries 

1.28 

1.42 

1.58 

1.77 

2.02 

2.25 

2.47 

2.73 

Eyeglasses  and  appliances 

0.33 

0.35 

0.38 

0.44 

0.52 

0.60 

0.69 

0.79 

Nursing  home  services 

1.12 

1.23 

1.36 

1.48 

1.60 

1.77 

1.94 

2.15 

Other  health  services 

0.31 

0.36 

0.42 

0.45 

0.51 

0.57 

0.65 

0.70 

Prepayment  and  administration 

0.84 

1.14 

1.14 

1.35 

1.82 

1.79 

1.49 

2.04 

Government  public  health  activities 
Research  and  construction  of 

0.28 

0.32 

0.36 

0.40 

0.42 

0.44 

0.49 

0.52 

medical  facilities 

0.69 

0.78 

0.87 

0.96 

1.01 

0.98 

1.02 

1.06 

Total  spent 

14.41 

16.99 

19.67 

22.25 

24.84 

26.41 

28.37 

30.96 

Annual  growth  rate  (%) 

13.8 

17.8 

15.73 

13.17 

1 1.61 

6.39 

7.41 

9.12 

Percent  of  total  state  product 

7.29 

7.07 

7.67 

8.29 

8.5 

8.6 

8.91 

9.75 

The  estimate  includes  health  and 
hospital  expenditures  minus 
charges  and  federal  revenues 
from  Bureau  of  the  Census  Gov- 
ernment Finance  Series  plus  state 
general  revenues  devoted  to  state 
government  health  spending. 

3.  Private  insurance  is  defined  as 
payments  by  commercial  insur- 
ance carriers,  HMOs,  and  self-in- 
sured plans.  Estimates  are  based 
on  data  in  State  Board  of  Insur- 
ance Annual  Report  plus  unpub- 
lished information  from  this 
board  on  self-insurance  plans. 

4.  Consumer  funds  are  defined  as 
payments  made  on  a cash  basis 
at  time  of  consumption.  The  esti- 
mate is  the  residual  of  total 
spending  not  paid  for  by  federal, 
state,  and  local  governments  or 
private  insurance  payments. 


State  government  expenditures 
A two-stage  process  is  used  to  cate- 
gorize state  government  expendi- 
tures for  health  by  the  HCFA  cate- 
gories. First,  health-related 
programs  and  services  included  in 
the  state  budget  that  meet  HCFA 
definitions  are  identified.  Second, 
those  programs  and  services  are 
placed  in  the  appropriate  expendi- 
ture category.  The  majority  of  the 
data  for  the  state  government  health 
expenditures  are  extracted  from 
Legislative  Budget  Estimates  pre- 
pared by  the  Fegislative  Budget 
Board.  Additional  data  are  obtained 
from  annual  reports  of  tbe  Texas 
Department  of  Human  Services  and 
from  legislative  appropriations  re- 
quests of  individual  state  agencies. 


Total  health  expenditures 

Health  spending  in  Texas  was 
$30.96  billion  in  1987,  with  88% 
devoted  to  personal  health  services 
and  supplies.  The  remaining  12%, 
roughly  $3.62  billion,  supported  the 
administrative  costs  of  private  insur- 
ance and  payment  programs  for 
public  vendors,  government-spon- 
sored public  health  programs  and 
services,  and  health-related  research 
and  construction  activities  (Fig  1). 
The  relative  proportion  of  spending 
by  category  of  service  has  remained 
fairly  stable  except  for  research  and 
construction,  which  has  consistently 
declined  in  importance  since  1980 
(Fig  2). 

After  2 years  of  relatively  modest 
growth  from  1984  through  1986,  an 
increase  of  9.1%  in  health  spending 


2.  Distribution  (%)  of  Texas  spending  by  category  of  service,  1980  to  1987. 


1980 

1981 

1982 

1983 

1984 

1985 

1986 

1987 

Personal  health  care 

87.39 

86.83 

87.94 

87.80 

86.92 

87.82 

89.42 

88.29 

Hospital  care 

37.83 

38.54 

39.97 

39.73 

38.41 

38.90 

38.66 

38.00 

Physicians’  services 

20.86 

21.18 

21.89 

21.87 

21.82 

21.68 

22.46 

21.92 

Dental  services 

5.49 

5.36 

5.32 

5.40 

5.62 

5.14 

5.48 

5.24 

Other  professional  services 

2.17 

1.94 

1.77 

2.20 

2.34 

2.44 

2.55 

2.55 

Drugs  and  drug  sundries 

8.89 

8.38 

8.04 

7.96 

8.14 

8.50 

8.72 

8.83 

Eyeglasses  and  appliances 

2.26 

2.07 

1.93 

1.99 

2.09 

2.28 

2.43 

2.55 

Nursing  home  services 

7.74 

7.24 

6.90 

6.63 

6.44 

6.71 

6.84 

6.93 

Other  health  services 

2.14 

2.12 

2.13 

2.02 

2.06 

2.18 

2.28 

2.27 

Prepayment  and  administration 

5.85 

6.70 

5.82 

6.09 

7.32 

6.79 

5.26 

6.59 

Government  public  health  activities 
Research  and  construction  of 

1.96 

1.87 

1.81 

1.80 

1.69 

1.67 

1.72 

1.70 

medical  facilities 

4.80 

4.60 

4.42 

4.31 

4.07 

3.72 

3.60 

3.42 
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3.  I’cr  capita  spcnJing  for  health  cate  in  selected  years,  I'exas  vs  United  States. 


for  1987  approached  the  double- 
digit  levels  of  the  early  1980s  (Fig 
1).  The  resurgence  in  health  spend- 
ing follows  the  national  pattern.  In 
1987,  aggregate  health  spending  in 
the  United  States  rose  9.8%  after 
rising  less  rapidly  in  the  prior  3 
years  (3).  Indeed,  the  average  annual 
growth  in  Texas  health  expenditures 
has  been  very  close  to  the  national 
average.  Over  the  last  5 years,  the 
state  average  was  9.5%;  the  national 
average  was  9.6%.  Since  1980, 
health  spending  has  grown  at  an  av- 
erage annual  rate  of  11.6%  in  the 
state  compared  to  the  national  aver- 
age of  10.9%. 

The  increase  in  annual  spending 
on  health  exceeded  the  growth  of 
the  general  economy.  This  is  shown 
by  the  rise  in  the  percentage  of  gross 
state  product  devoted  to  health  from 
8.9%  in  1986  to  9.75%  in  1987 
(Fig  1).  The  1987  figure  indicates 
that  the  health  industry  generated 
almost  $1  out  of  every  $10  of  eco- 
nomic activity  in  the  state. 

For  the  nation  as  a whole,  health 
spending  grew  as  a percent  of  Gross 
National  Product  from  10.7%  in 
1986  to  11.1%  in  1987  (3).  The  gap 
between  the  Texas  and  US  percent- 
ages indicates  that  on  average  Tex- 
ans devote  relatively  fewer  resources 
to  health  care  than  the  national  av- 
erage. This  observation  is  also  sup- 
ported by  per  capita  spending 
which,  in  1987,  averaged  $1,845  in 
Texas  (Fig  3).  Compared  to  the  na- 
tional average  of  $1,987,  per  capita 
spending  by  Texans  was  7.1%  low- 
er. In  1983,  Texans  spent  4.5%  less 
than  the  national  average  and,  in 
1980,  3.1%  less.  The  growth  in  per 
capita  spending  in  the  state  has  been 
slightly  below  the  national  average. 
For  the  period  1980  to  1987,  per 
capita  spending  grew  at  an  average 
rate  of  12%  per  year.  Over  the  same 


Texas ($) 

Uni 

ted  States  ($) 

1980 

1983 

1987 

1980 

1983 

1987 

Personal  health  care 

877 

1,235 

1,629 

934 

1,298 

1,757 

1 lospital  care 

379 

559 

701 

432 

606 

773 

Physicians’  services 

209 

308 

404 

199 

282 

408 

Dental  services 

55 

76 

97 

65 

90 

130 

Other  professional  services 

22 

31 

47 

24 

38 

64 

Drugs  and  drug  sundries 

89 

1 12 

163 

80 

101 

1 IS 

Eyeglasses  and  appliances 

23 

28 

47 

22 

26 

38 

Nursing  home  services 

78 

93 

128 

87 

121 

161 

Other  health  services 

22 

28 

42 

25 

34 

48 

I’repayment  and  administration 

59 

86 

122 

39 

71 

103 

Government  public  health  activities 
Research  and  construction  of 

20 

25 

31 

31 

41 

58 

medical  facilities 

48 

61 

63 

51 

64 

68 

Total 

1,004 

1,407 

1,845 

1,055 

1,474 

1,986 

period,  per  capita  spending  at  the 
national  level  grew  12.6%  per  year. 

One  factor  that  may  contribute 
to  the  slightly  lower  spending  levels 
in  Texas  is  a relatively  younger  pop- 
ulation than  that  of  the  nation  as  a 
whole.  A result  both  of  migration 
and  of  relatively  higher  fertility, 
about  10%  of  the  Texas  population 
was  65  or  older  in  1980  compared 
with  12%  for  the  nation.  A younger 
population  tends  to  lower  rates  of 
health  care  utilization.  The  average 
length  of  stay  for  admissions  to  non- 
federal  community  hospitals  in 
Texas  in  1986  (the  latest  year  for 
which  data  are  available)  was  6.1 
days,  compared  with  a national  av- 
erage of  7.1.  Hospital  admissions, 
inpatient  days,  and  outpatient  visits 
per  1,000  population  in  Texas  were 
125,  765,  and  625,  respectively.  For 
the  United  States,  the  comparable 
figures  were  130,  920,  and  930  (4). 

Another  possible  factor  con- 
tributing to  lower  spending  could  be 
lower  prices  for  health  services  in 
Texas.  Unfortunately,  medical  prices 
are  not  available  on  a statewide  ba- 
sis. However,  Bureau  of  Labor 
Statistics  data  for  the  Houston  and 
Dallas-Fort  Worth  metropolitan 
areas  indicate  that  the  price  index 
for  medical  care  in  the  state  (includ- 
ing drugs,  eyeglasses,  physicians’ 
fees,  dentists’  fees,  other  profession- 
al services,  hospital/ancillary  ser- 
vices, and  hospital  room  charges) 
may  have  been  slightly  above  the  na- 


tional average  in  1986  (the  latest 
year  for  which  data  are  available) 

(5) .  The  price  index  for  the  Houston 
metropolitan  area  exceeded  the  na- 
tional price  index  by  14.5%.  The  in- 
dex for  the  Dallas-Fort  Worth  area 
was  3.3%  above  the  national  index. 
Since  1980,  medical  prices  in  the  US 
have  risen  8.2%  per  year.  In  Hous- 
ton, the  average  annual  increase  was 
8.9%;  in  Dallas-Fort  Worth,  9.8%. 
While  prices  in  other  parts  of  the 
state  may  be  lower,  these  data  sug- 
gest that  the  lower  level  of  spending 
in  Texas  is  related  more  to  utiliza- 
tion differences  than  to  prices. 

Texas  differs  also  from  the  nation- 
al pattern  in  the  financing  of  health 
care.  A substantially  smaller  propor- 
tion of  health  spending  was  paid 
through  federal  government  pro- 
grams in  1987  (22.7%  vs  29.6%), 
and  a relatively  larger  percentage  was 
paid  by  individuals  on  an  “out-of- 
pocket”  basis  (35%  vs  29%)  (Fig  4). 
Such  differences  have  existed  since 
1980,  although  prior-years’  figures 
are  not  directly  comparable  because 
of  changes  in  estimation  methods.  A 
direct  correlation  between  the  extent 
of  insurance  coverage  by  a third  par- 
ty and  the  level  of  health  expendi- 
tures has  been  shown  in  many  studies 

(6) .  Thus,  the  lower  percentage  of 
third  party  coverage  in  the  state, 
which  can  be  attributed  primarily  to 
the  smaller  role  of  federal  programs, 
may  contribute  to  the  lower  level  of 
health  spending  in  Texas. 
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4.  Source  of  funds  for  personal  health  expenditures,  1987.  Amounts  expressed  in  billions  of  dollars. 


Texas  Health  Expenditures 

US  Health  Expenditures 

$ 

% 

$ 

% 

Federal 

6.21 

22.71 

131.2 

29.64 

State  and  local 

2.87 

10.51 

44.1 

9.96 

Private  insurance 

8.68 

31.75 

139.1 

31.43 

Consumer 

9.58 

35.03 

128.2 

28.97 

Total 

27.34 

442.6 

Why  is  federal  health  spending 
lower  in  Texas  than  in  other  states? 
The  first  reason  is  the  relative  youth 
of  the  population.  A younger  popu- 
lation results  in  fewer  people  quali- 
fying for  the  federal  government’s 
Medicare  program  and,  therefore, 
fewer  federal  Medicare  expendi- 
tures. A second  possibility  is  the  rel- 
atively small  size  of  the  state’s  Medi- 
caid program.  The  Texas  Medicaid 
program,  which  is  funded  with  57% 
federal  and  43%  state  dollars,  pro- 
vides coverage  to  families  and  indi- 
viduals based  on  income  and  other 
resource  characteristics.  The  Medi- 
caid eligibility  requirements  in  Texas 
are  well  below  those  in  most  other 
states.  As  a result,  only  about  25% 
of  the  people  living  below  poverty  in 
the  state  qualify  for  the  program 
(Texas  Department  of  Human  Ser- 
vices, Budget  and  Data  Analysis  Di- 
vision, unpublished  report,  1987). 
On  a nationwide  basis,  Medicaid 
covers  about  50%  of  those  in  pover- 
ty (7).  With  a limited  Medicaid  pro- 
gram, fewer  federal  dollars  come 
into  the  state.  In  1985,  Texas,  with 
6.9%  of  the  nation’s  population,  re- 
ceived only  3.7%  of  all  federal  Med- 
icaid expenditures.  In  contrast.  New 
Yorkers,  who  make  up  7.4%  of  the 
population,  received  17.6%  of  the 
federal  Medicaid  budget  (8). 

Health  expenditures  by  Texas 
government 

Texas  government  spent  $3.7  billion 
for  health  care  in  1987,  (12.1%  of 
total  health  spending  in  the  state) 
(Fig  5).  This  represents  all  expendi- 
tures for  state  programs  or  agencies 
(including  federal  and  local  tax  dol- 
lars as  well  as  state  tax  dollars)  that 
had  as  their  primary  purpose  advanc- 


ing physical  or  mental  health.  Thus, 
this  figure  includes  all  state  govern- 
ment expenditures  devoted  to  the  di- 
rect provision  of  health  services, 
financing  of  private  sector  services, 
administration  of  health-related  pro- 
grams, regulation  and  planning  activ- 
ities, research,  and  training. 

The  largest  item  in  the  state’s 
health  budget  is  Medicaid  spending 
(not  shown  as  a separate  item  in  Fig 
5 because  spending  is  spread  among 
a wide  range  of  services),  which 
pays  for  health  care  services  for  low- 
income  families  and  children  and  for 
long-term  care  services  for  the  low- 
income  aged,  blind,  and  disabled. 
Texas  spent  $828.4  million  on  Med- 
icaid health  services  (for  low-income 
families  and  children)  in  1987; 
$373.5  million  from  state  funds  and 
another  $454.9  million  from  federal 
matching  funds.  The  second  largest 
item  in  the  state  health  budget  was 
education  and  research  spending, 
which  accounted  for  $619.3  million 
in  1987.  This  includes  state  support 
for  public  and  private  medical,  den- 
tal, nursing,  and  other  health  profes- 
sional schools.  The  third  largest  item 
in  the  state’s  health  budget  is  $291.9 
million  that  supports  the  public 
health  programs  and  services  of  the 
Texas  Department  of  Health.  These 
programs  range  from  direct  services 
(eg,  family  planning  and  immuniza- 
tions) to  regulatory  activities,  plan- 
ning, and  evaluation.  These  three 
major  items  account  for  more  than 
54%  of  the  state  government’s 
health  budget.  The  remaining  46% 
is  spread  among  a variety  of  pro- 
grams and  agencies,  whose  activities 
range  from  provision  of  health  care 
services  to  licensing  and  regulation 
of  health  professionals  and  institu- 
tional activities. 


Growth  in  health  expenditures  of 
state  government  was  2.7%  in  1987. 
This  is  an  increase  over  the  1.9% 
rate  in  1986  but  well  below  the 
growth  of  total  health  spending  in 
the  state  and  the  overall  growth  of 
total  government  spending  as  indi- 
cated by  a decline  in  the  percentage 
of  the  state  budget  devoted  to  health 
from  about  22%  in  1983-1985  to 
about  20%  in  1986-1987.  As  indi- 
cated in  Fig  5,  state  government 
spending  on  medical  education  and 
research  has  actually  declined  over 
the  last  2 years,  by  0.8%  between 

1985  and  1986  and  by  5.2%  from 

1986  to  1987.  Medicaid  spending 
declined  by  2.7%  in  1986  and  rose 
15.2%  in  1987.  The  budget  of  the 
Texas  Department  of  Health  rose 
1.7%  in  1986  and  13.8%  in  1987. 

Summary 

A sharp  increase  in  Texas  health  ex- 
penditures in  1987,  following  2 
years  of  more  modest  growth,  indi- 
cates a return  to  the  high-growth 
years  of  the  early  1980s.  Almost 
10%  of  total  state  product  was  de- 
voted to  health  services  in  1987  — 
the  highest  percentage  to  date.  How- 
ever, Texas  remains  below  the  na- 
tional average  of  11.1%  of  national 
product  devoted  to  health.  Texas 
also  falls  below  tbe  national  average 
in  per  capita  spending  and  in  the 
proportion  of  the  health  bill  paid  by 
the  federal  government.  The  state  is 
above  the  national  average  in  the 
proportion  of  the  health  bill  paid  by 
consumers  on  an  out-of-pocket  basis. 

State  government  spending  on 
health  has  experienced  small  increas- 
es over  the  last  2 years  and  has  de- 
clined slightly  as  a percentage  of  the 
state  budget.  This  spending  has 
grown  less  rapidly  than  total  health 
spending  in  the  state.  These  trends 


74 


Texas  Medicine  / The  Journal  Volume  87  No.  3 March  1991 


5.  Texas  government  expenditures  for  health  hy  category  of  service,  1 98d  to  1987.  Ann)unt  spent  expressed  in  millions  of  dollars. 


1983 

1 

984 

1985 

1986 

1 

987 

$ 

% 

$ 

% 

S 

% 

.$ 

% 

$ 

% 

Personal  health  care 

2,068.1 

69.55 

2,270.1 

69.44 

2,502.2 

69.92 

2,590.8 

7 1 .05 

2,682.5 

71.65 

Hospital  care 

1,071.7 

36.04 

1,134.9 

34.72 

1,236.8 

34.56 

1,335.0 

36.6 1 

1,320.2 

35.26 

Physicians’  services 

153.7 

5.17 

192.8 

5.90 

191.8 

5.36 

151.1 

4.14 

169.6 

4.53 

Dental  services 

1.1 

0.04 

1.4 

0.04 

1.8 

0.05 

1.8 

0.05 

1.8 

0.05 

Other  professional  services 

101.3 

3.41 

182.1 

5.57 

258.6 

7.23 

301.2 

8.26 

341.3 

9.12 

Drugs  and  drug  sundries 

89.2 

3.00 

100.5 

3.07 

111.9 

3.13 

113.6 

3.1  1 

127.4 

3.40 

Eyeglasses  and  appliances 

0.1 

0.00 

0.2 

0.00 

0.2 

0.00 

0.2 

0.00 

0.2 

0.01 

Nursing  home  services 

514.8 

17.31 

499.9 

15.29 

504.1 

14.09 

465.1 

12.76 

496.4 

13.26 

Other  health  services 

136.2 

4.58 

158.3 

4.84 

197.0 

5.51 

222.8 

6.1 1 

225.6 

6.03 

Prepayment  and  administration 

119.0 

4.00 

168.2 

5.15 

165.5 

4.63 

145.7 

3.99 

150.0 

4.01 

Government  public 

health  activities 

244.8 

8.23 

249.3 

7.63 

252.3 

7.05 

256.6 

7.04 

291.9 

7.80 

Education  and  research 

541.5 

18.21 

581.4 

17.79 

658.4 

18.40 

653.2 

17.91 

619.3 

16.54 

Total  spent 

2,973.4 

3,269.0 

3,578.4 

3,646.3 

3,743.7 

Annual  growth  rate  (%) 

NA 

9.94 

9.46 

1.89 

2.67 

Percent  of  total  health 

care  spending 

13.37 

13.17 

13.55 

12.69 

12.09 

Percent  of  state  budget 

21.51 

22.08 

21.67 

20.07 

20.22 

may  change  as  a result  of  several  bills 
passed  in  the  1989  legislative  session. 
The  combination  of  significant  ex- 
pansions in  Medicaid  eligibility  stan- 
dards and  a rural  health  bill  address- 
ing the  liability  concerns  associated 
with  emergency  and  obstetrical  care 
of  indigent  patients  is  likely  to  pro- 
mote more  rapid  growth  in  spending 
through  the  state  Medicaid  program. 
A chemical-dependency  bill  was 
passed,  amending  the  Texas  Insur- 
ance Code  to  include  coverage  for 
chemical  dependency  and  alcoholism. 
This  expansion  of  mandated  insur- 
ance coverage  will  undoubtedly  in- 
crease spending  despite  a provision  in 
the  bill  that  allows  the  State  Board  of 
Insurance  to  adopt  standards  for  the 
control  of  costs.  Finally,  an  AIDS  bill 
was  passed,  increasing  significantly 
the  state  appropriation  for  AIDS  pre- 
vention and  treatment  services.  These 
measures  will  add  more  state  as  well 
as  federal  dollars  to  the  government’s 
health  budget,  but  government 
spending  in  health  will  continue  to 
stay  below  the  national  average. 
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Physicians  have  frequently  been  ex- 
posed to  personal  risk  during  the 
course  of  medical  practice.  This  risk 
has  been  most  obvious  during  the 
great  communicable  disease  epi- 
demics occurring  in  the  past  and  is, 
of  course,  present  also  when  medi- 
cal care  is  provided  during  wartime. 
Recent  public  pronouncements  of 
some  physicians  regarding  their  eth- 
ical responsibility  in  the  care  of  pa- 
tients with  communicable  diseases, 
particularly  acquired  immuno- 
deficiency syndrome  (AIDS),  have 
raised  questions  in  the  public  mind 
as  to  the  responsibilities  of  the  med- 
ical profession.  We  reviewed  the  his- 
tory of  medicine  to  examine  the 
traditional  responsibilities  of  physi- 
cians in  similar  circumstances.  Ex- 
amples from  our  historical  tradition 
should  be  of  value  to  each  physician 
and  to  society  in  determining  the  ap- 
propriate responsibilities  of  present- 
day  physicians. 
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From  plague  and  tuberculosis  to  AIDS: 
a reflection  on  the  medical  profession 

Khan  G.  Ha,  MD 
David  J.  Cohen,  MD 


The  medical  profession  tradi- 
tionally has  been  regarded 
with  respectful  reverence. 
Once,  Hippocrates  solemnly  swore 
in  his  oath,  “With  purity  and  with 
holiness,  I will  pass  my  life  and  prac- 
tice my  Art  (of  medicine).  . . . Into 
whatever  houses  I enter,  I will 
go  into  them  for  the  benefit  of  the 
sick  . . .”  (1).  An  oath  of  a Hindu 
physician  also  delineates  clearly  the 
strict  call  to  duty  of  the  physician: 
“Devote  yourself  to  the  healing  of 
the  sick  even  if  your  life  be  lost  by 
your  work”  (1).  Thus,  it  is  through 
the  inherent  risk  involved  with  heal- 
ing the  sick  and  being  responsible  for 
human  lives  that  the  medical  profes- 
sion has  carved  a niche  in  human 
history  as  a highly  respected  profes- 
sion. Surely,  history  abounds  with 
personal  heroics  of  physicians  who, 
through  involvement  with  patients, 
contracted  dreaded  illnesses  such  as 
the  bubonic  plague,  yellow  fever,  and 
smallpox.  On  the  other  hand,  history 
has  also  witnessed  physicians  who 
fled  the  responsibility  for  treating 
such  patients.  The  emergence  of 
AIDS  has  m.ore  recently  led  to 
widespread  fear  of  the  risk  from  con- 
tact with  such  patients  as  well  as  to 
confusion  among  some  health  care 
professionals  regarding  their  respon- 
sibilities to  these  patients.  This  issue 
requires  a reexamination  of  the  very 
nature  of  the  medical  profession  and 
the  duty  of  physicians.  A reevalua- 
tion of  the  responsibility  of  society 
toward  physicians  who  face  personal 
danger  in  the  line  of  duty  may  also 
be  indicated. 

Man’s  struggle  against  seemingly 
indomitable,  lethal  diseases  started 
early  in  history.  In  the  summer  of 
430  BC,  the  second  year  of  the  Pelo- 
ponnesian War,  a great  plague  ap- 
peared in  Athens.  Thucydides  wrote. 


“.  . . No  pestilence  of  such  extent 
nor  any  scourge  so  destructive  of 
human  lives  is  on  record  anywhere. 
For  neither  were  physicians  able  to 
cope  with  the  disease,  since  they  at 
first  had  to  treat  it  without  knowing 
its  nature,  the  mortality  among  them 
being  the  greatest  because  they  were 
more  exposed  to  it,  nor  did  any  oth- 
er human  act  avail”  (2).  Boccaccio 
also  observed  during  the  1348 
plague  in  Florence,  “Neither  the  ad- 
vice of  physicians  nor  the  virtue  of 
any  medicine  seemed  to  help  or  avail 
in  the  cure  of  these  diseases”  (2). 
Thus,  throughout  history,  physicians 
were  not  only  the  venerated  benefac- 
tors to  the  patients  inflicted  with 
dreadful  diseases  but  oftentimes  fell 
victim  themselves  to  the  disease  they 
were  fighting.  It  is  true  that  physi- 
cians tried  to  protect  themselves 
from  death  during  a hazardous  epi- 
demic since  an  illustration  from  the 
period  of  the  Medieval  plague  de- 
picts physicians  with  full  measure  of 
prophylactic  costumes  of  gloves, 
gowns,  hats,  and  beaks  (masks), 
making  rounds  with  fear  that  the 
disease  might  be  transmitted 
through  contact  or  air  (2). 

The  treatment  of  yellow  fever  is 
another  example.  From  the  17th 
century  to  the  early  20th  century, 
the  epidemics  of  yellow  fever  caused 
economic  paralysis,  suffering,  and 
death  in  the  Americas,  Europe,  and 
Africa  (3).  Confusion  and  ignorance 
as  to  the  etiology,  mode  of  spread, 
and  prevention  contributed  sig- 
nificantly to  the  panic  and  chaos 
that  ensued  after  the  outbreak  of  the 
disease.  The  epidemic  that  occurred 
in  Philadelphia  in  1793,  for  exam- 
ple, resulted  in  complete  dissolution 
of  society  (3).  The  early  years  of  lab- 
oratory research  on  the  yellow  fever 
virus  were  marked  by  tragedy  as 


76 


Texas  Medicine  /The  Journal  Volume  87  No.  3 March  1991 


well  as  by  the  exhilaration  of  suc- 
cess. Accidental  infection  occurred 
among  38  research  workers,  causing 
8 deaths  (3). 

More  dramatic,  personal  heroics 
can  be  found  near  the  turn  of  the 
20th  century  at  the  time  of  the  war 
between  Spain  and  the  United 
States.  In  Cuba,  where  the  war  was 
being  fought,  yellow  fever  killed 
more  US  soldiers  than  the  Spanish 
bullets.  This  fact  prompted  the  ap- 
pointment of  the  Yellow  Fever  Com- 
mission, headed  by  MAJ  Walter 
Reed,  which  was  sent  to  Cuba  to 
give  special  attention  to  the  cause 
and  prevention  of  the  disease  (4).  In 
the  process  of  proving  that  a 
mosquito  was  the  vector  of  the 
spread,  Drs  Lazear  and  Carroll,  who 
were  both  members  of  Reed’s  team, 
let  themselves  be  bitten  by  the 
mosquitoes  that  fed  on  patients  dy- 
ing from  yellow  fever.  Carroll  con- 
tracted yellow  fever  and  lay  near 
death  for  days  but  eventually  recov- 
ered (4).  Lazear  was  unaffected  by 
the  initial  mosquito  bite.  Weeks  lat- 
er, however,  he  was  again  bitten 
multiple  times  by  infected  mosqui- 
toes and  contracted  a severe  case  of 
yellow  fever,  which  eventually  led  to 
his  demise  (4).  Admirably,  these 
physicians  laid  down  their  lives  for 
the  greater  cause  of  humanity  and, 
thus,  became  outstanding  examples 
to  the  medical  profession. 

Historically,  not  all  physicians 
were  as  dedicated  to  their  profes- 
sion. Several  historical  examples 
provide  evidence  for  this  fact.  Galen, 
the  great  Greek  physician,  fled  from 
Rome  when  plague  struck  the  city  in 
166  AD  (5).  In  the  surviving  Me- 
dieval chronicles,  the  writers  lament- 
ed about  the  cowardice  of  physi- 
cians in  times  of  plague;  physicians 
all  over  Europe  appeared  to  have 
fled  from  the  incurable  disease  and 


from  the  patients,  out  of  fear  and 
terror  (5).  Some  doctors,  however, 
did  nor  flee,  not  because  of 
professional  conscience,  but  rather 
they  sought  out  the  disease  as  an  ex- 
traordinary financial  opportunity 
(5).  When  the  plague  invaded  Lon- 
don in  the  mid- 17th  century, 
Thomas  Sydenham,  who  was  just 
beginning  his  illustrious  career  as  a 
student  of  infectious  diseases,  fled 
the  city  as  quickly  as  possible,  not  to 
return  until  the  danger  was  past.  His 
behavior  was  similar  to  that  of  most 
of  London’s  physicians,  apothe- 
caries, and  surgeons  (5).  Undoubted- 
ly, the  prestige  of  the  medical  profes- 
sion suffered  considerably  in  those 
times  and  there  was  great  public  re- 
proach of  those  physicians  who 
shunned  the  sick. 

The  yellow  fever  epidemic  of  the 
summer  of  1793  in  Philadelphia  also 
witnessed  some  of  the  city’s  best- 
known  physicians  fleeing  to  the 
healthy  countryside.  Those  doctors 
became  the  subject  of  bitter  public 
mockery  and  attracted  poetic  notice: 

“On  prancing  steed,  with  sponge  at  nose 
From  town  behold  (the  doctors)  fly  . . . 
Safe  in  an  atmosphere  of  scents. 

He  leaves  ns  to  our  own  defense, 

. . . Some  soldiers,  thus,  to  honour  lost 
In  day  of  battle  quit  their  post.”  (5) 

Acquired  immunodeficiency  syn- 
drome (AIDS)  has  emerged  more  re- 
cently as  a formidable  pandemic, 
causing  panic  among  some  physi- 
cians and  potential  havoc  in  the 
medical  community.  Though  histori- 
cally not  unprecedented,  as  seen 
above,  the  fact  that  some  physicians 
are  refusing  to  treat  patients  afflicted 
with  AIDS,  both  privately  and  vo- 
cally, is  causing  a moral  dilemma  in 
the  medical  community.  To  deter- 
mine the  limit  to  which  a physician’s 


duty  extends,  and  to  determine  what 
constitutes  a reasonable  risk  to  the 
health  care  providers,  we  must  ex- 
amine the  risk  and  danger  AIDS  im- 
poses on  health  professionals  and 
place  this  risk  in  historical  perspec- 
tive. Next,  we  must  examine  the 
past  and  present  ethical  codes  of  the 
medical  profession  for  guidance.  Fi- 
nally, a discussion  of  the  direction 
that  the  medical  profession  must 
take  toward  achieving  a policy  that 
will  be  beneficial  to  both  the  pa- 
tients and  the  health  care  profession- 
als themselves  is  in  order. 

Infection  with  human  immun- 
odeficiency virus  (HIV)  is  the  initial 
event  in  the  natural  history  of  AIDS. 
Within  several  months  of  infection, 
specific  antibodies  appear  in  the  sera 
of  infected  patients.  Although  the 
natural  course  of  many  asymp- 
tomatic patients  infected  with  HIV 
is  uncertain,  estimates  suggest  that 
virtually  100%  of  HIV-positive  pa- 
tients under  study  will  eventually  de- 
velop “full  blown”  AIDS  (2).  In  one 
study  involving  817  workers  who 
had  needle  sticks  or  splash  exposure 
to  HIV-infected  fluids,  four  serocon- 
versions  occurred;  one  of  these  indi- 
viduals had  additional  risk  factors 
(2).  Thus,  almost  all  of  the  cases  in- 
volved with  needle  sticks,  cuts,  and 
mucous  membrane  exposure, 
showed  no  evidence  of  seroconver- 
sion. Contact  with  infected  secretion 
or  blood  seems  relatively  innocuous 
if  the  individuals’  epithelial  surfaces 
are  intact  (2). 

The  Centers  for  Disease  Control 
has  concluded  recently  that  the  risk 
of  becoming  HIV  positive  after  a 
single  HIV-contaminated  needle 
stick  is  1%  or  less  (6).  To  place  this 
in  perspective,  however,  assume  that 
an  emergency  department  surgeon 
experiences  40  needle  sticks  per 
year.  If  we  use  4.6%  as  the  preva- 
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lence  of  patients  with  AIDS  in  an  av- 
erage hospital  and  1 % risk  of  sero- 
conversion after  a needle  stick,  then 
the  annual  risk  of  converting  is  40  x 
4.6%  X 1%  = 2%  (6).  If  we  consider 
that  in  1968  at  the  height  of  the 
Vietnam  War,  a soldier’s  annual  risk 
of  dying  in  combat  was  less  than 
3%,  or  that,  the  fire  fighters  on  the 
front  line  in  Boston  face  a risk  of 
death  of  about  0.5%  in  the  worst 
year  and  0.2%  in  normal  years,  then 
this  2%  annual  risk  for  surgeons 
seems  quite  high  (6).  If  the  surgeons 
are  involved  with  high-risk  proce- 
dures (thoracostomy,  central  line 
placement),  especially  in  high-risk 
regions  such  as  Los  Angeles,  New 
York,  or  San  Francisco,  the  com- 
pounded annual  risk  to  the  surgeons 
will  be  considerably  higher.  Whatev- 
er estimate  we  choose  to  accept, 
there  seems  to  be  a definite  and  sig- 
nificant risk,  albeit  low,  in  treating 
the  patient  with  AIDS.  In  the  pre- 
sent, because  of  this  fear,  some 
physicians  dodge  their  duty  to  these 
unfortunate  patients  as,  in  the  past, 
some  physicians  fled  the  dangers  of 
plague  and  yellow  fever. 

The  crux  of  the  dilemma  is 
whether  physicians  have  a moral 
right  to  refuse  to  treat  patients  with 
AIDS.  To  answer  that  question  cate- 
gorically, we  must  examine  histori- 
cal precedents,  study  the  current 
guidelines  of  the  American  Medical 
Association,  and  then  place  the  an- 
swers in  a broader  perspective. 

When  the  second  great  pandemic 
of  bubonic  plague  of  1347  wiped 
out  one-fourth  of  the  European  pop- 
ulation, Medieval  physician-writers 
in  Plague  Tractates  repeatedly  em- 
phasized that  physicians  “debent  cu- 
rare infirmos”  (must,  ought  to,  care 
for  the  sick)  (5).  William  Boghurst, 
an  apothecary,  stated  eloquently  the 
duties  of  physicians  and  givers  of 


other  health  care  in  his  small  plague 
memoir  in  1666:  “Every  man  that 
undertakes  to  be  of  a profession  or 
take  upon  him  any  office  must  take 
all  parts  of  it,  the  profit  and  the  in- 
convenience altogether,  and  not  pick 
and  choose;  for  ministers  must 
preach,  captains  must  fight,  physi- 
cians attend  upon  the  sick,  etc.” 
Thus,  he  discouraged  magistrates, 
ministers,  physicians,  apothecaries, 
surgeons,  and  midwives  from  fleeing 
patients  with  the  disease  (5).  The 
city  of  Venice  in  1382  went  so  far  as 
to  pass  a law  forbidding  physicians 
to  flee  the  city  during  times  of 
plague,  prompting  similar  enact- 
ments in  the  1400s  in  Barcelona  and 
Cologne  (5).  The  plague  doctors  in 
those  days  were  expected  to  fight  the 
plague  in  the  city  that  gave  them 
home,  salary,  and  citizenship  (5). 
The  role  is  somewhat  similar  to  that 
of  military  men,  who  were  consid- 
ered public  property  and  were  ex- 
pected to  brave  an  occasional  dan- 
ger as  required  to  fulfill  the 
obligation  of  the  profession.  Ben- 
jamin Rush  tirelessly  battled  yellow 
fever  throughout  the  summers  of 
epidemic  in  Philadelphia,  although 
he  became  severely  ill  himself.  He 
regarded  the  patient-physician  rela- 
tionship as  more  of  an  extended 
family  as  he  exhorted  his  wife,  “It 
would  be  as  much  your  duty  not  to 
desert  me  in  that  situation  (of  illness 
and  death)  as  it  is  mine  not  to  desert 
my  patients”  (5). 

Many  instances  in  history  illus- 
trate a local  government’s  effort  to 
control  the  supply  of  medical  care  in 
times  of  scarcity  and  many  evidence 
the  heroic  commitment  of  individu- 
als to  their  patients,  which  arose 
from  a lofty  and  conscientious  sense 
of  duty.  Notably  lacking,  however, 
was  any  consensus  by  the  medical 
community  en  masse  to  dictate  an 


individual’s  responsibility  when 
faced  with  such  dilemmas.  The  code 
of  ethics  written  by  the  American 
Medical  Association,  newly  formed 
in  1847,  was  written  to  restore  the 
honor  and  prestige  of  the  medical 
profession  as  much  as  for  any  other 
reason.  The  tradition  of  the  Ameri- 
can Medical  Association  since  its  in- 
ception in  1847  is  that  “when  an 
epidemic  prevails,  a physician  must 
continue  his  labors  without  regard 
to  the  risks  to  his  own  health”  (7,8). 

Principle  VI  of  the  1980  Princi- 
ples of  Medical  Ethics  adopted  by 
the  AMA  states  that  “.  . . a physi- 
cian shall  in  the  provision  of  appro- 
priate medical  care,  except  in  emer- 
gencies, be  free  to  choose  whom  to 
serve,  with  whom  to  associate  and 
the  environment  in  which  to  pro- 
vide medical  services”  (7,9).  The 
principle  is  not  to  be  construed  as 
supporting  illegal  or  insidious  dis- 
crimination; rather,  it  reaffirms  re- 
spect for  individual  choice  and 
confidence  that  the  sick  and  needy 
patients  will  be  cared  for  by  the 
benevolent  physicians  without  ordi- 
nance to  do  so.  The  American  Med- 
ical Association’s  Council  on  Ethical 
and  Judicial  Affairs  in  late  1987  is- 
sued a report  to  the  AMA  House  of 
Delegates  stating  that  a physician 
“.  . . may  not  ethically  refuse  to 
treat  a patient  whose  condition  is 
within  the  physician’s  current  realm 
of  competence”  solely  because  the 
patient  has  AIDS  or  is  infected  with 
HIV  (10,11).  Although  organized 
medicine  under  the  leadership  of  the 
American  Medical  Association 
seems  to  be  endorsing  the  obligation 
of  physicians  to  care  for  patients  re- 
gardless of  the  diagnosis  or  inherent 
risk  to  the  physician,  there  is  still 
potential  conflict  with  section  VI  of 
the  AMA  code. 
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Let  us  approach  this  patient- 
physician  relationship  from  two  dif- 
ferent perspectives.  First,  we  have 
the  “rights”  model,  which  guaran- 
tees each  individual  a right  to  com- 
plete medical  care.  In  its  complete 
form,  this  model  of  medical  care 
obliges  the  medical  profession  to 
provide  care  for  all  sick  people. 
However,  it  can  only  impose  indirect 
obligation  upon  the  individual  prac- 
titioner. A physician  is  free  to 
choose,  e.xcept  in  emergencies.  Sec- 
ond, in  the  more  familiar  “contract” 
model,  which  is  the  dominant  theo- 
ry, a contract  is  created  voluntarily 
by  the  patient  and  the  physician,  im- 
posing a fiduciary  obligation  on  the 
physician  to  provide  unaltered,  stan- 
dard medical  treatments  to  the  pa- 
tient. Since  the  contract  is  totally 
voluntary,  either  party,  including  the 
physician,  can  terminate  the  contract 
at  any  given  time.  The  physician  is 
also  completely  free  to  refuse  any 
types  of  patients  at  the  slightest  sign 
of  risk  (5).  As  one  can  see,  both 
models  tend  to  view  medical  care  as 
a consumer  product  in  which  pa- 
tients demand  the  “right”  to  the 
goods  or  in  which  a contract  is  writ- 
ten to  dispense  services.  Surely,  even 
in  a capitalistic  society,  it  is  difficult 
to  accept  wholeheartedly  the  attitude 
that  patients  are  consumers  and 
physicians  are  merely  vendors  offer- 
ing medicine  as  trade  in  a market- 
place product  line  (6).  The  crux  of 
the  matter  is  that  the  obligation  of 
physicians  to  treat  sick  people  stems 
from  a different  root  than  that 
of  capitalism:  the  objective  of  a com- 
mercial enterprise  is  the  pursuit  of 
wealth;  the  objective  of  the  medical 
profession  is  devotion  to  a moral 
ideal. 

In  the  modern  era  of  AIDS,  the 
risk  a physician  undertakes  in  treat- 
ing these  patients  is  not  unlike  that 
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of  a lifeguard  in  a stormy  sea. 
I hough  health  professionals  are  not 
asked  to  be  martyrs,  deliberately 
sacrihcing  themselves  for  the  sake  of 
some  ideal,  they  are  still  expected  to 
exercise  their  skill  and  knowledge 
for  those  in  need  of  it,  despite  per- 
sonal risk,  and  to  have  the  prudence 
to  take  appropriate  protective  mea- 
sures (12).  Perhaps  the  word 
“beneficence”  suffices  to  describe 
the  essence  of  the  medical  profes- 
sion. Beneficence  — doing  good  — 
is  the  duty,  not  an  option,  of  the 
professional  (12).  Former  Surgeon 
General  C.  Everett  Koop  agreed 
when  he  pointed  out  that  “Many 
physicians  have  dealt  with  greater 
infection  such  as  the  great  influenza 
epidemic”  and  maintained  that  “.  . . 
if  physicians  decide  to  take  care  of 
some  patients  but  not  others  because 
they  don’t  like  the  diagnosis  of  those 
other  patients,  then  I think  the 
whole  fabric  of  medical  care  is  in 
question”  (13). 

With  that  issue  aside,  we  should 
note  that  many  areas  related  to  the 
care  of  victims  of  AIDS  need  to  be 
addressed.  A system  must  be  devel- 
oped to  ensure  sufficient  backup  help 
for  primary  care  physicians  by  spe- 
cialists with  particular  knowledge 
and  resources  m this  area  of  treating 
patients  with  AIDS  (14).  In  the  past, 
governments  employed  “plague  doc- 
tors” for  the  purpose  of  taking  care 
of  victims  of  plague.  Issues  of  ethical 
and  personal  risk  aside,  these  doc- 
tors were  mandated  by  the  govern- 
ment to  care  for  the  patients. 

More  recently,  in  the  early  2()th 
century,  particularly  in  France  and 
Germ.any,  tuberculosis  ran  rampant 
and  devastated  Western  Europe  by 
killing  one  of  seven  people.  Tubercu- 
losis caused  one  of  three  deaths 
among  the  young  and  productive 
work  force  (15).  In  the  United  States 
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and  Europe,  tuberculosis  sanitaria 
were  developed  to  allow  treatment 
with  bed  rest  and  isolation.  In  the 
United  States,  state  hospitals  for  tu- 
berculosis were  established  in  most 
states  to  ensure  that  therapy  was 
available  to  all.  This  system  allowed 
the  isolation  of  infectious  patients 
and  placed  them  under  the  care  of  the 
few  sanitarium  doctors.  The  system 
had  the  advantage  of  assuring  care 
for  all  patients  and  it  allowed  study 
of  this  disease  with  the  development 
of  new  therapies  and  clinical  trials. 
Apparently  no  special  arrangements 
or  disability  payments  were  provided 
for  physicians  who  contracted  tuber- 
culosis in  the  line  of  duty. 

A need  exists  to  establish  a public 
hospital  system  to  care  for  victims  of 
AIDS  and  other  communicable  dis- 
eases. Since  the  US  Public  Health  Ser- 
vice’s Communicable  Disease  Center 
and  the  National  Institutes  of  Health 
are  leading  the  research  efforts  by  the 
federal  government  in  this  regard, 
reestablishment  of  the  Public  Health 
Service  hospital  system  in  major  ur- 
ban areas  would  seem  an  appropriate 
and  effective  mechanism  to  care  for 
these  patients. 

The  public  must  also  assume  re- 
sponsibility to  provide  compensa- 
tion and  care  for  physicians  and  oth- 
er health  care  workers  who  contract 
AIDS  and  other  communicable  dis- 
eases in  the  line  of  duty.  Something 
akin  to  the  Workers’  Compensation 
Program  is  needed  to  provide  for 
these  afflicted  physicians  and  their 
families.  In  a recent  case,  which  re- 
ceived a great  deal  of  media  atten- 
tion, Dr  Hacib  Aoun  contracted 
AIDS  while  treating  a patient  during 
his  residency  training  at  Johns  Hop- 
kins Hospital.  After  an  unpleasant 
legal  confrontation,  the  hospital  set- 
tled out  of  court  with  Dr  Aoun  (16). 
The  hospital  and  medical  school 
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subsequently  approved  a plan  to 
cover  house  staff  with  insurance 
benefits,  at  no  cost  to  them,  in  the 
event  of  catastrophic  illness  or  death 
(17).  This  may  be  a model  that  other 
institutions  should  adopt. 

As  physicians,  our  historical  obli- 
gations to  our  patients  have  been 
well  delineated.  Let  us  remember 
that  our  final  obligation  as  physi- 
cians is  to  Man.  In  the  words  of  Ter- 
ence, “Homo  sum,  humani  nil  a me 
alienum  puto”  (I  am  a man:  I consid- 
er nothing  human  as  alien  to  me)  (1). 


References 

1.  Strauss  .\1B.  Familiar  Medical  Quota- 
tions, 1st  ed.  Boston,  Mass:  Little,  Brown 
and  Co;  1968:325,  284a. 

2.  Kim  JH,  Perfect  JR.  To  help  the  sick:  an 
historical  and  ethical  essay  concerning  the 
refusal  to  care  for  patients  with  AIDS. 
Am  ] Med.  1988;84:135-138. 

3.  .Monath  TP.  Glad  tidings  from  yellow 
fever  research.  Science.  1985;229: 
734-735. 

4.  Amster  LJ,  Finlay  CJ.  The  mosquito  man. 
Hosp  Prac.  1987;22:223-246. 

5.  Zuger  A,  .Miles  SH.  Physicians,  AIDS,  and 
occupational  risk:  historic  traditions  and 
ethical  obligations.  /AMA.  I987;258: 
1924-1928. 

6.  Emanuel  EJ.  Do  physicians  have  an 
obligation  to  treat  patients  with  AIDS?  N 
Engl ] Med.  1988;318:1686-1690. 

7.  Anonymous.  Ethical  issues  involved  in  the 
growing  AIDS  crisis.  NY  State  ] Med 
88:263-264. 

8.  “Code  of  Medical  Ethics.”  In:  American 
Medical  Association,  Proceedings  of 
the  National  Medical  Convention 
1 846-1 847;85-l06. 

9.  judicial  Council  of  the  American  .Medical 
Association.  Current  opinions  of  the  Ju- 
dicial Council  of  the  American  Medical 
Association.  Chicago,  111:  American  Medi- 
cal Association;  1986. 

10.  Annas  GJ.  Not  saints,  but  healers:  the  le- 
gal duties  of  health  care  professionals  in 
the  AIDS  epidemic.  Am  J Public  FFealth. 
1988;78:844-849. 

11.  Council  on  Ethical  and  Judicial  Affairs. 
Ethical  issues  involved  in  the  growing 
AIDS  crisis.  /AMA.  259:1360-1361. 

12.  Moreno  |D.  AIDS  and  the  caregiver:  The 
meaning  of  professionalism.  Am  / Hosp 
Pharm.  1988;45:642. 

13.  Droste  T.  Koop:  AIDS  poses  ethical 
dilemmas  for  physicians.  Hospitals. 
1987;61(23):61-62. 

14.  Cotton  Dj.  The  impact  of  AIDS  on  the 
medical  care  system.  JAMA.  1988;260: 
519-523. 

15.  Daniel  T.M.  Robert  Koch,  tuberculosis 
and  the  subsequent  history  of  medicine. 
Am  Rev  Respir  Dis,[982-,\25{3  Pt2):l-3. 

16.  Johns  Hopkins  Medical  Institutions, 
Office  of  Public  Affairs.  News  release.  De- 
cember 10,  1987. 

\7.  Johns  Hopkins  University  Gazette,  June 
21,  1988. 


80 


Texas  Medicine  / The  Journal 


Volume  87  No.  3 


March  1991 


Uiformation  availtjhle  regarding  the 
prevalence  of  human  immuno- 
deficiency virus  (HIV)  in  pregnant 
ivomen  indicates  that  the  primary 
risk  factor  for  infection  is  intra- 
venous drug  use.  At  Parkland 
Memorial  Hospital  in  Dallas,  Texas, 
approximately  4.7%  of  pregnant 
ivomen  reported  using  intravenous 
drugs.  The  estimated  prevalence  of 
HIV  infection  among  pregnant  in- 
travenous drug  users  at  this  hospital 
was  3.3%.  This  is  similar  to  the 
HIV  infection  rates  reported  for 
nonpregnant  parenteral  drug-using 
populations  in  other  areas  of  the 
southwestern  United  States,  suggest- 
ing that  there  may  be  a lower  rate 
of  endemic  infection  in  this  region 
of  the  country. 
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The  prevalence  ot  human  im- 
munodeficiency virus  (HIV) 
infection  in  women  of  repro- 
ductive age  and  the  rates  of  perina- 
tal transmission  of  the  virus  are  keys 
to  understanding  the  future  course 
of  the  acquired  immunodeficiency 
syndrome  (AIDS)  epicfemic.  With 
male  homosexuals  being  the  largest 
group,  intravenous  drug  users  con- 
stitute the  second  largest  group  at 
risk  to  become  infected  with  HIV  in 
the  United  States.  Intravenous  drug 
use  and  bisexual  behavior  are  the 
primary  sources  for  both  heterosex- 
ual and  perinatal  HIV  transmission 
(1).  Risk  of  HIV  infection  in  infants 
born  to  women  positive  for  the  anti- 
body is  high  (20%  to  60%)  (2,3). 
These  percentages  are  confounded 
by  placental  transfer  of  the  maternal 
HIV  antibody  (4)  and  by  neonatal 
immune  systems  that  are  not  yet  ca- 
pable of  producing  the  antibody  (5). 

Wide  geographic  variations  in  the 
seroprevalence  of  HIV  among  wom- 
en of  childbearing  age  and  among 
gravidas  have  been  reported  (6-8). 
Also,  studies  of  HIV  prevalence 
among  intravenous  drug  users  have 
documented  a great  disparity  among 
cities,  ranging  from  >50%  of  New 
York  City’s  intravenous  drug  users 
being  positive  to  <5%  in  areas  other 
than  the  East  Coast  (9). 

The  distribution  of  HIV  infection 
has  not  received  adequate  attention 
from  the  obstetric  and  pediatric  com- 
munities (3).  It  is  important  to  know 
more  about  the  prevalence  of  HIV 
among  women  and  their  infants  be- 
cause of  special  neonatal  and  mater- 
nal needs,  possible  risks  to  obstetric 
and  pediatric  personnel  (2,10),  and 
the  need  to  monitor  the  progression 
of  the  AIDS  epidemic  in  these  popu- 
lation subgroups.  This  paper  is  the 
first  to  report  the  prevalence  of  intra- 
venous drug  use  among  pregnant 
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women  and  the  prevalence  of  posi- 
tive HIV-antibody  tests  among  gravid 
intravenous  drug  users. 

Methods  and  materials 

In  1987,  more  than  14,500  infants 
were  delivered  at  Parkland  Memorial 
Hospital  (one  of  the  largest  obstetric 
services  in  the  LInited  States)  in  Dal- 
las County  (the  pretest  site  for  the 
National  Household  Seroprevalence 
Survey  by  the  US  Public  Health  Ser- 
vice) (11).  This  number  represents 
approximately  50%  of  the  total 
number  of  births  for  Dallas  County. 
Two  sets  of  data  were  available  in 
1987  regarding  the  prevalence  of  in- 
travenous drug  use  and  HIV  infec- 
tion in  pregnant  intravenous  drug 
users.  The  first  set  came  from  a sur- 
vey of  1,032  women  who  made  con- 
secutive visits  to  the  obstetric  clinic 
and  were  questioned  in  a structured 
interview  about  intravenous  drug  use 
during  pregnancy.  The  second  set 
came  from  122  pregnant  women 
who,  during  routine  obstetrical 
screening,  self-reported  intravenous 
drug  use  to  hospital  personnel  and 
who  delivered  their  infants  at  the 
same  hospital.  Six  of  the  122  women 
in  this  set  were  also  included  in  the 
survey  of  1,032  obstetric  clinic  atten- 
dees. All  of  the  122  pregnant  intra- 
venous drug  users  were  offered,  and 
subsequently  accepted,  HIV  anti- 
body testing  for  themselves  and  their 
liveborn  infants.  The  initial  HIV 
screen  was  an  enzyme-linked  im- 
munoassay (ELISA).  Positive  ELISA 
tests  were  verified  by  the  Western 
blot  technique. 

To  compare  the  prevalence  of  HIV 
between  urban  (within  Dallas  city 
limits)  and  suburban  (in  Dallas  Coun- 
ty but  outside  the  city  limits)  patients, 
the  sample  of  122  pregnant  intra- 
venous drug  users  was  divided  for  de- 
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1.  Intravenous  drug  use  in  1,032  women  surveyed. 


Drug  No.  (%)  of  Users  No.  (%)  of  Nonusers 


Cocaine 

17(1.7) 

Amphetamines 

18  (1.7) 

Heroin 

10  (1.0) 

Unspecified 

3 (0.3) 

Total 

48  (4.7)'- 

984  (95.3) 

'•  0.95  Cl:  4.4%  to  5.0% 

2.  Prevalence  of  HIV  antibody  in 

122  pregnant  intravenous  drug  users. 

No.  of 

No.  (%) 

Drug 

Users  Tested  "■ 

HIV  positivef 

Cocaine 

45 

1 (2.2%) 

AmphetaminesJ: 

52 

1 (1.9%) 

Heroin 

25 

2 (8.0%) 

Total 

122 

4 (3.3%)§ 

Enzyme-linked  immunoassay, 
t Western  blot  verified. 

X Includes  methamphetamines. 


mographic  analysis  by  postal  zip 
codes  of  residence.  Women  in  both 
groups  were  comparable  economical- 
ly since  the  majority  of  Parkland’s  ob- 
stetric patients  are  indigent  (<5%  of 
patients  pay  for  their  health  care). 

Results 

The  prevalence  of  intravenous  drug 
use  among  pregnant  patients  at 
Parkland  Memorial  Hospital  was  es- 
timated to  be  4.7%  (0.95  confidence 
interval  (Cl):  4.4%  to  5%)  (Fig  1). 
Clear  ethnic  differences  existed  be- 
tween intravenous  drug  users  and 
the  general  obstetric  population  at 
this  hospital,  which  comprises  39% 
black,  35%  Hispanic,  24%  white, 
and  2%  other  groups  (American  In- 
dians, Southeast  Asians,  and  other 
Orientals).  Prevalence  of  parenteral 
use  of  amphetamines  (including 
methamphetamines)  was  significant- 
ly higher  among  pregnant  white 
women  (94%)  when  compared  to 
other  ethnic  groups  (P<0.01).  Preva- 
lence of  intravenous  use  of  cocaine 
and  heroin  did  not  differ  significant- 
ly between  black  and  white  women 
(P>0.4).  Hispanic  women  were  un- 
derrepresented in  the  sample  of  in- 
travenous drug  users,  suggesting  a 
lower  prevalence  of  intravenous 
drug  use  during  pregnancy  in  this 
ethnic  group  (Fig  1).  The  average 
maternal  age  at  delivery  is  22.5 
years  for  all  obstetric  patients  at  this 
hospital,  24.5  years  for  pregnant  in- 
travenous drug  users,  and  26.5  years 
for  pregnant  women  who  are  HIV 
positive.  Primary  risk  factors  among 
the  122  women  who  used  drugs  in- 
travenously were  needle  sharing 
(99%),  multiple  sex  partners  in  the 
past  year  (55%),  and  sex  with  an  in- 
travenous drug  user  (20%).  Infor- 
mation regarding  risk  factors  in  in- 
travenous drug  use  reported  by 


§0.95  Cl:  2.8%  to  3.8%. 

pregnant  women  and  HIV  seroposi- 
tivity  did  not  differ  between  urban 
and  suburban  women  (Odds  Ratio  = 
1.3,  P<0.7  and  Odds  Ratio  = 1.3, 
P<0.1,  respectively). 

Four  of  122  pregnant  intravenous 
drug  users  tested  positive  for  HIV 
antibody,  resulting  in  an  estimated 
HIV  antibody  prevalence  of  3.3% 
(0.95  Cl:  2.8%  to  3.8%)  (Fig  2). 
Two  of  the  four  infants  born  to  HIV- 
positive mothers  who  used  drugs  in- 
travenously were  positive  at  3 
months  of  age.  Hence,  1.6%  (2/122) 
of  infants  born  to  intravenous  drug 
users  were  positive  for  HIV. 

Discussion 

The  percentage  of  intravenous  drug- 
using mothers  positive  for  HIV  in 
our  population  (3.3%)  is  similar  to 
that  observed  for  adult  male  and 
nonpregnant  female  intravenous 
drug  users  (2%)  in  San  Antonio, 
Texas  (Fig  3).  In  contrast,  the  preva- 
lence of  HIV  among  intravenous 
drug  users  in  New  York’s  inner  city 
is  much  higher  (65%)  (7).  The  dif- 
ference may  be  due  partly  to  a low 
infection  rate  in  the  general  obstetric 
population  in  Dallas  (approximately 
2 per  1,000  gravidas)  (12).  In  addi- 


tion to  regional  variation,  striking 
differences  within  the  city  have  been 
reported  for  seropositivity  among 
Chicago  intravenous  drug  users,  al- 
though factors  causing  these  differ- 
ences are  not  known  (3). 

The  lower  rate  of  HIV  prevalence 
reported  in  this  study  may  also  be 
due  partly  to  the  fact  that  south- 
western cities  in  the  United  States 
differ  demographically  and  geo- 
graphically from  cities  such  as  New 
York  and  Boston.  Urban  obstetric 
patients  in  Dallas  do  not  have  a 
higher  prevalence  of  self-reported  in- 
travenous drug  use  than  do  subur- 
ban patients,  and  HIV  prevalence  is 
also  similar  between  urban  and  sub- 
urban areas  of  Dallas  County.  This 
is  related  to  the  difficulty  in  defining 
geographically  an  “inner  city”  of 
Dallas  or  San  Antonio.  Neighbor- 
hoods are  dispersed  and  better 
defined  as  urban  poor  than  as  “inner 
city.”  Furthermore,  all  the  women  in 
our  study  came  from  lower  socioe- 
conomic strata,  while  other  studies 
that  found  differences  in  HIV  preva- 
lence between  urban  and  suburban 
populations  compared  groups  that 
appeared  to  be  socioeconomically 
heterogeneous  (1,3, 6, 8).  Therefore, 
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I’revalenci.'  ot  IIIV  infection  among  heterosexual  intravenous  tlrug  users  by  region  from  pub- 
lished sources  (7, 14). 


Region 

City/State  Sampled 

1 IIV  positive,  % 

Northeast 

New  York,  NY 

61 

Boston,  Mass 

28 

Rhode  Island 

10 

Connecticut 

23 

Philadelphia,  Pa 

16 

Southwest 

San  Antonio,  Tex 

2 

Dallas,  Tex 

2“- 

Rocky  Mountains 

Denver,  Colo 

5 

Cheyenne,  Wyo 

0 

South 

Miami,  Fla 

5 

Atlanta,  Ga 

10 

New  Orleans,  La 

1 

Lexington,  Ky 

0 

Midwest 

Detroit,  Mich 

12 

Minneapolis,  Minn 

1 

Ohio 

1 

Chicago,  111 

25 

Milwaukee,  Wis 

2 

Mid-Atlantic 

Baltimore,  Md 

29 

Delaware 

8 

Washington,  DC 

7 

West  Coast 

Los  Angeles,  Calif 

1.5 

San  Francisco,  Calif 

16 

Seattle,  Wash 

0 

we  cannot  calculate  prevalence  rates 
for  a well-defined  Dallas  population 
that  are  truly  comparable  to  those 
for  demographic  and  socioeconomic 
subgroups  from  the  northeastern 
United  States  that  have  been  report- 
ed in  the  literature.  This  demograph- 
ic difference  may  be  confounding 
the  study  of  HIV  in  the  southwest- 
ern United  States  or  may  be  a factor 
contributing  to  a genuinely  lower 
rate  of  endemic  HIV  infection. 

Whatever  the  reasons  may  be,  re- 
gional variation  in  HIV  prevalence 
among  intravenous  drug  users  is  ap- 
parent (Fig  3)  and  may  be  important 
for  planning  public  health  strategies 
to  abate  the  AIDS  epidemic.  A study 
of  HIV  seroprevalence  in  newborns 
in  New  York  State  found  congruence 
between  areas  in  New  York  City 
with  high  rates  of  drug-related  hos- 
pital discharges  and  the  high  propor- 
tion of  childbearing  women  infected 
with  HIV.  This  congruence  suggests 
the  importance  of  intravenous  drug 
use  or  of  sex  with  an  intravenous 
drug-using  partner  in  predicting  HIV 
prevalence  among  pregnant  women 
(13).  Such  variation  in  HIV  preva- 
lence among  high-risk  groups  may 
be  relevant  to  assessing  risks  of  HIV 
exposure  to  obstetric  and  pediatric 
personnel  who  work  in  various  re- 
gions of  the  country  or  in  certain  ar- 
eas within  cities. 

HIV  infection  has  not  reached 
epidemic  proportions  among  preg- 
nant parenteral  drug  users  in  Dallas, 
Texas.  This  phenomenon  appears  to 
be  related  to  a low  endemic  rate 
among  individuals  at  high  risk  for 
the  infection.  The  HIV  prevalence 
among  intravenous  drug  users  in 
Dallas  in  1987  is  similar  to  that  in 
Manhattan  in  1976  (~3%)  (1).  Un- 
less efficacious  intervention  in  the 
HIV  epidemic  is  introduced,  the 
prevalence  of  HIV  among  intra- 


’■'Unpublished  data 

venous  drug  users  in  Dallas  may  in- 
crease over  the  next  decade  to  reach 
levels  similar  to  those  in  Manhattan 
in  1985  (-60%). 
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Coordinator,  Outpatient  Services  Coordinator,  Inpatient  Services 

Diplomates  American  Board  of  Anesthesiology 


JOHN  ADNOT,  MD 

Mohs  Micrographic  Surgery  for  Skin  Cancer 

4200  S.  Hulen  #400 

Ft.  Worth,  Texas  76109:  817  377-0626 


DAVID  R.  WEAKLEY,  MD,  FACP 
DENIS  L,  BEAUDOING,  MD 

Dermatology  and  related  Allergy 

Dermatologic  Surgery,  Cosmetic  and  Laser  Surgery 

Diseases  of  the  skin,  dermabrasion,  chemical  peeling,  collagen,  sclerotherapy, 
lipoinjection,  allergy  and  cosmetic  counseling 

Medical  City,  Dallas  Suite  21 4A,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


DERMATOLOGY  ASSOCIATES  OF 
SAN  ANTONIO 

James  Lewis  Pipkin,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 
Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209; 

512  222-8651, 222-2001 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Endocrinology 

ERIC  A.  ORZECK,  MD,  FACP 
Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


Family  Practice 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
orgahic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment, biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 


84 


Texas  Medicine 


Volume  87  No.  3 March  1991 


Texas  Physicians’  Directory 


Hand  Surgery 


Nuclear  Medicine 


L.  LEE  LANKEORD,  MD 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V,  DIBELLAi,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave,,  Suite  450,  Dallas,  Texas  75246:  214  823-5351 
LANKFORD  ZEHR  DiBELLA  HAND  SURGERY  ASSN. 


KENNETH  D.  GLASS,  MD,  EACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631  -7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230:  214  661-4797 


PHILLIP  E,  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DAL10\S 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Landry  Towers,  41 1 North  Washington.  Suite  7000,  Dallas,  Texas  75246:  (214)  823-7090 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 
HERBERT  0,  ALLEN,  MD,  FACNM 

Texas  Medical  Center,  641 1 South  Main  Street.  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,  MD,  FACNM,  Director— 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  dost  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231 : 214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246:  214  821-4540 


BRUCE  0,  TAYLOR,  MD 
RICHARD  L,  WINSLOW,  MD 


Medical  City  Dallas  11,  7777  Forest  Lane,  Suite  81 16,  Dallas,  Texas  75230:  DiSGaSGS  & SurgGry  Of  thG  VitrGOUS  and  RGtina 

214  661-7010 


REGIONAL  HAND  CENTER  FOR  WEST  TEXAS 
AND  EASTERN  NEW  MEXICO 
Royce  C.  Lewis,  Jr,  MD 

3502  9th  Street,  Suite  G10 

Lubbock,  Texas  7941 5-3300:  806  744-7003 


281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

DiplomatG  AmGhcan  Board  of  Ophthalmology 
DisGasGS  and  Surgary  of  thG  Eya 


Neurological  Surgery 


DOCTORS  SMITH,  WHEELER,  PARKER, 
AND  CRAVENS.  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler.  MD 
Leighton  B.  Parker,  MD 
George  F.  Cravens,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
Gamma  Knife  Radiosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  Terry  Hodd,  MD 

W.  Robert  Hudgins.  MD 

St,  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd. .Suite  620 
Dallas.  Texas  75235;  214  637-0420 

Presbyterian  Professional  Bldg.,  8230  Walnut  Hill  Lane,  Suite  610; 

Dallas,  Texas  75231 : 214  369-7596 


2201  North  Stanton,  El  Paso.  Texas  79902;  915  545-2333 

RETINA-VITREOUS  ASSOCIATES 
W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004 
713  528-1122 

VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 

Diplomate.  American  Board  of  Ophthalmology 

DissasGS  and  SurgGry  of  the  Retina  and  Vitreous 

1021  Washington  Avenue.  Fort  Worth,  Texas  76104;  817  332-6200 


ARTHUR  M.  CLEMENTS,  MD 

Surgery  & Diseases  of  the  Eye 

Diplomate  American  Board  of  Ophthalmology 

21 1 Medical  Drive,  Suite  1 , Fredericksburg.  Texas  78624 
512  997-6535:  1-800-421-7513 
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Orthopedic  Surgery 


Pediatric  Ophthalmology 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 


W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


ROBERT  D.  GROSS,  MD,  FAAR 

Children’s  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(81 7)  336-0900,  Metro  988-7700  and  (800)  733-0460 


A Pr/^foQQIOlfT^^ I 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


ANDREI  A.  CZITROM,  MD,  PROS,  PHD 


Physical  Medicine  & 
Rehabilitation 


Diplomate  American  Board  of  Orthopedic  Surgery 
Surgery  of  Musculoskeletal  Tumors,  Complex  Reconstructions 
Bone  and  Joint  Transplantation,  Limb  Salvage  Surgery 

Medical  City,  Dallas  7777  Forest  Lane,  Suite  C-707 
Dallas,  Texas  75230;  214  788-6700 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

1 02  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio.  Texas  78205;  Telephone  512  226-2424 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale.  Fort  Worth.  Texas  76104;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders.  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


J.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center.  Houston,  Texas 


Comprehensive  care  hospital  specializing  in  rehabilitation  care  for  persons  dis- 
abled by  injury  or  disease.  Inpatient  and  outpatient  services. 


Spinal  Cord  Injury 
Brain  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 
Restorative  Surgery 
Scoliosis 
Spina  Bifida 
Neuromuscular 


ORTHOREDIC  ASSOCIATES  OF  ABILENE 


Accredited  by:  Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


1 701  Pine  Street.  Abilene,  Texas  79601 ; 91 5 677-6219 


Patient  Services  Coordinator:  713  797-5922  or  1 -800-44REHAB 


THE  ARLINGTON  ORTHOREDIC  GROUR 

H.W.  Bendel,  Jr,  MD 

E.E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.R,  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOREDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD  Kurt  W.  Rathjen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane.  Suite  21 16 
Dallas,  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  SURGERY  AT  DALLAS 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105.  Dallas  75231;  214  369-4361 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road.  Dallas.  Texas  75235  214  350-7500 


Richard  E.  Jones,  MD 
Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Kevin  Gill,  MD 
James  L.  Ough,  MD 
Marvin  E.  Van  Hal  MD 


Scott  L.  Blumenthal,  MD 
Scott  O.  Paschal,  MD 
L.  T.  Johnson,  MD 
Kenneth  Driggs,  MD 
Charles  E.  Cook,  MD 


WARM  SPRINGS  REHABILITATION  HOSPITALS 

Specialized  in-patient  and  out-patient  rehabilitation  programs  and  elec- 
trodiagnotic  evaluation  for  adults  and  children. 

Brain  Injury 

Spinal  Cord  Injury 

Stroke  and  Neurological  Disorders 

Orthopedic 

Gonzales:  PO  Box  58,  Gonzales,  Texas  78629 
800/792-WARM,  512/672-6592-Admissions  Coordinator 

Larry  Browne,  MD  Medical  Director 

William  F.  Blackerby,  Ph.D.  Director  of  Brain  Injury  Systems 

Robert  McNew,  Administrator 

San  Antonio:  5101  Medical  Drive,  San  Antonio,  Texas  78229  800/451-1350. 
51 2/691  -01 00-Admissions  Coordinator 

Alex  C.  Willingham,  MD,  Medical  Director 
Brian  C.  Buck,  MD,  Director  of  Pediatric  Rehabiliation 
William  F.  Blackerby,  Ph.D.  Director  of  Brain  Injury  Systems 
Rick  Marek,  Administrator 
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Plastic  Surgery 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford.  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  Steven  M.  Hamilton,  MD 

David  J.  Katrana,  DDS,  MD,  FACS 

Aesthetic,  Plastic,  Reconstructive  and  Ftand  Surgery 

6560  Fannin,  Suite  750,  Flouston,  Texas  77030;  713  795-5575 


PUVSTIC  SURGERY  CENTER  OF  THE  SOUTHWEST 

Charles  A.  Wallace,  MD 

Plastic  and  Reconstructive  Surgery  Including: 

Burn  Care  Microsurgery  and  Replantation 

Birth  Defects  Complex  Reconstruction  (Breast  and  Facial) 

Presbyterian  Medical  Offices  North 
17110  Dallas  North  Parkway.  Suite  1 00 

Dallas,  Texas  75248  214  380-7090  1 -800-299-9299 


Psychiatry 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


Radiation  Oncology 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez,  MD 

DIplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomats  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


Thoracic  Surgery 


RICHARD  G,  JAECKLE,  MD 
Psychiatry 

Diplomate,  ABPN:  Psychiatry  DIplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II.  Suite  404 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231 ; 214  696-0964 


ALLAN  L.  GRAHAM,  MD,  FACS* 

ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 
Diplomates  American  Board  of  Surgery  and  Board 
of  Thoracic  Surgery 

• Also  certificate  of  special  qualification  in  general  vascular  surgery.  American  Board  of  Surgery 


DALLXS  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Services 

• Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 

• Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for  Adolescents 

• Emergency  Evaluation  Services 


Larrie  Arnold,  MD 
Howard  Cohen,  MD 
Gary  Etter,  MD 
Ronald  Flesichmann,  MD 
Bradford  Goff,  MD 
Fred  L,  Griffin,  MD 
Joan  R.  Hebeler,  MD 
Lynne  Inman,  MD 
R Sanford  Kiser,  MD 


Prema  Manjunath.  MD 
Gretchen  Megowen.  MD 
Gary  Morton,  MD 
William  M.  Pederson.  MD 
Jaime  Quaintanilla.  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Angela  M,  Wood,  MD 
John  M.  Zimburean,  MD 


Offices:  Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center,  Medical  City,  Irving 
Health  Care  System  Phone  214  247-1150 


DAY  TREATMENT  CENTER  OF  DALLAS 
Gonzalo  A.  Aillon,  MD 
Medical  Director 

AN  ALTERNATIVE  TO  PSYCHIATRIC  HOSPITALIZATION 


Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 


Urology 

SOUTHWEST  UROLOGY  ASSOCIATES 
Adult  and  Pediatric  Urology 

Ted  Boone.  MD  James  T.  Coggins,  MD 

Warren  M.  Greene,  MD  Wm.  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W,  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60.  Dallas.  Texas  7521 1 


1326  Stemmons  Avenue.  Dallas,  Texas  75208;  (214)  943-1878  Qp  SKRIPKA  JR  MD  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL. 

1 101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 
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American  Physicians  Insurance  Exchange 

MALPRACTICE 

It's  an  allegation  that  can  happen  to  anyone. 


You  don’t  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 

Nationwide  1-800-252-3628 


In  San  Antonio: 

Bill  Sweet 
(512)  525-0152 


Classified 

Advertising 


Opportunities  Available 

Academics 


The  Department  of  Family  Practice  and  Communi- 
ty Medicine  at  the  University  of  Texas  Medical  School  at 
Houston  is  seeking  a board  certified  family  physician  for 
clinical  faculty  physicians.  The  clinical  skills  needed  are 
for  the  comprehensive  practice  of  family  medicine  and 
for  teaching  of  medical  students  and  family  practice  resi- 
dents. Attractive  salary  and  benefit  package.  Please 
send  CV  to  Harold  T.  Pruessner,  MD,  Chairman.  Depart- 
ment of  Family  Practice  and  Community  Medicine,  Uni- 
versity of  Texas  Medical  School  at  Houston,  Room  6.100 
MSB,  PC  Box  20708,  Houston,  Texas  77225.  The  Uni- 
versity of  Texas  is  an  Equal  Opportunity  Employer.  Wom- 
en and  minorities  are  encouraged  to  reply. 

Assistant  Professor/Associate  Director  Methodist 
Hospitals  of  Dallas-Family  Practice  Residency  Program. 
12  residents:  affiliated  with  The  University  of  Texas 
Southwestern  Medical  Center  at  Dallas.  Qualifications: 
Residency-trained  family  physician  with  ABFP  certifica- 
tion. Some  private  practice  and  teaching  experience  pre- 
ferred. Eligibility  for  Texas  license  required.  Duties:  clinical 
teaching,  lecturing,  supervision  of  residents  and  student 
clerks,  some  administrative  activities.  Direct  patient  care 
requirements  are  minimal.  Obstetrical  supervision  re- 
quired (low-volume,  low-risk) — proctoring  can  be  ar- 
ranged if  necessary.  Research  encouraged  but  not  re- 
quired. Protected  time  available.  Salary  negotiable. 
Position  available  now.  Direct  resume  and  questions  to: 
William  Ross,  MD,  Chairman,  Department  of  Family 
Practice  and  Community  Medicine,  UT  Southwestern 
Medical  Center,  5323  Harry  Hines  Blvd.,  Dallas,  TX 
75235-9067.  An  equal  opportunity  employer. 

Anesthesiology 


Anesthesiologist  — BE  available  immediately  for 
locum  tenens  or  long  term  work.  Call  713  862-6521 . 

Cardiology 


Cardiologist  — Invasive/Non-Invasive  BC/BE  to  join 
two  BC  cardiologists  located  in  southwest  Houston. 
Good  salary,  fringe  benefits,  partnership  after  two  years. 
Send  CV  to  P.  McKenzie,  7737  Southwest  Frwy.,  Suite 
900  Houston,  TX  77074. 

Position  Vacant  — Board  certified  cardiologist  desires 
an  associate  to  practice  in  El  Paso,  TX.  Good  opportunity 
for  dedicated  and  motivated  person.  Reply  Ad  Box  778, 
Advertising  Dept.,  1801  North  Lamar,  Austin,  TX  78701. 

Texas  Coastal.  Five-man  single  specialty  group  seek- 
ing physician.  $180K  guarantee.  Excellent  medical  com- 
munity. For  details,  contact  Practice  Dynamics,  11222 
Richmond,  Ste.  124,  Houston,  Texas  77082  or  call  800 
933-0911. 

Emergency  Medicine 


Needed:  Emergency  physicians,  North  Central 
Texas  area,  full  and  part-time.  For  an  application  call 
817-336-8600  or  write  Emergency  Medicine  Consul- 
tants, PA:  1525  Merrimac  Circle,  Suite  107,  Fort  Worth, 
TX  76107, 

Emergency  Physician  — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service  with 
guarantee.  Contact  Greater  Houston  Emergency  Physi- 
cians Associates,  P.O.  Box  7445,  Houston,  TX  77248: 
713-869-6235 

San  Angelo  — Outstanding  opportunity  in  minor 
emergency/family  practice  clinics.  Guaranteed  $100,000 
for  4 -day  week,  13  hr.  days,  50  weeks/year.  Profit  shar- 
ing above  guarantee.  Contact  Wayne  Williams,  MD,  915- 
942-8611,  Shamrock  Clinics,  4208  College  Hills,  San 
Angelo,  TX  76904, 


Mor 

EMERGENCY  CARE 


Emergency  Physician  Practice  Opportunities 
Available  In  The  Following  Areas: 

• Houston,  Texas  • East  Texas 

• Baytown,  Texas  • Arkansas 

• Pasadena,  Texas  • Other  Opportunities  Available 

Medical  Networks  has  excellent  career  and  part-time 
practice  opportunities  available  for  physicians  experi- 
enced in  emergency  medicine.  In  addition  to  paid 
I1M/I3M  professional  liability  insurance,  our  attractive 
compensation  packages  range  up  to  $250,000  plus 
annually.  Hourly  rate-vs.-percentage  arrangements  avail- 
able in  some  locations. 

See  our  classified  ads  in  this  issue  for  more  details,  or 
contact: 

Physician  Resources  'Department 
Medical  Networks,  Inc. 

P.O.  Box  4448 
Houston,  Texas  77210-4448 


In  Texas  call  collect: 
(713)  446-9696 


Outside  Texas 
(600)  231*0223 


Southeastern  Texas:  Part-time  emergency  department 
and  ambulatory  care  positions  available  in  the 
Houston/Beaumont  areas.  Position(s)  offer  flexible 
scheduling,  competitive  compensation  package  including 
malpractice  insurance.  Contact:  Emergency  Consultants, 
Inc.,  2240  South  A'rport  Road,  Room  29,  Traverse  City,  Ml 
49684:  1-800-253-1795  or  in  Michigan  1 -800-632-3496. 


Texas 
Medicus, 
RA. 

Medicus  is  a group  of  career  emergency 
and  primary  care  specialists  who 
combine  high  standards  in  physician 
staffing  with  expertise  in  emergency 
department  and  primary  care  manage- 
ment. We  offer  outstanding  director- 
ship and  staff  opportunities  for  qualified 
physicians  with  lucrative  compensa- 
tion, incentives  and  paid  malpractice. 
We  currently  staff  over  25  f^ilities  in 
ideal  locations  throughout  Texas  & 
Louisiana. 

Call  our  Recruiting  Department  today  or 
send  your  C.V.  for  career  opportunities  in: 

Texas  EastTexas 

Dallas,  Ft.  Worth  Hill  Country 

Houston  Area  North  Texas 

San  Antonio  Area 

Texas  Medicus,  P.A. 

4514  Cole  Ave,  Suite  804 
Dallas,  Texas  75205 
(800)486-3763  (214)522-9591 


EmCare 

GOVERNMENT  SERVICES,  INC. 

Currently  Recruiting  Qualified  Physicians 

Work  without  the  administrative  headaches 
associated  with  running  an  office. . . 

Earn  a competitive  guaranteed  Income  with 
fee-for-.service  potential . . , 

Be  an  independent  contractor  but  qualify 
for  terrihc  group  rates  on  major  medical  life, 
disability  insurance  and  be  offered  excellent 
liability  insurance  coverage.  . 

Then  seriously  consider  what  EGSI  can  offer  you. 

For  additional  information  on  opportunities, 
specialties,  and  nationwide  locations  contact 

Catherine  M.  Dawson 
Direetor  of  Rceruitnient 

Glenn  W Farmer 
Chicl  Operating  Offieer 

1-800-527-2145 

EGSI.  1717  Main  Sircei.  Suite  5200 
Dallas.  Texas  75201 
214/761-9200 


EmCare 


EmCare.  a progressive  physician  oriented  group  commit- 
ted to  excellence  in  emergency  medicine,  has  academic 
faculty,  directorship  and  staff  positions  available  for  well 
qualified  career  oriented  emergency  physicians.  Practice 
opportunities  include 


I Orlando,  FL 
I St.  Petersburg,  FL 
I Albany.  GA 
I New  Orleans,  LA 
I Las  Cruces,  NM 
I Ithaca,  NY 
I Rome,  NY 
I Abilene,  TX 


I Amarillo,  TX 
I Athens.  TX 
I Austin,  TX 
I Corpus  Chrlsti,  TX 
I Dallas/Ft.  Worth,  TX 
I Greenville,  TX 
I Longview,  TX 
I Waco.  TX 


Houston/Galveston,  TX 


EmCare  combines  the  flexibility  of  independent  contractor 
status,  competitive  guarantees  vs.  fee-for-service  remun- 
eration. providing  compensation  packages  of  $125,000  to 
$225,000.  Professional  liability  insurance  provided,  with  the 
opportunity  to  establish  a secure  emergency  medicine 
practice.  Excellent  health,  life  and  disability  package  available 
to  independent  contractors. 

For  details  on  EmCare  opportunities,  contact: 
Professional  Services/EmCare 
1717  Mam  Street,  Suite  5200  • Dallas.  Texas  75201 
(214)  761-9200  • (800)  527-2145 
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Texas  — Dallas-Fort  Worth/Longview/iyier:  Mod- 
ern physician  managed  emergency/ambulatory  care  cen- 
ters seeking  well-rounded  practitioner.  Full  or  part-time. 
Guaranteed  minimum  $104,000-r  annually.  Superior  pro- 
fessional liability  coverage  paid.  Directorship  available. 
Send  CV  or  call  Keith  D.  Williams,  MD  or  Jackie  Hall, 
Abilene  General  Partner,  Inc.  3305  North  Third,  Suite 
304,  Abilene,  Texas  76903  915-676-3023. 

Emergency 

Medicine 

Opportunities 

SOUTHWEST  MEDICAL 
ASSOaATES,  INC. 
offers  you... 

■ Flexibility  in  staffing  arrangements 

■ No  overhead  costs 

■ Malpractice  Insurance  provided 

■ Directorships  available 

■ Full  and  part  time  positions 

■ No  physicians  contract 

■ Locations  throughout  the  state 

SOUTHWEST  MEDICAL  ASSOCIATES,  INC. 
P.O.  Box  21 68  - Rockport,  Texas  78382 
512-729-0646 


Texas  — Longview/Lufkin:  Emergency  department 
staff  positions  in  modern  100-r  bed  hospitals  with  vol- 
umes of  8,500  to  1 1 ,500  annually.  Guaranteed  minimum 
of  $123,000  to  $148,000  annually.  Excellent  backup.  Su- 
perior professional  liability  coverage  paid.  Medical  Direc- 
torship available.  Send  CV  or  call  Keith  D.  Williams.  M.D. 
or  Jackie  Hall.  Abilene  General  Partner,  Inc.,  3305  North 
Third,  Suite  304,  Abilene.  TX  76903  915-676-3023. 

Endocrinology 


Beaumont-Texas  Gulf  Coast  — A young,  board-cer- 
tified Endocrinologist  practicing  in  Beaumont  is  now 
seeking  an  associate  to  join  his  growing  practice.  He  Is 
currently  director  of  the  newly  expanded,  25-bed  Dia- 
betes Unit  at  our  250-bed  hospital  and  also  has  privi- 
leges at  two  other  local  hospitals  with  an  additional  856 
beds.  The  extensive  referral  base  includes  a large  area  of 
southeast  Texas  and  southwest  Louisiana  with  a total 
population  of  300,000.  This  practice  is  1 00%  endocrinol- 
ogy and  diabetes.  Candidates  with  interest  in  Pediatric 
Endocrinology  are  especially  welcome.  For  more  infor- 
mation on  this  attractive  opportunity,  send  your  CV  to: 
Manager,  Professional  Relations,  Humana  Inc.,  Dept.  II- 
3C,  500  West  Main  Street,  Louisville  KY,  40201-1438.  Or 
call  Toll  Free  1 -800-626-1 590. 

Family  Practice 


Family  Practice:  Well  rounded,  experienced  practition- 
er, GP  or  FP  with  Texas  license  for  full  time  position.  Ideal 
candidate  should  have  particular  interest  or  strong  back- 
ground in  pain  management.  Competitive  salary  & bene- 
fits. Send  replies  with  C.V.  to:  Deanna  Courreges,  Man- 
ager; 3417  Hillcrest  Drive,  Waco,  Texas  76708. 

Beaumont,  Texas  — A busy  and  well-established,  four 
physician  group  here  is  now  seeking  to  add  another 
member.  Also  a young  solo  FP  with  two  offices  and  a 
growing  practice  now  needs  an  associate.  Send  CV  to: 
Gordon  Crawford,  Professional  Relations,  Humana  Inc., 


Dept.  11-3,  500  West  Main  Street,  Louisville.  KY  40201  - 
1438.  Or  call  Toll-Free  1-800-626-1590. 


Family  Practice  Physician  Wanted 

Northwest  Houston  clinic  is  seeking  a caring, 
hardworking  Family  Practitioner  for  private  prac- 
tice. Good  community  hospital.  No  OB.  Located 
in  the  suburbs  with  good  schools,  great  housing 
reasonably  priced.  Close  to  recreational  facili- 
ties, Clinic  hours  are  9 a m.  to  10  p.m.,  seven 
days  a week.  X-ray  and  Laboratory  on  site. 
Qualified  staff.  Excellent  salary  and  benefits. 
Some  evenings  and  occasional  weekends. 

Call  Dr.  McClendon,  (713)  890-3010 
for  further  information. 


Austin,  Texas  — Physician(s)  needed  for  full  time,  part 
time,  weekdays,  weekends  to  staff  a free  standing  urgent 
care  center.  Remuneration  commensurate  with  experi- 
ence. Send  CV  and  application  to  Austin  Medicenter,  c/o 
Sheila  Twyman,  Medical  Administrator,  6343  Cameron 
Rd.,  Austin,  TX  78723  or  call  512-467-2052 


NETWORK 


The  proven  professionals 
in  locum  tenens 
and  interim  physician  staffing 


1-800-531 -11 22 


PRN  Physician  Staffing 
since  1982 


Family  Practice  Opportunity 

Texas  City- Outstanding  opportunity  for  Family 
Practitioner  with  Industrial  and  Emergency 
Medicine  experience.  Hospital  is  seeking  Medical 
Director  with  desire  to  build  industrial  medicine 
practice.  Compensation  package $1 20,000 
annually  plus  malpractice. 

Contact  Lori  Clay,  1-800-486-3763, 

8414  Cole  Ave,  Suite804,  Dallas, Texas75204. 


East  Texas.  Busy  solo  FP  desires  associate.  Each 
physician  to  see  patients  in  office  5 hours  per  day.  OB 
optional.  Excellent  call-coverage.  Contact  Tom  Beets, 
MD  903  983-3535. 


General  Surgery 


General  Surgeon  — Board  Certified,  sought  to  estab- 
lish private  practice  associated  with  99-bed  hospital  in 
West  Texas  town  of  1 2,000  plus.  Income  guarantee  and 
other  financial  incentives  are  available.  Contact:  Tim  Lan- 
caster, CEO,  Cogdell  Memorial  Hospital,  Cogdell  Center. 
Snyder,  TX  79549;  915-573-6374. 

BC/BE  General  Surgeon.  Position  available  in  Dallas 
and  Houston.  Texas.  Guaranteed  salary  plus  benefits/fu- 
ture partnership.  State  License  required.  Please  send  re- 
sume to:  PO  Box  83-5294,  Richardson.  TX  75083. 

Internal  Medicine 


A prosperous  and  well-established  22-physician  multi- 
specialty  group  serving  an  eight  county  area  of  rural 
southeast  Texas  has  an  excellent  opportunity  for  an  in- 
ternist. The  group  is  an  independent,  fee-for-service  enti- 
ty offering  an  attractive  salary  and  benefits.  No  initial  in- 
vestment required  by  the  physician.  If  interested,  contact 
William  Schlotter  at  1-800-333-6153  or  send  curriculum 
vitae  to  Brenham  Clinic  Association,  600  North  Park, 
Brenham,  TX  77833. 

Gold  Mine  for  Internist:  Wanted,  aggressive  and  en- 
ergetic physician,  BE/BC  to  join  a group  of  family  physi- 
cians. Must  be  able  to  do  procedures.  Very  competitive 
fee  for  service  income  available,  including  benefits.  Send 
CV  to  Nancy  Bloomfield,  4010  College  St.,  Suite  200, 
Beaumont,  TX  77707. 

Progressive  internist  needed.  Central  Austin,  Texas 
Fully-staffed  and  furnished  attractive  office  space.  Affabili- 
ty, flexibility,  and  personality  a must.  Unbeatable  deal,  very 
flexible,  Anita  Bradley,  Office  Manager,  512  477-3282. 

Internists  (3)  Houston  city  and  surrounding  areas. 
Group  and  solo  opportunities  with  outstanding  practice 
settings  and  excellent  financial  arrangements.  All  facilities 
are  state  of  the  art  and  well  recognized  in  the  community. 
Health  Care  Specialties  Group,  2600  North  Loop  West, 
#620,  Houston,  TX  77092.  713  683-2054 

Abilene  — An  established  and  regionally  respected 
eight-member  Internal  Medicine  group  is  now  seeking 
another  Internist.  Rheumatology  and  Oncology  subspe- 
cialties accepted.  Send  CV  to:  Manager,  Professional 
Relations,  Humana  Inc.,  Dept.  II-3A.  500  West  Main 
Street,  Louisville,  KY  40201-1438.  Or  call  Toll-Free  1- 
800-626-1590, 

Medical  Administrative 


Full-time  Chairman  of  Surgical  Services.  Presbyteri- 
an Hospital  of  Dallas  seeks  a surgeon  for  full-time  respon- 
sibility as  Chairman  of  Surgical  Services.  Includes  medi- 
cal/administrative direction  for  all  surgical  specialties. 
Candidate  should  have  prior  experience  in  a similar  capac- 
ity. Competitive  compensation  commensurate  with  experi- 
ence. Send  CV  and  letter  of  interest  to  C.  Max  Cole,  M.D., 
Chairman  Search  Committee,  c/o  Medical  Staff  Office. 
Presbyterian  Hospital  of  Dallas,  8200  Walnut  Hill  Lane,  Dal- 
las, Texas,  75231 . An  Equal  Opportunity  Employer. 

OB/GYN 

OB/GYN  to  join  another  established  OB/GYN  within  a 
well-established,  expanding  multi-specialty  group  in  a 
choice  rural  area  of  central  Texas.  Salary  with  an  incen- 
tive bonus  opportunity.  Excellent  benefits.  Independent 
fee-for-service  22-physician  group  with  drawing  area  of 
100,000-1-.  Send  curriculum  vitae  or  call  William  Schlotter, 
Brenham  Clinic  Association,  600  North  Park,  Brenham, 
TX  77833,  or  call  1-800-333-6153. 

OB/GYN  (2)  — Exceptional  opportunities  in  areas  sur- 
rounding Houston.  Texas.  Both  are  state  of  the  art  facili- 
ties operated  by  a highly  respected  hospital  group.  Solo 
and  group  practice  available.  Outstanding  income  poten- 
tial. Health  Care  Specialties  Group,  2600  North  Loop 
West  #620,  Houston,  TX  77092  713  683-2054. 
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Houston.  Join  single  specialty  group  in  rapidly  growing 
community.  Competitive  financial  package  with  full  bene- 
fits leading  to  partnership.  For  details,  contact  Practice 
Dynamics,  11222  Richmond,  Ste.  125,  Houston,  Texas 
77082  or  call  800  933-091 1 

Ophthalmologist 


Ophthalmologist  — Board  eligible  or  certified  to  join 
busy  30  year  old  solo  medical  and  surgical  practice  with 
future  buy  out  potential  in  Dallas,  Texas.  Send  CV  to:  Ad 
Box  777,  ADVERTISING  DEPT,  Texas  Medical  Associa- 
tion, 1801  North  Lamar,  Austin,  TX  78701 . 

Orthopedic 


Orthopedic  Surgeon  to  join  group  with  6 orthopods, 
established  practice  in  north  Houston  suburbs.  Excellent 
opportunity  with  salary  plus  incentive  bonuses  and  paid 
benefit  package.  Send  resume  to:  Doctors,  P.O.  Box 
1200,  #115,  Humble,  Texas  77347, 

Orthopedic  Surgeon  — Southwest  Texas  within  90 
minutes  of  major  city,  excellent  quality  of  life.  Join  an  out- 
standing three  doctor  group  doing  general  orthopedics. 
Large  patient  base  with  a 300K  drawing  area  and  state 
of  the  art  facilities.  $180,000  guarantee,  malpractice  in- 
surance plus  other  benefits.  Partnership  available  in  short 
term.  Health  Care  Specialties  Group.  2600  North  Loop 
West,  #620,  Houston,  TX  77092  713  683-2054. 

Pathology 


BE/BC  pathologist  needed  for  coastal  Texas  commu- 
nity. Solo  seeking  associate  to  cover  200  bed  and  100 
bed  hospitals.  Excellent  opportunity  and  financial  pack- 
age. For  details,  contact  Mr.  Jenkins  at  Practice  Dynam- 
ics, 11222  Richmond,  Ste.  125,  Houston,  Texas  77082 
or  call  800  933-091 1 . 

Pediatrics 


A Well  Established  and  expanding  multi-specialty 
group  in  a choice  rural  area  of  central  Texas  wishes  to  add 
a pediatrician  to  two  established  pediatricians  within  the 
group.  Salary  with  incentive  opportunity.  Excellent  bene- 
fits. Independent  fee-for-service.  A 22-physician  group 
with  drawing  area  of  100.000+.  Send  curriculum  vitae  or 
call  William  Schlotter,  Brenham  Clinic  Association,  600 
North  Park,  Brenham,  TX  77833,  or  call  1 -800-333-6153. 

Pediatric  Practice  available  Sept.  1991  in  desirable 
Seattle  WA  suburban  location.  Present  doctor  (68  yrs) 
wishes  to  retire.  Perfect  for  experienced  pediatrician 
wanting  to  relocate  to  an  area  with  renowned  recreation- 
al opportunities,  nature  and  culture.  Fine  environmental 
quality  of  life.  Modern  suburban  hospital  with  level  II 
nursery  adjacent.  First-rate  pediatric  teaching  hospital  in 
the  city — Will  introduce.  Alfred  W Bauer  MD  12819- 
1 20th  Ave  NE,  Kirkland  WA  98034,  206  821-8899. 

Primary  Care 


Abilene  Physician  to  join  with  ANNASHAE  CORPO- 
RATION in  providing  patient  care  to  the  families  of  the 
men  and  women  serving  in  the  Armed  Forces.  Currently 
we  are  staffing  ER  positions  in  the  Abilene  area.  Compet- 
itive Remuneration.  Malpractice  Covered.  Licensure  Any 
State,  ACLS  Required.  Contact  in  Confidence:  AN- 
NASHAE CORPORATION.  230  Alpha  Park,  Cleveland, 
OH  44143-2202:  1-800-245-2662. 

Psychiatric 


Dallas  Psychiatric  Associates.  A sixteen  psychiatrist 
group  practice,  seeks  Texas-licensed,  board  eligible  or 
board  certified  psychiatrists  to  fill  needs  in  our  child,  ado- 
lescent and  adult  services,  in  both  inpatient  and  outpa- 
tient settings.  The  available  positions  range  from  part- 
time  to  full-time  and  are  compensated  contractually  on  a 
base-plus-bonus  program.  For  detailed  information 
about  positions,  call  Fred  Griffen,  MD  at  214  247-1 150. 


Houston 

Excellent  opportunity  for  a conscientious  and  in- 
dustrious individual  with  good  dinical  skills  to  join 
a sole  practitioner  w/ith  a large  inpatient/outpatient 
practice.  Applicant  needs  to  be  board  eligible/ 
certified  and  have  the  ability  to  relate  to  other 
physidans.  Opportunity  for  medical  school  affili- 
ation. Excellent  compensation  package  induding 
superior  base  salary  plus  bonus  determined  in 
part  by  productivity,  and  the  opportunity  to  de- 
velop a joint  practice  arrangement.  Prefer  some 
familiarity  with  substance  abuse  patients.  Send 
resume  and  salary  history  to: 

George  S.  Glass,  M.D.,  7400  Fannin,  Suite  715, 
Houston,  Texas  77054. 


Radiology 

Radiology;  Immediate  opening  for  BE/BC  Radiologist  in 
Dallas  area  hospital  based  practice.  All  modalities.  Con- 
tact Medical  Director,  Radiology,  PC  Box  4446,  Dallas. 
Texas  75208. 

Staff  Radiologist  — The  Olin  E.  Teague  Veteran's 
Center,  Temple.  Texas,  is  recruiting  for  two  staff  radiolo- 
gist. Position  involves  imaging  modality,  arthrography, 
angiography,  ultrasound  and  CT,  CETVA  is  teaching 
hospital  affiliated  with  Texas  A&M  University  and  aca- 
demic appointment  is  possible.  Temple  is  town  of 
50.000  in  heart  of  Texas  between  Dallas  and  Austin.  No 
state  income  tax.  Send  CV  to  Dr.  John  Davis.  1901 
South  First.  Temple.  Texas  76504  or  call  81 7 778-481 1 . 

Rheumatology 


College  Station,  Texas  — A rheumatologist  is  needed 
in  this  university  community,  where  our  hospital  has  estab- 
lished a Physical  Medicine  and  Rehabilitation  Institute 
which  includes  water  therapy.  The  successful  candidate 
will  be  welcomed  by  a newly  established  Physiatrist  and 
our  Orthopedic  Surgeons,  as  many  patients  are  now  re- 
ferred out  of  the  community.  Excellent  financial  assistance. 
Send  your  CV  to:  Gordon  Crawford.  Manager.  Professional 
Relations.  Dept.  1T3B.  500  West  Main  Street.  Louisville. 
KY  40201-1438.  Or  call  Toll-Free  1-800-626-1590. 

Rheumatologist  — Prestigious  Houston  Medical  Cen- 
ter establishing  upscale  orthopedic  center.  This  is  an  op- 
portunity to  be  involved  in  the  development  aspect  of  the 
center.  Very  liberal  compensation  available  along  with  fu- 
ture financial  involvement.  Health  Care  Specialties 
Group.  2600  North  Loop  West  #620.  Houston.  TX 
77092  713  683-2054. 

Other  Opportunities 


Position  Available:  Seeking  BC/BE  Family  Practice. 
General  Internist.  Endocrinologist.  OB/GYN  to  join  estab- 
lished multi-specialty  clinic.  Excellent  benefits  and  guar- 
antee. Send  CV  to  Leroy  W.  Kitch.  Administrator.  Skinner 
Clinic.  124  Dallas  St..  San  Antonio.  TX  78205. 

General  Physician  III,  BD  elig.  or  cert..  Texas  Medical 
License.  Wichita  Falls  State  Hospital,  accredited  JCAHO, 
Salary:  from  73-87K.  + board  certification  pay.  Opportu- 
nity for  additional  income  with  dual  employment.  Wichita 
Falls.  Texas  is  a progressive  university  city  of  100.000  lo- 
cated two  hours  from  Dallas/Fort  Worth  metroplex. 
Write:  Richard  Bruner.  Superintendent;  Box  300;  Wichita 
Falls.  Texas  76307.  or  call  collect  817-692-1220.  An 
equal  opportunity/affirmative  action  employer. 

Medical  doctor  wanted  to  primarily  perform  physical 
examination  and  prescribe  conservative  therapy  in  a 
multidisciplinary  back  and  neck  center.  In-depth  knowl- 
edge of  musculoskeletal  system  not  necessary.  50K 
base  per  year.  Approx.  35  hour  work  week.  Please  send 
CV  to  PO  Box  94902-1 1 1 Wichita  Falls,  TX  76308, 


Correctional  FacllHlas-Several 

locations,  full-time  Physicians,  63K-84K, 
Psychiatrists,  82K-129K.  Excellent 
Benefits,  Texas  Lie.  Huntsville,  Rusk, 
Gatesville,  Palestine,  Amarillo,  Marlin, 
Houston  area.  Inquiries:  TDC,  BX  99, 
Pers.  Annex,  Huntsville,  TX  77342 
(409)294-2755 


Clinical  Director  — unique  opportunity  for  physician 
to  engage  in  medical  practice  plus  supervise  personnel 
in  clinical  services.  Minimum  qualifications  include  li- 
censed to  practice  medicine  by  Texas  State  Board  of 
Medical  Examiners,  plus  certification  by  an  American 
Board  of  Medical  Specialty  (preferably  internist/pulmo- 
nologist/ family  practitioner),  plus  four  years  of  full-time 
employment  in  medical  practice  of  which  two  years  are 
in  area  of  certification  in  a supervisory  or  administrative 
capacity  in  Hospital  or  Health  Agency.  Competitive  salary 
and  excellent  state  benefits.  Call  Dalia  Tovar,  South 
Texas  Hospital  for  more  information.  (512)  423-3420. 

Oncologist/Hematologist  — Northwest  Louisiana. 
New  cancer  center  — state  of  the  art  — located  within 
625  bed  regional  center.  Join  prestigious  group  as  an 
associate  with  partnership  in  the  near  future.  Exceptional 
income  guarantee  with  liberal  benefits.  Health  Care  Spe- 
cialties Group.  2600  North  Loop  West  #620.  Houston, 
TX  77092  713  683-2054. 

Houston  — BE/BC  Internist,  BE/BC  Pulmonologist  and 
BE/BC  Family  Practitioner  needed  for  busy,  well-estab- 
lished 15  physician  multi-specialty  group,  SW  Houston.  At- 
tractive benefits  plus  salary,  bonus,  and  early  equal  part- 
nership. Send  CV  to  Pierre  Gendron,  Administrator,  Hillcroft 
Medical  Clinic,  6630  DeMoss,  Houston,  Texas  77074. 


Needed:  Senior  Internist/Leader 

To  organize,  develop  and  direct  4-6  member  private  practice  group  for 
463-bed  teaching  and  referral  hospital  on  beautiful  new  campus  of 
Methodist  Medical  Center  in  Dallas,  Texas.  Will  require  experienced 
I member  of  successful  internal  medicine  group  who  has  been  involved  in 
governance  and  administration  of  the  group.  Individual  will  have  outstand- 
ing professional  opportunity  in  area  with  large  internal  medicine  patient 
demand,  excellent  practice  conditions,  and  superior  facilities,  with  assis- 
tance on  practice  management,  marketing  and  enhancement.  Alternative 
arrangements  open  to  discussion.  Confidentiality  of  inquiries  assured. 
Contact:  Patrick  Rhodes,  Physician  Recruiting  - 1-800-727-6131 
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ACADEMIC 


Director/Associate  Professor 

Tarrant  County  Hospital  District  and  The  Univer- 
sity of  Texas  Southwestern  Medical  Center  at 
Dallas,  seek  Director  for  Family  Practice 
Residency  Program  at  John  Peter  Smith 
Hospital,  Fort  Worth,  Texas.  The  largest  Fami- 
ly Practice  training  program  (on  one  campus) 
in  the  country,  this  program  is  acclaimed  for 
its  comprehensive,  hands-on  training  in  all 
aspects  of  Family  Medicine,  including 
obstetrics.  Board  Certification,  excellent  com- 
munication skills,  demonstrated  clinical 
capabilities  required.  Forward  CV,  and  copy  of 
current  licensure,  to;  FP  Director  Search  Com- 
mittee, c/o  Vicki  Truitt,  AA/EOE. 


CARDIOLOGY 


SOUTH  TEXAS 

Thirty  minutes  from  Padre  Island.  Young,  grow- 
ing, cardiology  group  seeks  non-invasive 
associate.  Must  be  BC  or  BE  seeking  certifica- 
tion. Spanish  speaking  helpful  but  not  required. 
Excellent  location.  Great  opportunity  for 
qualified  candidate.  Contact;  Barry  Strittmatter, 


DIAGNOSTIC  RADIOLOGY 


FORT  WORTH 

Several  diagnostic  radiology  positions  available 
in  Fort  Worth  and  NE  Texas.  Please  call  for 
details.  Contact;  Vicki  Truitt 


FAMILY  PRACTICE 


CENTRAL  TEXAS 

Medical  staff  of  50-bed  hospital  in  beautiful  cen- 
tral Texas  (within  one  hour  of  Austin),  seeks 
BE/BC  family  physician  for  private  practice  (to 
share  a call  with  three  other  BC  FPs),  Solo  or 
group  environment  OB  a plus,  but  not  required. 
Progressive,  family-oriented  community  with 
excellent  schools.  Many  social  and  recreational 
opportunities.  Competitive  incentive  package  to 
qualified  physician.  Contact;  Jim  Truitt 


NEAR  AUSTIN  AND  SAN  ANTONIO 

Community  of  5,000  (referral  area  24,000) 
seeks  board  ceilified  family  physician.  Shared 
call  with  two  other  family  physicians:  OB  need- 
ed, Financially  sound,  30-bed  hospital  offering 
competitive  Incentive  package  to  qualified  physi- 
cian Contact;  Jim  Truitt. 


DALLAS 

Established  fee-for-service  practice  available  for 
assumption.  Full  scope  of  family  medicine,  ex- 
cept OB  Average  gross  $320K-i-  annually.  Bi- 
lingual (Spanish)  skills  helpful.  Retiring  physician 
will  introduce.  Financing  available  to  qualified 
candidate.  Contact;  Jim  Truitt. 


WEST  TEXAS 

Three  board  certified  family  physicians  seek 
fourth  associate  for  busy  practice.  OB  prefer- 
red. Friendly  town,  good  schools.  Within  35 
minutes  of  larger  city.  Very  lucrative  financial 
situation  Excellent  for  pilot  physician. 
Contact;  Jim  Truitt. 


PANHANDLE 

Texas  community  of  8,000  (referral  area 
16,000)  seeks  BC  FPs  for  group.  Share  call  with 
two  recently  trained  BC  FPs,  New  hospital 
under  construction.  Sound  economy,  good 
schools,  airport.  Generous  incentive  package 
including  income  guarantee,  relocation,  office 
space,  more.  Contact;  Jim  Truitt, 


PANHANDLE 

Community  seeks  BE/BC  family  practitioner  to 
complement  very  busy,  recently  trained,  BC 
family  practitioner.  Excellent  hospital  facilities. 
Ideal  location  for  outdoorsman.  Generous  in- 
centive package  available  for  qualified  can- 
didate. (iontact;  Barry  Strittmatter, 


D/FW  METROPLEX 

Recently  trained,  BC  family  physicians,  sought 
for  private,  single  specialty  group  practice  in 
affluent  NE  Tarrant  County  community.  Modern 
hospitai  will  sponsor  qualified  physicians.  Ex- 
cellent schools  and  quality  of  life  in  this  popular 
area.  Contact;  Vicki  Truitt, 


SOUTH  TEXAS 

Within  one  hour  of  San  Antonio  — South  Texas 
community  seeks  BE/BC  family  practitioner  for 
service  area  of  20,000  OB  is  available,  but  not 
required  Hunting,  fishing  (fresh  and  salt  water) 
and  other  recreational  activities  abound.  Forty- 
two  bed  hospital  will  offer  generous  incentive 
package  to  qualified  candidate. 

Contact;  Barry  Strittmatter. 


PANHANDLE 

Board  certified  family  physician  needed  in 
Texas  community  of  150,000.  Call  sharing  ar- 
rangement available  with  two  board  certified 
FPs,  No  OB.  Modern,  356-bed  hospital  offer- 
ing generous  incentive  package  to  qualified 
physician.  Contact;  Jim  Truitt. 


GENERAL  SURGERY 


SW  LOUISIANA 

Small  southwest  Louisiana  community  seeks 
BE  / BC  general  surgeon.  Assured  referrals  from 
five  primary  care  physicians.  Friendly  communi- 
ty. Within  20  minutes  of  metropoiitan  area.  Ideal- 
ly suited  for  the  outdoorsman.  Generous  incentive 
package  to  qualified  candidate. 

Contact;  Barry  Strittmatter, 


THE  TEXAS  SPECIALISTS 


— Working  in  Texas  for  Texans,  since  1984  — 


INTERNAL  MEDICINE 


FORT  WORTH 

Internal  medicine  department  for  teaching 
hospital  seeks  full  time  physician  to  staff  and 
supervise  AIDS  clinic.  Competitive  in- 
come/benefits package;  academic  affiliation  No 
evening  or  weekend  call  - time  to  enjoy  the  ricR 
cultural  and  recreational  opportunities  of  the 
D/FW  metropolitan  area,  and  be  a part  of  a car- 
ing professional  team.  Contact;  Vicki  Truitt, 


EAST  TEXAS 

Two  BC  internists  seek  compatible  associate  for 
group  practice  in  community  of  approximately 
12,000  (referral  area  50,000)  Shared  call  and 
overhead.  Ultra-modern,  100-bed  hospital.  At- 
tractive community:  many  social  and  recrea- 
tional opportunties.  One  hour  from  Dallas. 
Competitive  incentive  package. 

Contact:  Jim  Truitt. 


WEST  TEXAS 

Four  American  trained,  board  certified  internists 
seek  compatible  associate  for  busy  group  prac- 
tice in  Texas  community  of  100,000  + , Office 
adiacent  to  modern  250-bed  hospital.  Excellent 
call  arrangement,  salary  and  benefits.  Full 
associate  status  in  second  year. 

Contact;  Jim  Truitt. 


SOUTH  TEXAS 

Thirty  minutes  from  Padre  Island.  BC  IM 
specializing  in  critical  care  seeks  compatible 
associate.  Great  climate  and  lifestyle:  recrea- 
tional opportunities  abound  Excellent  income 
potential.  Contact;  Barry  Strittmatter, 


WEST  TEXAS 

Community  of  approximately  9,000  (referral 
area  population  17,000)  seeks  BE/BC  internist. 
Modern  50-bed  hospital.  Friendly  town,  good 
schools.  Within  35  miles  of  200,000-1-  popula- 
tion center.  Especially  attractive  to  sports- 
minded  individuals.  Many  recreational  amenities 
available.  Generous  incentive  package  to 
qualified  candidate  Contact:  Barry  Strittmatter, 


NEUROLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000  seeks 
BE/BC  neurologists  for  associafe  practice  (or 
solo  sharing  call):  fee  for  service  Modern 
medical  facilities:  100-f  doctors  in  town.  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy,  excellent  schools. 
Many  social  and  recreational  opportunities. 
Generous  incentive  package  to  qualified  physi- 
cian Contact:  Vicki  Truitt. 


OBSTETRICS  / GYNECOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000  seeks 
BE/BC  OB/GYN  tor  private  practice  (to  share  call 
with  three  other  OB/GYNs).  Progressive,  family- 
oriented  community  with  strong,  diversified 
economy,  excellent  schools.  Many  social  and 
recreational  opportunties.  Competitive  incentive 
package  to  qualified  physician. 

Contact:  Vicki  Truitt, 


ONCOLOGY 


NORTH  DALLAS 

Well-established,  board  certified  oncologist 
seeks  compatible  associate  for  busy  practice 
Office  adjacent  to  modern,  934-bed  hospital. 
Competitive  incentive  package:  excellent  poten- 
tial for  clinically  interesting  and  financially 
rewarding  practice.  Attractive  life  style  in 
dynamic  Dallas/Fort  Worth  metropolitan  area. 
Contact  Jim  Truitt. 


ORTHOPEDIC  SURGERY 


EAST  TEXAS 

Board  certified  orthopedic  surgeon  seeks  com- 
patible associate  for  practice  in  community  of 
approximately  12,000  (referral  area  50,000), 
Shared  call  and  overhead.  Well-equipped,  ultra- 
modern, 100-bed  hospital.  Attractive  communi- 
ty; many  social  and  recreational  opportunities. 
One  hour  from  Dallas.  Competitive  incentive 
package  to  qualified  physician. 

Contact:  Jim  Truitt. 


EAST  TEXAS 

Medical  staff  of  100-bed  hospital  seeks  ortho- 
pedic surgeon  for  referral  area  of  approximately 
50,000.  Attractive  community  of  14,000  with 
strong,  diversified  economy.  Excellent  fishing 
and  hunting  One  hour  from  Dallas,  Competitive 
Incentive  package  to  qualified  physician. 
Contact  Barry  Strittmatter, 


PEDIATRICS 


FORT  WORTH 

Medical  staff  in  well  established  Metroplex 
hospital  seeks  BE/BC  pediatrician  to  establish 
nucleus  of  single  specially  group.  Solo  prac- 
tice option  also  available.  Competitive  incen- 
tive package  from  hospital  and  medical  staff 
support  will  be  offered  to  qualified  candidates. 
Contact;  Barry  Strittmatter. 


D/FW  METROPLEX 

Young  American  trained,  BC  pediatrician  seeks 
associate  for  practice  in  affluent  suburban  com- 
munity in  the  heart  of  thriving  D/FW,  Office  on 
campus  with  modern  hospital  Excellent 
schools  and  quality  of  life. 

Contact:  Vicki  Truitt, 


PULMONARY  MEDICINE 


WEST  TEXAS 

Four  man  group  of  American  trained,  board 
certified  internists  seeks  compatible  pulmonary 
medicine  associate.  Community  of  100,000 -r . 
Office  adjacent  to  modern  250-bed  hospital. 
Shared  call,  excellent  income  and  benefits.  Full 
associate  status  in  second  year. 

Contact:  Jim  Truitt. 


RHEUMATOLOGY 


NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center  seeks 
board  certified  rheumatologist  to  establish  ser- 
vice in  referral  area  of  approximately  200,000, 
Strong  economy,  excellent  schools:  many 
recreational  and  social  opportunties.  Modern 
hospitals.  Generous  incentive  package  to 
qualified  physician.  Contact:  Vicki  Truitt. 


Classified  Advertising 


INTRACORP 

is  seeking  physicians  to  act  as  advisors  for 
our  Medical  Review  Services.  Qualified  phy- 
sicians will  work  in  the  comfort  of  their  own 
offices,  receiving  excellent  compensation  for 
cases  reviewed. 

For  further  information  contact; 

Dr.  B.V.  Carnovale,  Medical  Director 
or 

Julie  DuVal  R.N.,Q.A.  Coordinator 

IntraCorp  Medical  Review  Services 
1620  Valwood  Parkway, 

Carrollton,  Texas  75006 

(2 1 4)  406-8080  or  1 -800-237-0377 

Invitations  are  opened  to  the  following  specialties: 
Internal  Medicine,  Family  Medicine,  ENT,  Orthopedic, 
CardiovascularSurgery,  Psychiatry,  Psychology, 
Pulmonary,  Gastroenterology,  Physical  Medicine 
and  Rehabilitation,  Pediatrics,and  Ophthalmology, 

Hours  spent  in  service  to  INTRACORP 
may  be  documented  to  qualify 
physicians  to  take  certification 
examinations  by  the  American  Board  of 
Quality  Assurance  and  Utilization  Review 
Physicians. 


Thinking  Retirement?  Busy  practice  in  popular  retire- 
ment area  needs  experienced  FP/GP  to  work  2-3  days 
weekly.  60  minutes  southeast  of  Dallas  on  large  lake  with 
several  area  golf  courses.  Contact  Steve  Spain,  MD  429 
N.  Gun  Barrel  Ln..  Mabank  TX  75147  903  887-2704. 


PRiVATE  PRACTICE  OPPORTUNITIES 

(in  dll  specialties) 

Texas  & Sunbelt  States 
Call  1 -800-2S4 -4660 

Houston:  785-3722  Reuben 

orsendCV:  1 1 IdOWestheimer  B r o n s t e i n 

Suite  144  

Houston, TX  77042  &.  Associates 


Physician  for  Nationwide  Travel.  Health  research 
organization  seeks  physician  for  National  Health  & Nutri- 
tion Examination  Survey  sponsored  by  the  US  Public 
Health  Service.  Individual  will  be  part  of  a large  medical 
team  conducting  health  examinations  in  govt,  mobile 
exam  centers  traveling  to  88  areas  of  the  US  through 
1983.  Must  be  licensed  in  one  state.  One  year  minimum 
commitment  and  Full  Time  Continuous  Travel  Required. 
Competitive  salary,  paid  malpractice,  per  diem,  car,  four 
weeks  paid  vacation  per  year,  holidays,  and  health,  life, 
dental,  disability  insurance  offered.  Call  Beverly  Geline, 
800  937-8281  ext  8248,  WESTAT  INC.  Rockville,  Mary- 
land. EOE/MFA//H 

Situations  Wanted 

Positions  Wanted 


Radiologist,  board  certified  with  interventional  fellow- 
ship, desires  to  locate  in  Texas,  Proficient  in  all  modali- 
ties. University  trained  with  academic  experience.  Per- 


manent, part-time  and  locum  positions  will  be  consid- 
ered. Reply  to:  Texas  Medical  Association,  Advertising 
Depart.,  Ad  Box  776,  1801  N,  Lamar,  Austin,  TX  78701 . 

Neurosurgeon  with  Texas  license  seeking  opportunity 
in  Texas  where  there  is  a need  for  a neurosurgeon.  In- 
quiries should  be  directed  to  PC  Box  177,  Austin  TX 
78767, 

For  Sale  or  Lease 

Office  Space 


Harlingen/Rio  Grande  Valley  — excellent  opportuni- 
ty. Office  and  partnership  interest  in  new  building  adja- 
cent in  major  area  Medical  Center.  Call  David  Newton 
(512)  428-5351. 

1500  sq.  feet  available  medical/dental  office  com- 
plex. GP  or  Pediatrician  preferred.  Space  recently  vacat- 
ed by  GP  with  established  practice  for  past  10  years. 
Northwest  Houston,  Westheimer/Hwy  6 area.  Call 
Michael  McCulloch,  DDS,  between  8-8  @ 713  497- 
0111. 

Practices 


Selling  Your  Practice?  We  offer  practice  evaluations 
& brokerage,  physician  recruiting,  and  partnership  buy-in 
services.  We  can  help  you  make  the  right  decisions.  For 
a free  brochure,  call  or  write:  Practice  Dynamics,  Dept  T, 
11222  Richmond,  Ste  125,  Houston,  TX  77082:  713- 
531-0911. 

Attractive,  active  General  Medical  Practice  im- 
mediately available  in  rural  SW  Texas  Community.  Owned 
by  retiring  physician.  No  OB.  Call  Eduardo  Moreno,  MD 
512  497-4272. 

Family  Practice  available  now  in  stable  resort  commu- 
nity near  San  Antonio.  $170,000  gross  with  potential  for 
added  services.  Buy  equipment  $18,000  and  assume 
practice.  Call  after  7:30pm  San  Antonio  512  637-0533. 

Property 


For  Sale  — 40-1,600  ac.  farms,  ranches  & small 
acreage  tracts.  Scenic  Texas  Hill  Country  & other  areas. 
Seller/Bank  financing.  For  info  512  479-2723. 

Business  and  Financial 
Services 

Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  cour- 
teous service.  Competitive  fixed  rate.  Physicians  Service 
Association.  Atlanta,  Georgia.  Toll  free  1-800-241-6905. 
Serving  MDs  for  over  10  years. 

Consulting  Services  — Assistance  with:  Starting,  Re- 
locations, Selling  or  Reorganizing  your  Practice — Em- 
ployment Contracts — Professional  Association  and  Part- 
nership Agreements — Compliance  with  Medicare  Rules 
and  Regulations,  PLEASE  CONTACT:  Doug  McSwane. 
McSwane  and  Associates,  1121  Hampshire  Ln.,  Suite 
235,  Richardson,  Texas  75080,  Phone  214-669-3359. 

Dissatisfied?  Former  CEO  found  proven  way/  build 
passive  six-figure  income.  No  boss,  employees  or  debt. 
Seeking  2 key  professionals  to  diversify  into  our  busi- 
ness. Can  be  developed  part-time.  For  info,  write 
B.W.D.,  14900  Landmark,  #424,  Dallas.  TX  75240 
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Texas 


I Continuing  Education 

Flex-Spex-NBME  Preparation  — May  1991  Inten- 
sive Refresher  Course,  Norfolk.  Virginia.  Lectures,  Audio- 
visuals, test  sessions  and  a considerable  amount  of 
medical  study  material.  USNBE  Review  Center  PC  Box 
767  Friendswood  TX.  77546  713  482-8597. 

Advertising  Rates  & Data:  Regular  classified  adver- 
tising sells  for  $2.00  per  word,  minimum  25  words  or 
$50.  per  issue.  We  do  not  count  articles  (a,  an,  the).  Dis- 
play classified  advertising  sells  for  $95  per  column  inch, 
per  month.  A variety  of  typefaces,  logos,  and  borders 
may  be  used  in  display  classified  ads.  Ad  box  numbers 
can  be  substituted  for  formal  addresses  upon  request  at 
no  extra  cost.  Name  and  address  of  ad  box  number  list- 
ings cannot  be  given  out  unless  specific  permission  to 
do  so  has  been  given.  The  advertising  office  will  not  con- 
tact ad  box  number  holders  except  by  mail.  Federal  laws 
prohibit  references  to  race,  color,  religion,  sex,  natural 
origin,  or  age  unless  bona  fide  occupational  qualifica- 
tions. Copy  deadline  is  the  1st  of  the  month  preceding 
publication.  Send  copy  to  Mark  Bizzell,  Classified  Man- 
ager, TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin.  TX  78701 . 
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We  fight  nonmeritorious  claims.  It  would  be  easier  to 
settle,  and  often  less  expensive  for  us.  But  we're  not  just 
insuring  your  financial  future.  We’re  guarding  your  pro- 
fessional reputation,  an  asset  no  amount  of  insurance 
could  replace.  So  we  put  it  in  writing  that  we’ll  never 


settle  without  your  consent.  We  hire  the  best  lawyers, 
back  them  up  with  the  nation's  largest  malpractice  law 
department,  and  win.  If  we  didn’t,  we  couldn’t  call 
ourselves  The  Medical  Protective  Company.  Put  us  in 
your  corner  and  call  our  general  agent  today. 


\’ii  688  n (Cj  tv  t, e i?  t w 


HO  DOUBT. 


Dallas 

Suite  570,  Allied  Lakewood  Bank  Center 
6301  Gaston  Avenue 
Dallas,  Texas  75214-3947 
(214)  821-4640 


Houston 

Suite  346 
950  Echo  Lane 
Houston,  Texas  77024 
(713)  465-4445 


San  Antonio 

Suite  224 
14800  San  Pedro 
San  Antonio,  Texas  78232 
(512)490-1081 


Lubbock 

Suite  1 

7212  Joliet  Avenue 
Lubbock,  Texas  79423 
(806)  796-7208 


Courses 


April 

Allergy  and  Immunology 

Apr  19-21,  1991 

Southwest  Allergy  Forum.  San  Antonio, 
Tex.  Contact  The  University  of  Texas 
Health  Science  Center,  Office  of  CME, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)  567-4444 

Cardiology 

Apr  2-5,  1991 

Advanced  Echocardiography,  Doppler  and 
Color  Flow  Techniques.  Bethesda,  Md. 
Contact  American  College  of  Cardiology, 
Extramural  Programs,  Dept  5080,  Wash- 
ington, DC  20061-5080  (1-800)  897-5400 

Apr  12-14,  1991 

Frontiers  tn  Cardiology.  Palm  Beach,  Fla. 
Contact  American  College  of  Cardiology, 
Extramural  Programs,  Dept  5080,  Wash- 
ington, DC  20061-5080  (1-800)  897-5400 

Apr  15-19,  1991 

Electrocardiographic  Interpretation  of 
Complex  Arrhythmias.  Indianapolis.  Con- 
tact American  College  of  Cardiology,  Ex- 
tramural Programs,  Dept  5080,  Washing- 
ton, DC  20061-5080  (1-800)  897-5400 

Apr  26-28,  1991 

Diagnostic  Dilemmas  in  Cardiology.  Myr- 
tle Beach,  SC.  Contact  Southern  Medical 
Association,  35  Lakeshore  Dr,  PO  Box 
190088,  Birmingham,  AL  35219-0088  (1- 
800) 423-4992 

Computer  Applications 

Apr  6,  1991 

Reprint  File  Organization.  Austin,  Tex. 
Contact  Texas  Medical  Association  Li- 
brary, 1801  N Lamar  Blvd,  Austin,  TX 
78701  (512)  477-6704,  ext  193 

Emergency  Medicine 

Apr  12-16,  1991 

Essential  Topics  in  Emergency  Medicine.  La 
Jolla,  Calif.  Contact  American  College  of 
Emergency  Physicians,  PO  Box  619911, 
Dallas,  TX  75261-9911  (1-800)  798-1822 
or (214) 550-0911 

Apr  25-26,  1991 

Advanced  Cardiac  Life  Support.  Temple, 
Tex.  Contact  Scott  & White  Memorial 
Hosp,  Office  of  CME,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 
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Family  Medicine 

Apr  5-7,  1991 

Family  Practice  Update.  Austin,  Tex.  Con- 
tact Texas  Academy  of  Family  Physicians, 
8733  Shoal  Creek  Blvd,  Austin,  TX  78766 
(512)451-8237 

Apr  8-12,  1991 

Family  Practice  Review.  Galveston,  Tex. 
Contact  Office  of  CME,  The  University  of 
Texas  Medical  Branch,  Route  J-34,  Shearn 
Moody  Plaza  7.101,  Galveston,  TX  77550 
(409)  761-2934 

Apr  11-14,  1991 

Medical-Surgical  Conference  of  the  Rio 
Grande  Valley.  McAllen,  Tex.  Contact 
Jaime  Rueda,  MD,  817  Quince,  McAllen, 
TX  78501  (512)  686-6342 

Apr  17-21,  1991 

Family  Medicine  Review.  Austin,  Tex. 
Contact  Scott  & White  Memorial  Hosp, 
Office  of  CME,  2401  S 31st  St,  Temple, 
TX  76508  (817)  774-4083 

Apr  17-19,  1991 

Obstetric,  Pelvic  and  Abdominal  Ultra- 
sound for  Family  Physicians.  Houston. 
Contact  The  University  of  Texas  Medical 
School  at  Houston,  Office  of  CME,  1100 
Holcombe  Blvd,  HMB  15.1509,  Houston, 
TX  77030  (713)  792-5346 

Apr  29-May  3,  1991 

Review  Course  in  Family  Medicine.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

General  Medicine 

Apr  26-28,  1991 

Focus  on  the  Athletic  Patient.  Kiawah,  SC. 
Contact  Southern  Medical  Association,  35 
Lakeshore  Dr,  PO  Box  190088,  Birming- 
ham, AL  35219-0088  (1-800)  423-4992 

General  Surgery 

Apr  18-20,  1991 

Current  Topics  in  General  Surgery.  Dallas. 
Contact  Office  of  Continuing  Education, 
The  University  of  Texas  Southwestern 
Medical  Center,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)  688-2166 

Nephrology 

Apr  5-6,  1991 

3rd  Annual  Nephrology  for  the  Non- 
Nephrologist.  El  Paso,  Tex.  Contact  Provi- 
dence Memorial  Hosp,  Education  Dept, 


2001  N Oregon,  El  Paso,  TX  79902  (915) 
452-6284 

Oncology 

Apr  5-6,  1991 

Cancer  Conference.  Temple,  Tex.  Contact 
Scott  & White  Memorial  Hosp,  Office  of 
CME,  2401  S 31st  St,  Temple,  TX  76508 
(817)  774-4083 

Ophthalmology 

Apr  5-6,  1991 

Spring  Ophthalmology  Symposium.  Dal- 
las. Contact  Presbyterian  Healthcare  Sys- 
tem, Office  of  CME,  8160  Walnut  Hill  Ln, 
Dallas,  TX  75231  (214)  891-2323 

Orthopedic  Surgery 

Apr  5-6,  1991 

Sports  Medicine.  Dallas.  Contact  Office  of 
CME,  The  University  of  Texas  Southwest- 
ern Medical  Center,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)  688-2166 

Apr  10-11,  1991 

Charles  Moore  Memorial  Lectureship. 
Dallas.  Contact  Baylor  Medical  Center, 
Office  of  CME,  3500  Gaston  Ave,  Dallas, 
TX  75246  (214)  820-2317 

Apr  26-28,  1991 

Orthopedic  Surgery  Review.  Dallas.  Con- 
tact Continuing  Education,  The  University 
of  Texas  Southwestern  Medical  Center, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214) 688-2166 

Otolaryngology 

Apr  6,  1991 

Otolaryngology  Head  and  Neck  Surgery 
Symposium.  San  Antonio,  Tex.  Contact 
The  University  of  Texas  Health  Science 
Center,  Office  of  CME,  7703  Floyd  Curl 
Dr,  San  Antonio,  TX  78284  (512)  567- 
4444 

Apr  11-13,  1991 

Temporal  Bone  Mini-Course.  Galveston, 
Tex.  Contact  Office  of  CME,  The  Universi- 
ty of  Texas  Medical  Branch,  Rte  J-34, 
Shearn  Moody  Plaza,  Galveston,  TX 
77550  (409)  761-2934 

Pediatrics 

Apr  3,  1991 

Symposium  on  Prevention  of  Infection. 
San  Francisco.  Contact  Continuing  Educa- 
tion, The  University  of  Texas  Southwestern 
Medical  Center,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)  688-2166 
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Apr  4-6,  1991 

National  Pediatric  Infectious  Disease  Sem- 
inar. San  Francisco.  Contact  Continuing 
F.ducation,  The  University  of  Texas  South- 
western Medical  Center,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)  688-2166 

Apr  7,  1991 

What  To  Do  When  the  Malpractice  Ax 
Falls.  San  Francisco.  Contact  Continuing 
Education,  The  University  of  Texas  South- 
western Medical  Center,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)  688-2166 

Apr  19-20,  1991 

Pediatric  Postgraduate  Symposium.  Hous- 
ton. Contact  Baylor  College  of  Medicine, 
Office  of  CME,  One  Baylor  Plaza,  Houston, 
TX  77030  (713)  798-6020 

Apr  26-27,  1991 

Kenneth  C.  Flaltalin  Pediatrics  Seminar. 
Dallas.  Contact  Office  of  CME,  The  Uni- 
versity of  Texas  Southwestern  Medical 
Center,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)  688-2166 

Radiology 

Apr  1-5,  1991 

Visiting  Fellowship  in  MRl.  San  Antonio, 
Tex.  Contact  The  University  of  Texas 
Health  Science  Center,  Office  of  CME, 
7703  Eloyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)  567-4444 

Apr  24-26,  1991 

Non-Ionizing  Radiation:  Physical  Charac- 
teristics & Biological  Effects.  San  Antonio, 
Tex.  Contact  The  University  of  Texas 
Health  Science  Center,  Office  of  CME, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)  567-4444 

Rheumatology 

Apr  10-14,  1991 

International  Conference  on  HLA-B27  Re- 
lated Disorders.  Dallas.  Contact  Continu- 
ing Education,  The  University  of  Texas 
Southwestern  Medical  Center,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)  688- 
2166 

Sports  Medicine 

Apr  19-21,  1991 

Focus  on  the  Athletic  Patient.  Hilton 
Head,  SC.  Contact  Southern  Medical  As- 
sociation, 35  Lakeshore  Dr,  PO  Box 
190088,  Birmingham,  AL  35219-0088  (1- 
800) 423-4992 


Surgery 

Apr  19-21,  1991 

Advances  in  Surgical  Techniques  and  Tech- 
nologies. Hot  Springs,  Va.  Contact  South- 
ern Medical  Association,  35  Lakeshore  Dr, 
PO  Box  190088,  Birmingham,  AL  35219- 
0088  (1-800)  423-4992 

Apr  18-20,  1991 

Current  Topics  in  General  Surgery.  Dallas. 
Contact  Office  of  CME,  The  University  of 
Texas  Southwestern  Medical  Center,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Urology 

Apr  4-5,  1991 

Endoscopy/Laparoscopy.  Houston.  Con- 
tact Baylor  College  of  Medicine,  Office  of 
CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Apr  13-14,  1991 

Lasers  in  Urology.  Rochester,  Minn.  Con- 
tact American  Urological  Association, 
Office  of  Education,  6750  W Loop  South, 
Ste  900,  Bellaire,  TX  77401  (713)  665- 
7500 

May 

Cardiology 

May  15-17,  1991 

Clinical  Auscultation  of  the  Heart.  Wash- 
ington, DC.  Contact  American  College  of 
Cardiology,  Extramural  Programs,  Dept 
5080,  Washington,  DC  20061-5080  (1- 
800)  897-5400 

May  20-21,  1991 

Surgery  for  Coronary  Artery  Disease. 
Durham,  NC.  Contact  American  College 
of  Cardiology,  Extramural  Programs,  Dept 
5080,  Washington,  DC  20061-5080  (1- 
800)  897-5400 

Emergency  Medicine 

May  5-7,  1991 

Quality  Assurance  in  Emergency  Medicine. 
Toronto.  Contact  American  College  of 
Emergency  Physicians,  PO  Box  619911, 
Dallas,  TX  75261-9911  (1-800)  798-1822 
or (214) 550-0911 

May  8-9,  1991 

Risk  Management  in  Emergency  Medicine. 
Toronto.  Contact  American  College  of 
Emergency  Physicians,  PO  Box  619911, 
Dallas,  TX  75261-9911  (1-800)  798-1822 
or (214) 550-0911 


Family  Practice 

May  9,  1991 

Management  of  Common  Gastrointestinal 
Problems  and  Obesity.  Dallas.  Contact 
Texas  Academy  of  Family  Physicians,  8733 
Shoal  Creek  Blvd,  Austin,  TX  78766  (512) 
451-8237 

General  Medicine 

May  17-19,  1991 

Focus  on  the  Female  Patient.  Panama  City, 
Fla.  Contact  Southern  Medical  Associa- 
tion, 35  Lakeshore  Dr,  PO  Box  190088, 
Birmingham,  AL  35219-0088  (1-800)  423- 
4992 

May  20-22,  1991 

Symposium  on  Pain  Research.  Galveston, 
Tex.  Contact  Office  of  CME,  The  Universi- 
ty of  Texas  Medical  Branch,  Route  J-34, 
Shearn  Moody  Plaza  #7101,  Galveston, 
TX  77550  (409)  761-2934 

Neurology 

May  31-June  1,  1991 

Restorative  Neurology.  Houston.  Contact 
Baylor  College  of  Medicine,  Office  of 
CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Oncology 

May  10-14,  1991 

International  Gonference  on  Polyamines  in 
Cancer.  Houston.  Contact  The  University 
of  Texas  M.D.  Anderson  Cancer  Center, 
1515  Holcombe  Blvd,  Houston,  TX  77030 
(713)  792-2121 

Pain  Research 

May  20-22,  1991 

Bristol-Myers  Squibb  Symposium  on  Pain 
Research.  Galveston,  Tex.  Contact  Office 
of  CME,  The  University  of  Texas  Medical 
Branch,  Rte  J-34,  Shearn  Moody  Plaza, 
Galveston,  TX  77550  (409)  761-2934 

Pathology 

May  16-18,  1991 

Current  Issues  in  Surgical  Pathology.  Dal- 
las. Contact  Continuing  Education,  The 
University  of  Texas  Southwestern  Medical 
Center,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)  688-2166 
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Pediatrics 

May  18,  1991 

Pediatric  Symposium.  San  Antonio,  Tex. 
Contact  Southwest  Texas  Methodist  Hos- 
pital, 7700  Floyd  Curl  Dr,  San  Antonio 
78229  (512)  692-4546 

Psychiatry 

May  3-5,  1 99 1 

Diagnostic  Advances  in  Neurology  and 
Psychiatry.  Point  Clear,  Ala.  Contact 
Southern  Medical  Association,  35 
Lakeshore  Dr,  PO  Box  190088,  Birming- 
ham, AL  352 1 9-0088  ( 1 -800)  423-4992 

May  17-19,  1991 

Psychiatric  Update  Conference  for  Physi- 
cians. Vancouver,  British  Columbia.  Con- 
tact Dr  Alan  Buchanan,  102-180  W Broad- 
way, Vancouver,  BC  V5Z  4C9  (604) 
922-3570 

Pulmonary  Medicine 

May  31,  1991 

Blood  Products  Seminar.  Tyler,  Tex.  Con- 
tact The  University  of  Texas  Health  Sci- 
ence Center  at  Tyler,  PO  Box  2003,  Tyler, 
TX  75710  (903)  877-7255 

Radiology 

May  13-17,  1991 

Radiation  Safety  Officer's  Course.  San  An- 
tonio, Tex.  Contact  The  University  of 
Texas  Health  Science  Center,  Office  of 
CME,  7703  Floyd  Curl  Dr,  San  Antonio, 
TX  78284  (512)  567-4444 

May  20-24,  1991 

Advanced  Radiological  Health.  San  Anto- 
nio, Tex.  Contact  The  University  of  Texas 
Health  Science  Center,  Office  of  CME, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)  567-4444 

May  20-24,  1991 

Board  Certification  Preparation  in  Radia- 
tion Oncology  Physics.  San  Antonio,  Tex.  ! 
The  University  of  Texas  Health  Science 
Center,  Ofhce  of  CME,  7703  Flovd  Curl 
Dr,  San  Antonio,  TX  78284  (512)  567- 
4444 

May  20-24,  1991 

Resident’s  Review  in  Physics  & Radiation 
Biology  of  Radiation  Oncology.  San  Anto- 
nio, Tex.  The  University  of  Texas  Health  i 
Science  Center,  Ofhce  of  CME,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  (512) 
567-4444 


Sports  Medicine 

May  4-1 1,1991 

Medicine  of  Diving.  Turks  and  Caicos  Is- 
lands. Contact  Medical  Seminars,  Inc, 
11107  Wurzbach  Rd,  San  Antonio,  TX 
i 78230(1-800)733-1660 

Urology 

May  3-5,  1991 

BPH.  Fas  Vegas,  Nev.  Contact  American 
Urological  Association,  Ofhce  of  Educa- 
tion, 6750  W Loop  South,  Ste  900,  Bel- 
laire,  TX  77401  (713)  665-7500 

June 

Cardiology 

jun  5-8,  1991 

Cardiology  for  the  Primary  Care  Physi- 
1 cian.  Charleston,  SC.  Contact  American 
College  of  Cardiology,  Extramural  Pro- 
i grams.  Dept  5080,  Washington,  DC 
20061-5080  (1-800)  897-5400 

jun  .5-8,  1991 

Advanced  Echocardiography  & Doppler 
Methods.  San  Diego,  Calif.  Contact  Ameri- 
can College  of  Cardiology,  Extramural 
Programs,  Dept  5080,  Washington,  DC 
20061-5080  (1-800)  897-5400 

Jun  6-7,  1991 

New  Frontiers  in  Vascular  Interventions. 
Los  Angeles.  Contact  American  College  of 
Cardiology,  Extramural  Programs,  Dept 
5080,  Washington,  DC  20061-5080  (1- 
800)  897-5400 

Jun  16-21,  1991 

Two-Dimensional  Echocardiography  & 
Cardiac  Doppler.  Orlando,  Fla.  Contact 
American  College  of  Cardiology,  Extramu- 
ral Programs,  Dept  5080,  Washington,  DC 
20061-5080  (1-800) 897-5400 

Emergency  Medicine 

Jun  28-29,  1991 

Advanced  Cardiac  Life  Support.  Tyler, 
Tex.  Contact  The  University  of  Texas 
Health  Science  Center  at  Tyler,  PO  Box 
2003,  Tyler,  TX  75710  (903)  877-7255 

Jun  13-14,  1991 

Advanced  Cardiac  Life  Support.  Temple, 
Tex.  Contact  Scott  & White  Memorial 
Hosp,  Ofhce  of  CME,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 


Jun  20-21,  1991 

Pediatric  Advanced  Life  Support.  Temple, 
Tex.  Contact  Scott  & White  Memorial 
Hosp,  Ofhce  of  CME,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

ENT 

Jun  5-6,  1991 

Anatomy  of  the  Nose.  Galveston,  Tex. 
Contact  Ofhce  of  CME,  The  University  of 
Texas  Medical  Branch,  Rte  J-34,  Shearn 
Moody  Plaza,  Galveston,  TX  77550  (409) 
761-2934 

Family  Practice 

Jun  1,  1991 

Clinical  Encounters  1991.  Dallas.  Contact 
Ofhce  of  CME,  The  University  of  Texas 
Southwestern  Medical  Center,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)  688- 
2166 

Jun  21-27,  1991 

Summer  in  Switzerland.  Lucerne,  Switzer- 
land. Contact  Texas  Academy  of  Family 
Physicians,  8733  Shoal  Creek  Blvd,  Austin, 
TX  78766  (512)  451-8237 

General  Medicine 

Jun  9-13,  1991 

l.Mh  Lung  Symposium.  Sea  Island,  Ga. 
Contact  Southern  Medical  Association,  35 
Lakeshore  Dr,  PO  Box  190088,  Birming- 
ham, AL  35219-0088  (1-800)  423-4992 

Jun  21-23,  1991 

Focus  on  the  Chronically  III  Patient.  Des- 
tin,  Fla.  Contact  Southern  Medical  Associ- 
ation, 35  Lakeshore  Dr,  PO  Box  190088, 
Birmingham,  AL  35219-0088  (1-800)  423- 
4992 

Internal  Medicine 

Jun  24-26,  1991 

Highlights  in  Women’s  Health  Care.  Santa 
Fe,  NM.  Contact  Scott  Sc  White  Memorial 
Hosp,  Ofhce  of  CME,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

Otolaryngology 

Jun  6-8,  1991 

Update  in  Otolaryngology.  Galveston,  Tex. 
Gontact  Ofhce  of  CME,  The  University  of 
Texas  Medical  Branch,  Rte  J-34,  Shearn 
Moody  Plaza,  Galveston,  TX  77550  (409) 
761-29.34 
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jun  20-22,  1991 

Updates  in  Otolaryngology.  Cialvestoii, 
Tex.  Contact  Ofrtce  of  CME,  The  llniversi- 
ty  of  Texas  Medical  Branch,  Rte  J-34, 
Shear n Moodv  Plaza,  Galveston,  TX 
77550  (409)  761-2934 

Pediatrics 

jun  10-14,  1991 

Acute  Care  Pediatrics.  Hilton  Head 
Island,  SC.  Contact  Baylor  College  of 
Medicine,  Office  of  CME,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798- 
6020 

jun  20-22,  1991 

Pediatric  Review  and  Update.  Galveston, 
Tex.  Contact  Office  of  CME,  The  Universi- 
ty of  Texas  Medical  Branch,  Rte  j-34, 
Shearn  Moodv  Plaza,  Galveston,  TX 
77550 (409)  761-2934 

Perinatal  Medicine 

jun  21-22,  1991 

Conference  on  Perinatal  Medicine.  Dallas. 
Contact  Methodist  Medical  Center,  301  W 
Colorado,  Dallas,  TX  75265  (214)  944- 
8008 

Pulmonary  Medicine 

jun  9-13,  1991 

Symposium  on  Lung  Disease.  Sea  Island, 
Ga.  Contact  Southern  Medical  Associa- 
tion, 35  Eakeshore  Dr,  PO  Box  190088, 
Birmingham,  AL  35219-0088  (1-800)  423- 
4992 

Radiology 

jun  3-7,  1991 

Visiting  Fellowship  m MRl.  San  Antonio, 
Tex.  Contact  The  University  of  Texas 
Health  Science  Center,  Office  of  CME, 
7703  Eloyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)  567-4444 

Urology 

jun  22-27,  1991 

Basic  Sciences  Conference  for  Urology 
Residents.  Charlottesville,  Va.  Contact 
American  Urological  Association,  Office  of 
Education,  6750  W Loop  South,  Ste  900, 
Bellaire,  TX  77401  (713)  665-7500 


Teleconference 
Network  of  Texas 


Eor  information  on  programming  offered 
through  the  Teleconference  Network  of 
Texas  contact  Teresa  Saad,  The  University 
of  Texas  Health  Sciences  Center,  7703 
Eloyd  Curl  Dr,  San  Antonio,  TX  78284- 
7978  (512)  567-2700. 

April-May 

Drug  Therapy  Update 
Apr  18,  1991;  May  16,  1991 

Family  Practice  Today 
Apr  12,  1991;  May  24,  1991 

Innovations  for  Infection  Control  Practices 
Apr  16,  1991;  May  21,  1991 


TMA  Practice 
Management  Workshops 


The  following  workshops  and  seminars  are 
sponsored  hy  the  Texas  Medical  Associa- 
tion Department  of  Practice  Management 
Services.  Eor  further  information,  contact 
the  TMA  Department  of  Practice  Manage- 
ment Services,  1801  N Lamar  Blvd,  Austin, 
TX  78701  (512)477-6704,  ext  350. 

March— June,  1991 

Improving  Practice  Productivity  and  Perfor- 
mance: Mar  19,  1991,  Houston;  Mar  20, 
1991,  San  Antonio;  Mar  21,  1991,  Dallas. 

lCD-9  and  CPT  Coding/Third  Party  Reim- 
bursement: Apr  2,  1991,  Tyler;  Apr  4,  1991, 
Dallas;  Apr  9,  1991,  San  Antonio;  Apr  10, 
1991,  Houston;  Apr  16,  1991,  Amarillo; 
Apr  17,  1991,  Eort  Worth;  Apr  19,  1991, 
Corpus  Christi;  Apr  23,  1991,  Luhhock. 

Improving  Patient  Service:  jun  4,  1991, 
Houston;  jun  5,  1991,  San  Antonio;  jun  6, 
1991,  Dallas. 


TMA  Risk 

Management  Seminars 

The  following  course  is  sponsored  by  the 
Texas  Medical  Association  Risk  Manage- 
ment Department.  All  seminars,  unless  oth- 
erwise announced,  will  be  held  from  7 
pm- 10  pm.  Eor  further  information,  con- 
tact the  TMA  Department  of  Risk  Manage- 
ment, 1801  N Lamar  Blvd,  Austin,  TX 
78701  (512)  477-6704, ext  351. 

March-June,  1991 

Malpractice  Proof  Your  Practice 

Mar  14,  1991,  Eort  Worth;  Mar  28,  1991, 
Corpus  Christi;  Apr  18,  1991,  Amarillo; 
Apr  25,  1991,  San  Antonio;  May  9,  1991, 
Dallas  (during  TMA  Annual  Session,  2 
pm-5  pm);  May  23,  1991,  Beaumont;  May 
30,  1991,  El  Paso;  jun  12,  1991,Tvler;  )un 
26,  1991,  McAllen;  july  6,  1991,  Corpus 
Christi  (with  Nueces  County  Medical  Edu- 
cation Eoundation;  1:30  pm-5:30  pm); 
Sept  14,  1991,  Austin  (during  TMA  Pall 
Leadership  Conference;  2 pm-5  pm);  Sept 
19,  1991,  Dallas;  Sept  26,  1991,  Houston. 

Calendar  of  Meetings 

•Denotes  Texas  meeting 

March 

Mar  1-3,  1 99 1,  Austin,  Tex 

•Texas  Medical  Association  1991 
Winter  Leadership  Conference 

Contact  jon  Hornaday,  TMA,  1801 
N Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704 

Mar  7-12,  1991,  Anaheim,  Calif 
American  Academy  of  Orthopedic  Sur- 
geons Annual  Meeting 
Contact  AAOS,  222  S Prospect  Ave,  Park 
Ridge,  IL  60068  (708)  823-7 1 86 

Mar  21-23,  1991,  Williamsburg,  Va 
International  College  of  Surgeons,  US  Sec- 
tion Annual  Meeting 

Contact  ICS,  1516  N Lake  Shore  Dr, 
Chicago,  IL  60610  (312)  787-6472 

•Mar  8-10,  1991,  Austin,  Tex 
Texas  Ophthalmological  Association  An- 
nual Educational  Symposium 
Contact  TO  A,  1801  N Lamar  Blvd, 
Austin,  TX  78701  (512)  477-6704, 
ext  244 
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•Mar  13-15,  1991,  San  Antonio,  Tex 
American  Society  lor  Clinical  Pharmacolo- 
gy and  Therapeutics 

Contact  ASCPT,  1718  Gallagher  Rd, 
Norristown,  PA  19401-2800  (215)  825-3838 

Mar  25-28,  1 991,  Maui,  Hawaii 
American  College  of  Emergency  Physicians 
Winter  Symposium 

Contact  ACF.P,  PO  Box  619911,  Dallas, 
TX  75261-991  1 (1-800)  798-1822  or 
(214)  550-0911 

April 

•April  5-7,  1991,  Austin,  Tex 
Texas  Academy  of  Family  Physicians  Inter- 
im Session 

Contact  TAFP,  8733  Shoal  Creek  Blvd, 
Austin,  TX  78766  (5  1 2)  45  I -8237 

Apr  8-18,  1991,  Kauai,  Hawaii 
American  Society  for  Head  & Neck 
Surgery  Annual  Meeting 
Contact  ASHN,  Rl-30  University  Hosp, 
Seattle,  WA  98195  (206)  543-8383 

Apr  1 1-14,  1991,  New  Orleans 
American  College  of  Physicians  Annual 
Meeting 

Contact  ACP,  W Sixth  St  at  Race,  Philadel- 
phia, PA  19106 (215) 243-1200 

Apr  14-17,  1991,  New  York. 

American  College  of  Surgeons  Spring 
Meeting 

Contact  ACS,  44  E Erie  St.,  Chicago,  IE 
60611  (312)  664-4050 

Apr  21-27,  1991,  Boston 

American  Academy  of  Neurology  Annual 

Meeting 

Contact  AAN,  2221  University  Ave,  SE, 
Ste  335,  Minneapolis,  MN  55414  (612) 
623-8115 

Apr  21-25,  1991  New  Orleans 
American  Association  of  Neurological  Sur- 
geons Annual  Meeting 
Contact  AANS,  22  S Washington  St,  Park 
Ridge,  IL  60068  (708)  692-9500 

Apr  21-25,  1991,  New  Orleans 
American  Association  of  Neurological  Sur- 
geons Annual  Meeting 
Contact  AANS,  22  S Washington  St,  Park 
Ridge,  IE  60068  (312)  692-9500 


May 

May  1-5,  1991,  Waioloka,  Hawaii 
American  Academy  of  Facial  Plastic 
& Reconstructive  Surgeons  Annual  Meeting 
Contact  AFPRS,  1110  Vermont  Ave,  NW, 
Washington,  DC  20005  (202)  842-4500 

May  5-9,  1991,  New  Orleans 

American  College  of  Ob-Gyn  Annual 

Meeting 

Contact  ACOG,  409  12th  St,  SW,  Wash- 
ington, DC  20005  (202)  347-5445 

May  6-8,  1991,  Washington,  DC 
American  Association  for  Thoracic  Surgery 
Contact  AATS,  13  Elm  St,  Manchester, 
MA  01944  (505)  526-8330 

May  9-12,  1991,  Dallas 

•Texas  Medical  Association  1991 
Annual  Session 

Contact  Mrs  Dale  Willimack,  TMA,  1801 
N Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704 

May  11-16,  1991,  New  Orleans 
American  Psychiatric  Association  Annual 
Meeting 

Contact  APA,  1400  K St,  NW, 
Washington,  DC  20005  (202)  682-6100 

May  19-21,  1991,  Houston 
•American  Society  of  Clinical  Oncology 
Annual  Meeting 

Contact  ASCO,  435  N Michigan  Ave, 
Chicago,  IL  606 11(312)  644-0828 

May  22-26,  1991,  Washington,  DC 
Society  of  Critical  Care  Medicine  Annual 
Meeting 

Contact  SCCM,  25 1 E Imperial  Hwy,  Ste 
480,  Fullerton,  CA  92635  (714)  870-5243 

May  23-26,  1991,  Houston 
•American  Association  for  Cancer  Re- 
search Annual  Meeting 
Contact  AACR,  330  Market  St,  2nd  FI, 
Philadelphia,  PA  19106  (215)  440-9300 

May  29-June  1,  1991,  Orlando,  Fla 
American  College  of  Sports  Medicine  An- 
nual Meeting 

Contact  ACSM,  401  W Michigan  Ave,  In- 
dianapolis, IN  46254  (317)  637-9200 


TEXAS  PHYSICIAN 
PLACEMENT  SERVICE 


Save  yourself 
time  and 
frustration. 

Put  the  Texas  Physician  Placement 
Service  and  its  computer  data  bank  of 
practice  opportunities  and  physician 
applicants  to  work  for  you. 

• Fast,  personalized  service 

• Low  placement  fees 

• Free  service  for  physician  applicants 

• All  specialties  accepted 

• Urban  and  rural  placements 

• More  than  150  Texas  practice 
opportunities  currently  on  file 

A Texas-based  matching  service 
offering  Texas  practice  opportunities. 

Call  us  today  at  (512)  477-6704, 

Ext.  263. 

A joint  service  of 

Texas  Medical  Association  and 

Texas  Academy  of  Family  Physicians 
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Get  your  next  new  car  from  us . . 
aTMA  endorsed  company! 


When  the  Texas  Medical  Association 
wanted  to  endorse  a car  company,  they  had 
some  requirements!  They  wanted  a company 
with  integrity,  volume  buying  power,  and 
above  all  SERVICE.  The  TMA  chose  Autoflex 
Leasing. 

Just  one  call  to  us  and  you  get  all  of  the 
above  and  more.  Our  "FLEXLEASE"  is  the 
best  lease  available,  and  it  includes  free  rent 
cars,  no  down  payment  & no  deposit.  You 
pick  out  the  car  of  your  choice  and  we  wUl 
deliver  it  to  your  home  or  office  the  next  day! 
Sound  simple?  It  is! 


Aaxtoflex 


Since  tax  reform,  there  are  no  advantages 
to  owning  a car.  Interest  write  offs  and  invest- 
ment tax  credits  have  been  eliminated  and 
sales  tax  can  no  longer  be  deducted.  Call  one 
of  our  professionals  today  so  we  can  explain 
our  special  programs  created  exclusively  for 
TMA  members.  So  for  your  next  vehicle, 
whether  you  buy  or  lease,  choose  a company 
the  TMA  endorses.  Choose  Autoflex  Leasing. 

r PHYSICIANS  CARING  POP  TEXANS 

TcxasMedical 

A.s,vx:iation 


CONTACT:  LOUIS  MURAD 
OR  PATRICK  MORRISSEY 

1-800-634-0304 


212  W.  Spring  Valley  • Richardson,  TX  75081  • 214-234-1234 


1-800-252-9318 

YOUR  HOTLINE 
FOR  TMAIT 
INSURANCE 
ANSWERS 


We  know  that  insurance  can  be  com- 
plicated and  confusing.  You  and  your 
staff  have  more  important  things  to  do 
than  worry  about  your  personal  and 
staff  insurance.  That’s  why  TMAIT 
has  an  INSURANCE  HOTLINE  to 
simplify  things. 

Just  call  1-800-252-9318  any  weekday 
between  8:15  a.m.  and  5:15  p.m. 

You’ll  get  a friendly  TMAIT  insurance 
specialist  who  can  usually  answer  your 
questions  immediately.  If  they  can’t, 
they’ll  get  the  answer  and  promptly 
call  you  back. 

Your  INSURANCE  HOTLINE  is  just 
one  more  valuable  member  service. 

TMAIT  offers  you  Safety,  Financial 
Stability,  Excellent  Service  and 
Reliability. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


Created  and  endorsed  by  the  Texas  Medical  Association 


It 


TexasMedical 

Association 


1901  NORTH  LAMAR  BLVD^ 
AUSTIN,  TEXAS  78705 
1-800-252-9318 
IN  AUSTIN  476-6551 
FAX:  512/469-9336 


Underwritten  by  PRUCO  Life  In.surance  Company  of  Texas, 
a subsidiary  of  The  PRUDENTIAL. 


Contents 


Status  quo  won’t  do:  the  health  insurance  crisis  in  Texas 

How  do  you  tackle  a problem  so  large  and  so  complicat- 
ed that  most  state  officials  respond  with  little  more  than 
earnest  hand-wringing? 

By  Steve  Carrele  and  Kathryn  Trombatore 36 


Governor  Richards  talks  about  health  care  in  Texas 46 


Upfront 

Annual  Session  heads  for  Dallas  . . . 

Noted  guest  speakers  headline  Annual  Session  programs  . . . 

UTMB  marks  its  first  century  of  service  . . . 

A Legacy  of  Caring  reaches  a milestone  . . . 

TMA  honors  excellence  in 

health  information  reporting  . . . and  more iO 


Status  quo  won’t 
do:  the  health 
insurance  crisis 
in  Texas 

An  unlikely  coalition 
created  and  led  by  TMA 
got  out  in  front  of  an  issue 
that  threatens  organized 
medicine.  Cover  illustration 
by  Philippe  Weishecker. 


People 

Newsmakers  . . . Obituaries 14 


Law 

The  Burditt  case:  1,000  briefs,  but  who’s  counting?  . . . 

. Postscript  on  the  physician  and  his  suicide  machine 20 

Covering  your  assets:  keeping  the  creditor  wolves  away 

By  Linda  Cange  i.osi,  )D 21 


Governor 
Ann  Richards 

talks  about  health  care 
in  an  exclusive  interview  with 
Texas  Medicine.  Photography 
by  Michael  Flahive. 


Legislative  Affairs 

Child  care  bill  gains  support  of  Council  on  Legislation  . . . 
Other  action  by  the  Council  on  Legislation  . . . 

Rural  health  to  get  another  look  by  legislature  . . . 

TMA  member  gets  second  turn  at 
leading  Texas  Board  of  Health  . . . 

Medical  student  loan  bills  filed 


26 


2 


Texas  Medicine 


Volume  87  No.  4 


April  1991 


April  1991 


Criteria  for  receiving  HIV  medications  . . . 

CDC  says  blood  lead  ‘action  levels’  will  drop  this  summer  . . . 

State  heaith  department  warns  physicians  of  mercury  in  Lavaca  Bay  . . . 
State  health  plan  calls  for  increased  cigarette,  alcohol  taxes 


32 


The  University  of 
Texas  Medical 
Branch:  a century 
of  service 

“Old  Red”  weathered  the 
Great  Galveston  Storm  in 
1900  and  today  adds  elegance 
to  the  bustling  campus. 

& 


Medical  Economics 

Gallup  poll  helps  TMA  track  issues  important  to  Texas  physicians  . . . 

Latest  Medicaid  increases  target  primary  care  services 52 


Science  and  Education 

TMA  general  sessions  tackle  tough  issues  . . . 

TMA  conference  targets  physicians’  role  in  continuing  medical  education  . . . 
Medicine  in  Texas:  news  from  around  the  state 58 

The  University  of  Texas  Medical  Branch:  a century  of  service 

By  Leslie  Watts 8i 


The  Journal 

Firearm  mortality  in  Texas,  1976-1985:  how  far  is  Fort  Smith? 

By  Roberta  K.  Lee,  RN,  DrPH;  Keith  Burau,  PhD; 

AND  Sharon  Clanton -78 

A reply  to  critics  of  using  stimulants  to  treat  attention 
deficit  hyperactivity  disorder 

By  Steven  R.  Pliszka,  MD 84 

Disseminated  histoplasmosis  with  bilateral  adrenal  enlargement: 
diagnosis  by  computed  tomography-directed  needle  biopsy 

By  Alan  D.  Schonfeld,  MD;  Jeffrey  A.  Jackson,  MD; 

Daniel  J.  Smith,  MD;  and  Douglas  L.  Hurley,  MD 88 


A perception  of  the  rural  health  situation  in  Central  Texas: 
we  need  regionalization 

By  Robert  Bernstein,  MD,  FACP;  and 

Charles  R.  Webb,  Jr,  MD,  MPH 


I 


TexasMcdical 

Association 


CME/Continuing  Education 
Directory 


PHYSICIANS  CARING  FOR  TEXANS 


Texas  Medicine  Volume  87  No.  4 April  1 99  I 


3 


Address 


Return  form  to: 

Carrie  Laymon,  1801  N.  Lamar  Blvd,  Austin,  TX  78701 
(512)  477-6704 
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With  a 
balanced  approach 
to  rehabilitation, 
today’s  disabled 
children  can  become 

tomorrow’s 
independent  adults. 


At  Warm  Springs,  pediatric  rehahilita' 
tion  balances  the  mastery  of  basic 
childhood  living  skills  with  the  achieve- 
ment of  a lifelong  sense  of  independence 
and  self-esteem.  To  make  it  work,  we 
make  it  fun  for  kids  - not  just  in  thera- 
peutic recreation,  but  also  in  physical, 
occupational  and  speech  therapy.  Our 
pediatric  program  works  on  skills  for 
childhood  play,  and  on  the  emotional 
and  social  skills  necessary  to  grow  into 
healthy  adults.  Directed  by  a physiatrist 
specializing  in  pediatric  rehabilitation, 
the  program  includes  one-on-one  and 
group  therapy,  taking  place  in  specially 
designed  areas  of  our  San  Antonio 
hospital  that  have  been  equipped  for 
children.  We  can  help  children  with 
many  types  of  disabling  injuries  or 
illnesses,  including  brain  injury  or  spinal 
cord  injury,  meet  todays  challenges  - as 
well  as  tomorrow  s. 


Warm  Springs 
Rehabilitation  System 


Goniales,  TX  800/792-9276,  512/672-6592 
San  Antonio,  TX  800/451-1350,  512/691-0100 


West  Texas  — left  out 
again! 

■ was  pleased  to  see  Texas 
Medicine  feature  “Beating  the 
Odds:  Minorities  in  Medicine,”  in 
its  February  1991  issue  |pp  38-46]. 
However,  West  Texas  — the  “bas- 
tard child”  of  Texas  — was  not  rep- 
resented or  commented  on. 

We  in  West  Texas,  and  more 
specifically  in  El  Paso,  have  a large 
minority  population  that  is  Hispan- 
ic. In  fact,  the  minority  is  a majori- 
ty! We  “minority  physicians”  are 
well  represented  in  our  hospital 
committees,  the  medical  society,  and 
the  community.  Although  there  are 
so  many  of  us,  this  does  not  change 
the  fact  that  we  also  have  opinions 
and  stories  to  tell,  and  might  have 
added  more  to  your  feature  article 
on  minorities  in  medicine. 

Once  again,  it  seems  that  the 
great  state  of  Texas  goes  only  from 
Dallas  down  to  the  Rio  Grande  Val- 
ley, passing  through  Austin,  San  An- 
tonio, and  Houston.  El  Paso  is  the 
fourth  largest  city  in  Texas;  a little 
effort  to  recognize  us  would  have 
been  nice. 

Leonard  Duran,  M D 
104^0  Brian  Mooney,  El  Paso,  TX  79935. 

The  fabric  of  future 
physicians* 

Recruiting  for  family  practice 
residents  has  become  fiercely 
competitive  because  the  number  of 
medical  students  entering  family 
practice  has  diminished  while  the 
number  of  excellent  training  pro- 
grams has  increased.  Because  of  the 
stiff  competition,  questions  have 
been  raised  about  the  mettle  of  these 
future  physicians.  Can  their  projected 


Letters 


image  be  trusted?  What  are  their  mo- 
tives? Is  their  honesty  sincere?  What 
are  their  ethical  precepts?  What 
about  the  fabric  of  their  morality? 

Eortunately,  the  John  Peter  Smith 
Eamily  Practice  Residency  Program 
can  report  that  this  year’s  applicants 
demonstrate  an  honorable  motiva- 
tion consistent  with  the  oaths  of 
long-ago  physicians.  The  following 
excerpt  from  applicant  Carmen  P. 
Wong’s  personal  statement  illus- 
trates the  fabric  of  future  physicians. 
[Ms  Wong  is  a 4th  year  medical  stu- 
dent at  The  University  of  Texas 
Health  Science  Center  Medical 
School,  Houston,  Tex.j 

“I  conceive  of  learning  as  a kind 
of  weaving  process.  Weaving  in- 
volves actively  understanding  and 
creating  patterns,  the  conscious 
choice  of  which  thread  to  select, 
which  to  leave  behind,  which  col- 
ors and  thickness  to  use,  what  to 
unravel  and  discard,  what  to  do 
over  again,  where  to  repeat,  and 
when  to  end.  It  entails  grasping 
the  basic  principles  for  integrating 
disparate  elements  into  new  and 
sometimes  remarkable  patterns. 
The  process  is  very  individualized; 
the  final  outcome  is  unique.  . . . 

“My  decision  to  pursue  the  spe- 
cialty of  family  practice  comes  as 
a natural  consequence  of  the  atti- 
tudes and  goals  I had  when  I en- 
tered medical  school.  Nearly  ev- 
eryone who  seeks  a career  in  the 
medical  profession  does  so  out  of 
a desire  to  comfort  and  heal,  and 
I am  no  exception.  During  my 
clinical  rotations  I was  intrigued 
to  discover  the  extent  to  which 
the  interaction  between  psy- 
chosocial and  biomedical  compo- 
nents affected  the  effectiveness  of 
treatment.  ...  I was  more  in- 
spired by  the  cross-disciplinary. 


holistic  approaches  to  treatment 
than  by  compartmentalized,  re- 
ductionistic  ones.  . . . Eamily 
practice  embodies  all  these  [ele- 
ments as  well  as]  the  art  of  pa- 
tient management  within  the  con- 
text of  the  entire  family.  . . . 

“I  believe  we  weave  meaningful 
[fabrics]  of  our  experiences  as  we 
experience  them,  focusing  on 
specific  [elements  of  the  cloth] 
around  which  patterns  form.  My 
fear  for  medicine  is  that  too 
many  doctors  focus  their  atten- 
tion on  the  highly  attractive 
image  of  specific  technological 
cures  for  specific  problems.  . . . 
Medicine  must  project  a human 
image  — of  one  person  healing 
another,  not  of  a technician  fixing 
a machine  — if  it  is  to  be  effec- 
tive and  well  received  within  the 
community.  We  all  — doctors 
and  patients,  specialists  and  gen- 
eralists alike  — need  one  another 
in  what  Walt  Whitman  called  the 
hunger  for  equals.  This  is  . . . the 
context  in  which  I want  to  prac- 
tice medicine.” 

Paul  A.  Solomon,  MD 
Acting  Director,  Family  Practice  Residency 
Program,  John  Peter  Smith  Hospital, 
1500  S Main  St,  Port  Worth,  TX  76104. 

“ An  earlier  version  of  this  letter  appeared 
in  the  February  issue  of  Tarrant  County 
Physician. 

Do  your  hospital 
patients  smoke  in  bed? 

Some  time  ago,  while  making 
routine  rounds,  I happened  to 
see  an  elderly  patient  smoking  in 
bed,  with  no  family  member  or  hos- 
pital staff  present. 

I was  reminded  of  a Texas  De- 
partment of  Health  report  of  four 
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deaths  in  Texas  hospitals,  from 
1986  to  1989,  all  related  to  patients, 
three  of  whom  were  restrained^ 
smoking  in  bed.  Smoking  is  the  most 
common  cause  of  hospital  fires,  and 
smoking  was  involved  in  all  of  the 
hospital  fires  with  patient  injuries 
and  fatalities. 

Thanks  to  the  efforts  of  the  Texas 
Medical  Association,  Texas  Hospital 
Association,  Texas  Department  of 
Health,  and  other  groups,  most  hos- 
pitals are  becoming  smoke-free.  (My 
hospital  is  ahrjost  smoke-free;  pa- 
tients are  allowed  to  smoke  only 
with  their  physician’s  direct  order.) 
Ironically,  my  hospital’s  rules  do  not 
prohibit  an  unattended  patient  from 
smoking  in  bed. 

All  Texas  physicians  should  be 
aware  of  these  deaths  and  they 
should  be  knowledgeable  about  and 
help  formulate  their  hospitals’  poli- 
cies regarding  smoking. 

John  H.  Smith,  MD 
Chairman,  TMA  Council  on  Health  Facilities, 
4100  Frau'ley  Drive,  Fort  Worth,  TX  76180. 

Speaking  out  as  a 
physician  — not  a 
provider 

■ read  with  interest  the  article, 
“Physicians  aren’t  ‘providers’;  pa- 
tients aren’t  ‘consumers,’”  in  the 
November  1990  issue  of  Texas 
Medicine  [p  6|. 

Having  done  some  training  in 
England  and  Canada,  I would  like 
to  mention  something  about  the 
Canadian  system  that  may  help  us, 
as  physicians,  to  focus  the  public 
and  legislature’s  attention  on.  I refer 
to  the  cap  on  medical  expenditures 
placed  by  federal  and  provincial 
governments.  For  example,  the 
Province  of  Ontario  allocates  x 


number  of  dollars  towards  medical 
care.  If  a hospital  and  physician 
spend  it  all  on  a dozen  heart  trans- 
plants for  instance,  that  is  that  and 
no  more  money  comes  out  of  the 
kitty.  This  may  be  an  oversimplified 
way  of  putting  it,  but  I think  it  is  the 
bottom  line.  The  more  clearly  and 
forcefully  we  explain  this  to  those 
who  cry  about  the  cost  of  medical 
care  while  demanding  the  best  for 
themselves  and  their  families,  the 
stronger  our  position  would  be. 

And  here  in  the  United  States,  our 
legislators,  their  families,  and  other 
dignitaries  go  to  the  best  hospitals  in 
their  respective  states  and  occupy  the 
finest  suites,  yet  seem  to  pay  only  a 
nominal  fee,  as  this  is  another  fringe 
benefit  that  comes  with  the  title  Sena- 
tor, Congressman,  Mr  Secretary,  or 
Governor.  They  should  be  required  ei- 
ther to  pay  the  full  fee  or  be  given  an 
estimate  about  how  much  it  would 
have  cost  plain  Mr  Joe  Smith  if  he 
had  received  those  same  services. 

These  may  not  be  popular  opin- 
ions to  voice  but  voiced  they  should 
be.  Thank  you  for  allowing  me  to  ex- 
press my  thoughts  as  a physician  — 
not  a provider  — about  the  care  of 
our  patients  — not  consumers. 

Adki  G.  Nafrawi,  MD 
nil  Hickory,  Abilene,  TX  79601. 

Human,  all  too  human 

At  a recent  Texas  Medical  As- 
sociation meeting,  it  dawned 
on  me  that  physicians’  “circle-the- 
wagons”  defensive  posture,  while 
preventing  a few  suits,  does  not  at- 
tack the  root  cause  of  the  liability 
crisis.  The  cause  is  not  greedy 
lawyers  and  incompetent  doctors. 
The  root  cause  of  the  liability  crisis 
is  unrealistic  patient  expectations. 


Organized  medicine  proudly 
trots  out  every  new  technology  and 
drug,  and  the  public  learns  about 
these  advances  through  the  media. 
But  the  media  never  reports  that 
each  new  advance  brings  its  own  set 
of  complications  and  deficiencies, 
because  this  would  make  the  item 
less  newsworthy. 

So,  who  can  blame  the  public  for 
equating  a less  than  perfect  outcome 
with  negligence?  All  they’ve  heard 
about  for  years  are  the  latest  “mira- 
cle treatments.”  No  one  educates  the 
public  that  treatment  complications 
and  drug  reactions  (almost  all  of 
them  caused  by  the  disease  process, 
technological  limitations,  and  unpre- 
dictable factors)  are  part  of  the  daily 
fabric  of  a physician’s  practice.  I re- 
member that,  prior  to  entering  medi- 
cal school,  I was  certain  that  when- 
ever I went  to  the  doctor,  he  would 
make  everything  all  right.  He  is  a 
scientist,  isn’t  he? 

Unless  we  swallow  our  pride  and 
educate  the  public  about  medicine’s 
limitations,  physicians  will  be  under 
siege  from  predatory  attorneys  and 
angry,  confused  patients  from  now 
on,  regardless  of  how  pretty  our 
charts  look! 

The  educational  subjects  for 
restoring  patient  expectations  to  re- 
alistic levels  are  nearly  limitless.  It 
couldn’t  hurt  to  remind  the  public 
that  each  body  is  a degenerating  or- 
ganism, destined  to  die.  Wouldn’t  it 
prevent  some  lawsuits  if  all  prospec- 
tive mothers  knew  that  there  is  a 
“background  rate”  of  congenital 
malformations?  Wouldn’t  some  pa- 
tients and  relatives  forgo  that  first 
step  of  calling  an  attorney  if  they 
understood  that  some  heart  attacks 
hit  unpredictably,  even  if  the  EKG 
was  normal  just  24  hours  ago?  How 
many  lawsuits  would  be  prevented  if 
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the  public  knew  what  a pulmonary 
embolus  was,  and  what  it  can  do? 

Would  neurosurgeons  get  sued 
less  if  the  public  knew  some  basic 
things  about  the  nervous  system,  its 
diseases,  and  what  neurosurgeons 
have  to  deal  with?  A great  starting 
point  in  restoring  patient  expecta- 
tions to  realistic  levels  would  be  a 
simple  public  education  program  on 
cancer  biology.  The  public  needs  to 
know  about  all  the  cancers  our  won- 
derful screening  programs  (mammo- 
grams and  chest  x-rays)  can’t  detect 
because  the  tumors  are  too  small  to 
see.  Shouldn’t  the  public  know  how 
hard  it  can  be,  occasionally,  to  diag- 
nose appendicitis?  What  if  the  pub- 
lic knew  that  doctors  not  uncom- 
monly run  into  patients  whose 
symptoms  and  diseases  don’t  follow 
the  book  at  all? 

Wouldn’t  the  average  patient  be 
more  tolerant  of  an  adverse  outcome 
if  we  succeeded  in  getting  these  things 
across  to  the  public?  Please,  let’s 
swallow  our  pride,  and  get  on  with 
telling  the  public  what  we  can’t  do! 

Barney  Maddox,  MD 
505  N Ridgeway,  Cleburne,  TX  76031. 

Hospital  DRG  coding: 
how  physicians  can  help 

In  the  current  budget-driven  envi- 
ronment of  today’s  hospitals, 
physician  review  of  hospital  DRG 
coding  is  an  idea  that  makes  sense. 
Hospitals  can  increase  revenues  by  us- 
ing physician  review  in  three  principle 
areas:  retrospective  review  within  ap- 
peal guidelines;  rejection  appeals;  and 
prospective  discharge  coding. 

In  1986,  the  Health  Care  Financ- 
ing Administration  imposed  its  rela- 
tively complicated  DRG  reimburse- 
ment system  on  administrators  and 
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medical  records  and  billing  depart- 
ments. The  system  was  introduced 
with  vague  warnings  and  a lack  of 
clarity  about  content  and  implementa- 
tion. Much  has  improved  since  then, 
but  much  more  remains  to  he  done. 

Medical  records  personnel  have 
(mostly)  performed  admirably,  (occa- 
sionally) adequately,  and  (rarely) 
abysmally,  depending  on  circum- 
stances. But  hospital  administrators 
are  increasingly  aware  that  it  is  possi- 
ble to  approach  100%  reimbursement 
by  having  physicians  review  medical 
records  and  directly  code  DRG’s. 

Many  hospitals  have  reviewed 
their  systems  and  are  confident  that 
their  medical  record  staffs  are 
efficient  and  competent.  However, 
even  efficient  systems  can  benefit 
from  physician  review.  Physicians 
can  interpret,  solve,  articulate  (and 
even  unmask)  some  of  the  intuitive, 
interrelated,  and  “double-entendres” 
of  the  coding  system  and  can  in- 
crease the  hospital’s  chance  of  maxi- 
mum reimbursement. 

Hospital  and  marketplace  experi- 
ence demonstrates  that  physicians 
can  read,  interpret,  and  code  physi- 
cians’ records  more  efficiently.  By 
using  physician  review,  hospitals  can 
be  reimbursed  much  more  for  cases 
that  were  only  reimbursed  a few 
hundred  dollars  before  being  closed. 

Review  of  retrospective  cases  is 
not  the  only  area  in  which  physician 
input  can  help.  Rejection  appeal  dis- 
charge coding  may  also  lead  to  sub- 
stantial revenue  enhancement,  and 
prospective  (concurrent)  discharge 
coding  provides  the  most  immediate 
reimbursement  results. 

Revenues  from  historical  cases 
have  a further  advantage:  data  ob- 
tained from  these  reviews  enable 
hospitals  to  appeal  the  DRG  creep 
reduction  from  the  current  non- 
Medicare  reimbursement  rate.  Physi- 


cian input  means  hospitals  win  more 
of  their  appeals,  and  thus  can  sub- 
stantially increase  the  non-Medicare 
reimbursement  rate  on  every  subse- 
quent admission. 

Thus,  while  it  may  be  initially 
time-consuming  and  politically 
difficult  to  put  a physician  review 
system  into  operation,  it  can  be  cost- 
effective  in  the  long  run. 

Leo  M.  Crowley,  MD,  MPH 
Department  of  Preventive  Medicine,  School 
of  Medicine,  State  University  of  New  York  at 
Stony  Brook,  Stony  Brook,  NY  11794. 

Letters  may  be  published  at  the  discretion  of 
the  managing  editor  and  editorial  advisors. 
Letters  submitted  for  publication  must  be 
typed  and  must  not  exceed  400  words  in 
length.  A few  references,  preferably  less  than 
five,  may  be  included.  All  letters  are  subject 
to  editing  and  abridgment.  Letters  represent 
the  opinions  of  the  authors  and  do  not  neces- 
sarily reflect  the  policies  of  the  Texas  Medical 
Association. 
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Announcing  a new 
Horizontal  Drilling 
oil  investment 
opportunity  for 
Texas  investors 


w m breakthrough  in  oil  exploration 

coupled  with  the  rise 

t in  world  oil  prices,  has  made  pos- 
m sible  a new  oil  investment  opportu- 
' nity  for  the  Texas  investor.  Ames  Oil 
Corporation  of  Texas,  a division  of  Ames  Oil  Industries, 
Inc.,  is  making  a Public  Offering  in  the  State  of  Texas  of 
Limited  Partnership  Units  in  a horizontal  drilling  pro- 
gram. 

Horizontal  drilling  is  revolutionizing  oil  and  gas  re- 
covery, allowing  producers  to  tap  multiple  fractures  per 
well,  instead  of  just  one  using  conventional  vertical 
drilling.  Published  reports  in  Texas  Monthly,  Newsweek, 
and  other  magazines  document  initial  success  in  pro- 
ducing high-output  wells  in  the  Pearsall  Field  and,  in 
general,  the  Austin  Chalk  Trend. 

INITIAL  PUBLIC  OFFERING 

Ames  Oil  Corporation  is  making  a Public  Offering  of 
up  to  $6,800,000.00  in  Limited  Partnership  Units  to  fund 
horizontally  drilled  wells  in  Texas.  The  price  of  each 
partnership  unit  is  $5,000.00.(INF0RMATI0N/1  ADVERTISING  ONLY. 
THE  SECURITIES  HEREIN  DESCRIBED  HAVE  NOT  BEEN  QUALIFIED  OR  REG- 
ISTERED FOR  SALE  IN  TEXAS.  ANY  REPRESENTATION  TO  THE  OONTRARY  OR 
CONSUMMATION  OF  SALE  OF  THESE  SEOURITIES  IN  TEXAS  PRIOR  TO  THE 
PENDING  QUALIFIGATION  OR  REGISTRATION  THEREOF  IS  A CRIMINAL 
OFFENSE.) 

Consider  some  of  the  Offering's  potential  advantages  to 


the  investor: 

❖ Sold  only  by  NASD-licensed  Brokers 

*>  Non-recurring  Management  Fee  of  2.5% 
of  Cross  Proceeds 

❖ All  wells,  leases,  and  drilling  charged  to 
partnership  at  cost 

❖ Opportunity  to  participate  in  Horizontal  Drilling 

❖ No  Affiliate  Turnkey  Agreements 

❖ Any  Partnership  revenue  shared  90%  to  the 
Limited  Partners  and  10%  to  the  General  Partner 

LIMITED  PARTNERSHIPS  - LIMITED  TIME 

The  offering  is  scheduled  to  close  August  31, 1991  and  is 
available  only  to  residents  of  Texas  who  meet  the  Partnership's 
suitability  standards,  which  include  but  are  not  limited  to  (1) 
having  a net  worth  in  excess  of  $225,000,  excluding  home, 
furnishings,  and  automobiles,  or  (2)  a net  worth  of  at  least 
$60,000,  excluding  home,  furnishings,  and  automobiles,  and 
having  during  their  last  tax  year  or  anticipating  their  current 
taxable  income  as  defined  in  Section  63  of  the  Internal 
Revenue  Code  of  1986,  as  amended,  to  be  at  least  $60,000. 
If  you  satisfy  the  foregoing  standards,  beUeve  an  investment 
in  horizontal  drilling  is  suitable  for  you,  and  that  your  financial 
strategy  could  benefit  from  this  offering,  call  First  Strata 
Corporation  today  for  a Prospectus  to  examine  without 
obligation.  But  hurry  - the  program  expires  August  31, 1991 
with  right  to  extend  to  November  30,  1991. 

CALL  TOLL-FREE 

1-800-835-0088 


Offered  through 


cStxata  (ZoxjioTaiion 


A division  of  Ames  Oil  Industries,  Inc. 


1715  Capitol  of  Texas  Highway,  Austin,  TX  78746 

The  company  has  filed  a Registration  Statement  with  the  Texas  State  Securities  Board,  and  such  filing  contains  additional  exhibits  and  informa- 
tion. A copy  of  the  Registration  Statement  may  be  reviewed  without  charge  at  the  Texas  State  Securities  Board,  1800  San  Jacinto  St.,  Austin,  Texas. 


This  is  not  an  offer  to  sell  nor  a solicitation  of  an  offer  to  buy  any  securities.  Any  offering  is  made  only  by  a current  and  complete  public  offering  Prospectus  which,  among  other  things, 
sets  forth  the  various  risk  factors  applicable  to  an  investment.  This  offering  is  only  publicly-offered  to  residents  of  Texas. 
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Annual  Session  heads 

for  Dallas  Noted  guest  speakers  headline  Annual  Session 

programs 


of  the  guest  speakers  planned  for  TMA’s  124th  Annual  Session  are: 

George  Pickett,  MD 

Ann  Arbor,  Mich 
public  health 


he  1991  TMA  Annual  Session 
is  rapidly  approaching.  And 
the  time  for  early  registration  is 
rapidly  dwindling. 

Don’t  miss  out  on  more  than  350 
scientific  presentations  by  top-notch 
Texas  and  international  speakers 
(see  box  for  a partial  list  of  guest 
speakers).  The  House  of  Delegates 
also  is  a prominent  part  of  Annual 
Session,  as  are  200  technical  and  sci- 
entific exhibits. 


1241/1  Annual  Session 

Mail  g-12,1001 

Texas  Medical  Association 


For  a closer  look  at  the  three  gen- 
eral sessions,  see  “TMA  general  ses- 
sions tackle  tough  issues,”  p 58. 

If  you  haven’t  registered  yet  for 
the  May  9-12  meeting  in  Dallas,  do 
so  by  April  17  to  enter  your  name  in 
the  drawings  for  four  prizes.  The 
prizes  are  a weekend  for  two  at  the 
Loews  Anatole  Hotel  (site  of  Annual 
Session);  a ticket  to  the  Annual 
Membership  Luncheon;  dinner  for 
two  at  Nana’s  Grill  at  the  Loews 
Anatole;  and  two  tickets  to  the 
TMA/TMA  Auxiliary  dinner  dance. 

A registration  form  and  more  in- 
formation about  Annual  Session  ap- 
pear on  pp  73-76.  Or  contact  the 
Annual  Session  and  Scientific  Pro- 
gramming Department,  Texas  Medi- 
cal Association,  1801  N Lamar 
Blvd,  Austin  78701,  phone  (512) 
477-6704. 


Champ  L.  Baker,  Jr,  MD 

Columbus,  Ga 
orthopaedic  surgery 

Donald  P.  Becker,  MD 

Los  Angeles,  Calif 
neurological  surgery 

Joseph  R.  Berger,  MD 

Miami,  Fla 

neurology;  internal  medicine 

Peter  S.  Creticos,  MD 

Baltimore,  Md 

immunology;  internal  medicine 

Rodney  Duplechain 

Dallas 

Consultant,  Harold  Whittington  and  Associates 

Martin  J.  Gaynes,  JD 

Washington,  DC 
medicine  and  the  law 

H.  David  Humes,  MD 

Ann  Arbor,  Mich 

internal  medicine;  nephrology 

John  D.  Hunkeler,  MD 

Kansas  City,  Mo 
ophthalmology 

Terry  Kellogg,  CCDP 

Minneapolis,  Minn 
chemical  dependency 

Larry  G.  Leiske,  MD 

Glendale,  Calif 
ophthalmology 

Jerrold  Lerman,  MD 

Toronto,  Ontario,  Canada 
anesthesiology 

Michael  McCally,  MD,  PhD 

Chicago,  111 
nuclear  sciences 

John  D.  McConnell,  MD 

Dallas 

urology 

J.  Gail  Neely,  MD 

Oklahoma  City,  Okla 
otology;  neuro-otology 

Stanley  Pelofsky,  MD 

Oklahoma  City,  Okla 
neurological  surgery 

John-Henry  Pfifferling,  PhD 

Durham,  NC 

counseling  for  professional  effectiveness 


Glenn  M.  Preminger,  MD 

Dallas 

urology;  internal  medicine 

John  A.  Robertson,  JD 

Austin 

medicine  and  the  law;  bioethics 

Theodore  R.  Schrock,  MD 

San  Francisco,  Calif 

colon  and  rectal  surgery;  gastrointestinal 
endoscopy 

Jerome  L.  Shupack,  MD 

New  York,  NY 
dermatology 

Toby  L.  Simon,  MD 

Scottsdale,  Ariz 

internal  medicine;  hematology;  blood  banking 

Aian  A.  Stone,  MD 

Cambridge,  Mass 
psychiatry;  law 

J.  Michaei  Talbot,  MD 

Portland,  Ore 
otolaryngology;  radiology 

Andrew  T.  Taylor,  MD 

Atlanta,  Ga 
nuclear  medicine 

Anthony  P.  Urbanek,  DDS,  MD 

Nashville,  Tenn 

facial  plastic  surgery,  otolaryngology 
President,  Flying  Physicians  Association 

Mark  A.  Warner,  MD 

Rochester,  Minn 
anesthesiology 

G.  Wilbur  Westin,  MD 

Los  Angeles,  Calif 
orthopaedic  surgery 

Linton  A.  Whitaker,  MD 

Philadelphia,  Pa 
plastic  surgery 

H.  Bruce  Wiiliams,  MD 

Montreal,  Quebec,  Canada 
plastic  and  reconstructive  surgery 

Bruce  G.  Wolff,  MD 

Rochester,  Minn 
colon  and  rectal  surgery 
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Upfront 


UTMB  marks  its  first 
century  of  service 

In  celebration  of  the  centennial  of 
The  University  of  Texas  Medical 
Branch  (UTMB)  at  Galveston,  Texas 
Medicine  will  devote  the  Journal  sec- 
tion of  its  December  issue  to  articles 
by  authors  from  UTMB. 

Byron  J.  Bailey,  MD,  Weiss  pro- 
fessor and  chairman  of  the  depart- 
ment of  otolaryngology  at  UTMB, 
will  serve  as  guest  editor  of  the  spe- 
cial section. 

Also  in  tribute  to  UTMB’s  an- 
niversary, this  issue  of  Texas 
Medicine  contains  an  article  about 
the  birth  and  growth  of  the  health 
science  center.  See  “The  University 
of  Texas  Medical  Branch:  a century 
of  service,”  p 61. 

A Legacy  of  Caring 
reaches  a milestone 

A Legacy  of  Caring,  the  cam- 
paign to  establish  an  endow- 
ment fund  for  TMA-sponsored  pub- 
lic health  and  education  projects  has 
raised  more  than  $500,000  of  its  ini- 
tial $2  million  goal. 

The  endowment,  within  the  TMA 
Education  and  Research  Founda- 
tion, will  provide  funding  for  those 
programs  expected  to  have  the 
greatest  opportunity  to  improve  the 
health  of  Texans. 

Beginning  last  fall,  regional  com- 
mittees were  organized  statewide  to 
conduct  campaign  activities.  Four 
committees  already  have  reached  or 
exceeded  their  campaign  goals.  The 
committees  reaching  100%  or  more 
of  their  goal  are  Permian  Basin, 
Southeast  Texas,  Northeast  Texas 
and  Big  Country. 


The  Southeast  Texas  committee, 
whose  campaign  area  reached  from 
Beaumont  to  Nacogdoches,  was  the 
first  to  get  underway.  Co-chairman, 


ful  because  of  physicians’  sense  of 
commitment.  “This  program  is  so 
necessary  at  this  time  to  convey  the 
keen  interest  that  doctors  have  in  the 


Mark  J.  Kuhala,  MD,  stressed  that  A health  and  welfare  of  their  pa- 


physicians  may  still 
contribute  to  the  cam- 
paign. “Even  though  we 
have  reached  our  area’s 
targeted  goal,  we  are 
still  working  with 
other  physicians  we 
hope  will  be  sup- 
portive of  the  cam- 
paign,” he  says. 

James  D.  Webster,  MD,  chairman 
of  the  Big  Country  committee,  says, 
“Raising  funds  for  A Legacy  of  Car- 
ing was  remarkably  easy.  The  physi- 
cians here,  with  few  exceptions, 
responded  to  the  purpose  of  estab- 
lishing this  endowment.” 

Chairman  of  the  Permian  Basin 
committee,  Jesse  D.  Cone,  MD,  adds 
that  his  campaign  has  been  success- 


LegflOj 

of  Caring 


tients,”  he  says.  “It  points  up 
the  willingness  of  doc- 
tors to  contribute  to 
their  communities,  and  it 
lets  us  leave  something 
to  future  generations 
of  Texans.” 

Ted  Rankin,  MD, 
who  co-chairs  the 
Northeast  Texas 
committee  with  George  L. 
Bohmfalk,  MD  and  John  M.  Dodge, 
MD,  says  that  funding  the  endow- 
ment must  start  with  physicians.  “We 
are  the  ones  who  recognize  the  needs 
and  problems,”  he  says.  “If  doctors 
won’t  support  our  efforts  at  starting 
an  endowment,  we  can’t  ask  others 
to  help  build  it.” 


Most  donors  prefer  cash  pledges  and  life  insurance 

Cash  pledges  and  gifts  of  life  insurance  lead  physicians’  preferences  in 
how  they  choose  to  give  to  A Legacy  of  Caring  Campaign. 

Campaign  planners  say  that  although  there  are  many  ways  to  gain  tax 
and  income  benefits  while  helping  the  campaign,  cash  gifts  pledged  over  3 to 
5 years  enable  many  donors  to  contribute  substantial  gifts  by  spreading  giv- 
ing over  a period  of  time. 

Alternately,  a donor  may  give  a life  insurance  policy,  in  order  to  make  a 
gift  of  greater  significance  than  otherwise  might  be  possible.  This  method  of 
giving  also  may  help  a donor  achieve  personal  financial  goals  in  the  process. 
A policy  can  be  assigned  to  the  TMA  Education  and  Research  Foundation 
whether  it  is  paid  up  or  partially  paid  up.  Also,  donors  may  purchase  a new 
policy  specifically  as  a gift  to  the  campaign. 

Donors  interested  in  giving  life  insurance  or  who  need  legal  advice  on  oth- 
er gift  options  — such  as  gifts  of  stocks  and  bonds,  real  estate,  trusts,  gift  an- 
nuities, or  naming  TMA-ERF  in  their  will  — may  contact  Sharon  J.  Bettis, 
director  of  TMA  Resource  Development,  1801  N Lamar  Blvd,  Austin,  TX 
78701,  phone  (512)  477-6704,  ext  155. 
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Amendment  to  change 
wording  in  TMA 
constitution 

All  TMA  “regular”  members 
will  become  “active”  mem- 
bers next  month  if  an  amendment  to 
change  the  wording  in  the  TMA 
Constitution  and  Bylaws  passes  the 
House  of  Delegates. 

Prior  to  1989,  two  membership 
categories  — regular  and  provisional 
— described  association  members. 
“Regular”  members  had  fulfilled  all 
requirements  for  membership,  while 
“provisional”  members  had  not  yet 
satisfied  the  requirements. 

Since  the  elimination  of  the  provi- 
sional membership  category,  there 
was  no  need  for  the  term  “regular.” 
TMA’s  Committee  on  Membership 
recommended  “active”  as  a more  ap- 
propriate term  to  describe  members 
with  full  voting  privileges,  in  order  to 
delineate  them  from  inactive  mem- 
bers with  limited  voting  privileges. 

Delegates  will  vote  on  the  second 
reading  of  the  amendment  when 
they  meet  in  May  during  the  annual 
session  in  Dallas. 

The  proposed  amendment  revises 
Article  V,  Section  2 of  the  TMA 
Constitution  and  Bylaws  by  substi- 
tution and  deletion  as  follows: 

Sec.  2.  The  membership  of  the 
House  of  Delegates  shall  consist 
of  . . . and  (15)  other  Past  Presi- 
dents of  the  Association  who  are 
current  regular  active  members. 

TMA  honors  excellence 
in  health  information 
reporting 

Fourteen  Texas  writers  and 
broadcasters  who  help  keep 
the  public  up-to-date  on  health  in- 
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Texas  Medicine  names  new  associate  editor 

Debi  Martin,  Austin,  an  accomplished  writer  with  8 years  of  newspaper 
writing  experience,  has  been  named  associate  editor  of  Texas 
Medicine.  Ms  Martin  will  write  and  edit  the  Law  and  Medical  Economics 
sections  of  the  magazine.  She  also  will  write  in-depth  cover  stories.  She  suc- 
ceeds Donna  Jones,  who  resigned  in  January. 

Jim  Busby,  also  an  associate  editor,  writes  and  edits  the  Public  Health  and 
Science  and  Education  sections,  in  addition  to  writing  cover  stories. 


formation  have  been  named  winners 
in  Texas  Medical  Association’s  1991 
Anson  Jones  Award  competition. 

The  annual  event  honors  excel- 
lence in  communicating  health  infor- 
mation to  the  public.  Awards  con- 
sisting of  a framed  certificate  and  a 
$500  cash  prize  will  be  presented  to 
the  winners  during  the  TMA  Annual 
Session  in  Dallas,  May  10.  Nine  Ci- 
tations of  Merit  certificates  will  be 
presented  at  local  ceremonies. 

The  Anson  Jones  Award  is  named 
for  a pioneer  Texas  physician  who 
served  the  Republic  of  Texas  with 
distinction  as  a member  of  Congress, 
secretary  of  state,  and  its  last  presi- 
dent. He  was  responsible  for  estab- 
lishing the  first  regulations  concern- 
ing the  practice  of  medicine  in  Texas. 

Since  its  beginning  in  1957,  the 
award  has  recognized  journalism 
that  contributes  to  a better  public 
understanding  of  medicine  and 
health  in  Texas. 

The  winners  are: 

Daily  newspapers  with  100,000  + 
circulation  — San  Antonio  Light-, 
Faith  Keenan;  “Cancer  Series.” 

Daily  newspapers  with  below 
24,000  circulation  — Midland  Re- 
porter-Telegram; Allen  E.  Howland, 
assistant  city  editor;  “AIDS  in  West 
Texas.” 

Weekly,  biweekly,  or  semiweekly 
newspapers  — Highland  Herald, 
McLennan  Community  College, 
Waco;  Sara  Wartes,  editor;  “Joe 
Faces  Death,  Embraces  Life.” 

Magazines/newsletters  (company, 
employee,  association,  trade,  or 
chamber)  — CMI  InPlant  Newslet- 
ter, Austin;  Joseph  A.  Sauter,  design 
engineer;  “The  Story  of  a Heart 
Valve  Implant.” 

Magazines/newsletters  (con- 
sumer/general interest)  — Accent 


West,  Amarillo;  Donna  Flenniken, 
managing  editor/feature  writer;  “A 
Chance  at  Life.” 

Radio  stations  in  Dallas,  Fort 
Worth,  Houston,  San  Antonio,  and 
Austin  — KLBJ,  Austin;  Robyn 
Symon,  reporter;  “A  Crisis  in  Car- 
ing: The  Nursing  Home  Dilemma.” 
WOAI,  San  Antonio;  George  Jen- 
nings, reporter;  “A  Rat  is  a Pig  is  a 
Dog  is  a Boy.” 

Radio  stations  in  other  locations 
— KCLE,  Cleburne;  Rick  Hadley, 
news  director;  “Mystery  Disease: 
Neurofibromatosis.” 

Television  stations  in  Dallas,  Fort 
Worth,  Houston,  San  Antonio,  and 
Austin  — WFAA,  Dallas;  Dennis 
Johnson,  medical  reporter,  Paul 
Parisot,  photographer,  and  Renee 
Watson,  editor;  “In  Search  of  Our- 
selves: The  Human  Genome  Pro- 
ject.” KSAT,  San  Antonio;  Angela 
Vierville,  medical  reporter,  and 
David  Tarr,  photographer;  “Eleven 
Minutes  to  Darkness.” 

Television  stations  in  other  loca- 
tions — KGBD,  Lubbock;  Karin 
McGay,  anchor/medical  reporter; 
six-part  series,  “Breast  Cancer  Facts 
and  Figures.” 

Socioeconomics  of  medicine  — 
Houston  Chronicle;  Nancy  Stancill, 
special  projects  reporter;  “Deadly 
Neglect:  Texas  and  its  Nursing 
Homes.”  Texas  Monthly;  Skip  Hol- 
landsworth,  associate  editor;  “Can 
Kids  on  Drugs  Be  Saved?” 
Longview  News-Journal;  Michael 
Ramey,  staff  writer;  “Healthcare: 
Sick,  Poor,  and  No  Place  to  Go.” 
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Newsmakers 

John  E.  Arradondo,  MD,  family 
practitioner  and  director  of  the 
Houston  Department  of  Health  and 
Human  Services,  has  been  elected  to 
a one-year  term  as  president  of  the 
United  States  Conference  of  Local 
Health  Officers. 

Martin  Basaluda,  MD,  chairman  of 
the  Texas  Medical  Association’s 
Young  Physician  Section,  and  a fam- 
ily practitioner  in  Kingwood,  has 
been  elected  to  the  Board  of  Trustees 
of  the  North  Harris  County  Com- 
munity College. 

Frederick  F.  Becker,  MD,  Houston 
pathologist,  has  been  appointed  by 
President  George  Bush  to  the  Na- 
tional Cancer  Advisory 
Board.  Dr  Becker  is  vice  pres- 
ident for  research  at  The  Uni- 
versity of  Texas  M.D.  Ander- 
son Cancer  Center. 

Catherine  F.  Bontke,  MD,  di- 
rector of  the  Brain  Injury  Pro- 
gram at  The  Institute  for  Reha- 
bilitation and  Research,  has  been 
named  a “1990  Woman  on  the 
Move”  by  The  Houston  Post  and 
Texas  Executive  Women. 

William  S.  Fields,  MD,  professor 
emeritus  of  neurology  at  The  Univer- 
sity of  Texas  Medical  School  at 
Houston  and  staff  neurologist  at  The 
University  of  Texas  M.D.  Anderson 
Cancer  Center,  has  been  awarded 
honorary  membership  in  the  Ameri- 
can Neurological  Association. 

Jim  Gilmore,  MD,  of  Dallas,  has 
been  elected  secretary  of  the  Ameri- 
can Academy  of  Cosmetic  Surgery. 


Robert  D.  Gross,  MD, 

Fort  Worth  ophthal- 
mologist, has  been 
elected  chairman  of 
the  Section  on  Oph- 
thalmology of  the 
American  Academy 
of  Pediatrics.  Dr 
Gross  is  affiliated 
with  Cook-Fort 
Worth  Children’s  Medical  Cen- 
ter and  is  on  the  faculty  of  The  Uni- 
versity of  Texas  Southwestern  Medi- 
cal School. 

James  E.  Key,  MD,  clinical  associate 
professor  of  ophthalmology  at  Baylor 
University  College  of  Medicine  and 
chief  of  ophthalmology  at  St  Luke’s 
Hospital  in  Houston,  has  been  elect- 
ed president  of  the 
Contact  Lens  Asso- 
ciation of  Ophthal- 
mologists. Dr  Key 
has  also  received 
an  Honor  Award 
from  the  Ameri- 
can Academy 
of  Ophthalmol- 
ogy for  his  work 
in  continuing 
education. 


James  E. 
Key,  MD 


The  Texas  Board  of  Health  has 
awarded  otto  Lippman,  MD,  Austin 
ophthalmologist,  a commendation 
for  outstanding  service.  Dr  Lippman 
is  retiring  after  20  years  of  service 
on  the  Medical  Advisory  Board. 


Robert  D. 
Gross,  MD 


/James  C.  Thompson,  MD, 

has  been  elected  the  1991 
president-elect  of  the  Texas 
Surgical  Society.  Dr  Thomp- 
son  is  the  John  Woods  Har- 
ris  Professor,  chairman  of  the 
Department  of  Surgery  and 
professor  of  physiology  and 
biophysics  at  The  University  of 
Texas  Medical  Branch  at  Galveston. 


Please  let  Texas  Medicine  know 
about  your  honors  and  achievements. 

Criteria  for  inclusion  in  the  Netvsmakers  sec- 
tion are:  TMA  member;  election  or  appoint- 
ment to  an  office  of,  or  honors  from,  a na- 
tional or  state  organization;  or,  space 
permitting,  recognition  at  the  local  level. 
Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  edi- 
tor. Submit  items  for  consideration,  with  pho- 
tos if  possible,  to  People,  Texas  Medicine, 
1801  N Lamar  Blvd,  Austin,  TX  78701. 


Obituaries 

James  Reese  Blundell,  MD,  89; 

Houston;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1925; 
died  January  2,  1991. 

Alexander  David  Boras,  MD,  29; 

Montgomery;  The  University  of 
Texas  Southwestern  Medical  School, 
1988;  died  January  24,  1991. 

Richard  Travis  Bozone,  MD,  38; 

Dallas;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1979; 
died  December  13,  1990. 

Alexander  E.  Brodsky,  MD,  72; 

Houston;  University  of  Maryland 
College  of  Medicine,  1942;  died 
February  1,  1991. 
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People 


Walter  Thomas-Cadman  Chaffin, 

MD,  64;  Lubbock;  Baylor  University 
College  of  Medicine,  1952;  died  Jan- 
uary 25,  1991. 

William  D.  Clayton,  MD,  33;  Austin; 
The  University  of  Texas  Southwest- 
ern Medical  School,  1984;  died  Au- 
gust 22,  1991. 

Atys  Quadros  Da  Silva,  MD,  70; 

Austin;  Parana  University  Medical 
School,  Curitiba,  Brazil,  1944;  died 
January  27,  1991. 

Demitri  John  George,  MD,  58; 

Lewisville;  Baylor  University  College 
of  Medicine,  1957;  died  January  19, 
1991. 

Seymour  Bernard  Gostin,  MD,  74; 

Dallas;  New  York  University  School 
of  Medicine,  1940;  died  December 
27,  1990. 

Arthur  Marsh  Griffin,  MD,  31;  Dal- 
las; Southwestern  Medical  School, 
1985;  died  January  5,  1991. 

Khaled  (Kal)  Nayef  Hamza,  MD, 

52;  Dallas;  American  University  of 
Beirut,  1961;  died  December  23, 
1990. 

Timothy  James  Harnar,  MD,  40; 

Lubbock;  University  of  New  Mexico 
School  of  Medicine,  Albuquerque, 
1976;  died  January  11,  1991. 

Lester  Earl  Hickman,  Jr,  MD,  38; 

Arlington;  The  University  of  Texas 
Health  Science  Center  at  Dallas, 
1977;  died  December  31,  1990. 

Byron  Arthur  Jenkins,  MD,  89; 

Lubbock;  The  University  of 
Louisville  School  of  Medicine,  1925; 
died  December  31,  1990. 


Duane  Jack  Kilian,  MD,  71;  Lake 
j Jackson;  Washington  University 
I School  of  Medicine,  1949;  reported 
deceased. 

Roger  Glynn  McCary,  MD,  48; 

Austin;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1968; 
died  January  15,  1991. 


Clark  Bolton  Meador,  MD,  86;  San 

Antonio;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1932; 
reported  deceased. 

Robert  Carlyle  Miller,  MD,  78;  Lake 
Jackson;  Case  Western  Reserve  Uni- 
versity School  of  Medicine,  1941;  re- 
ported deceased. 

Donald  Hugh  Mullins,  MD,  63; 

Odessa;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1949; 
died  January  16,  1991. 


John  Obediah  Nance,  MD,  73; 

Houston;  Baylor  University  College 
of  Medicine,  1950;  died  February  8, 
1991. 

Peggy  Jo  Newman,  MD,  64;  Burnet; 
The  University  of  Texas  Southwest- 
ern Medical  School,  1948;  died  Jan- 
uary 20,  1991. 

William  Weaver  Nichol,  MD,  83; 

San  Antonio;  Indiana  University 
School  of  Medicine,  1931;  reported 
deceased. 

John  Thomas  Phillips,  MD,  51; 

Austin;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1966; 
died  Janaury  26,  1991. 


James  Emmett  Quattlebaum,  MD, 

70;  McKinney;  The  University  of 
Texas  Medical  Branch  at  Galveston, 
1950;  died  January  28,  1991. 

Paul  Milligan  Rattan,  MD,  86; 

Howe;  Baylor  University  College  of 
Medicine,  1933;  died  December  22, 
1990. 

Robert  Loane  Sewell,  MD,  77;  Fort 
Worth;  Johns  Hopkins  University 
School  of  Medicine,  1938;  died  Jan- 
uary 5,  1991. 

Daniel  A.  Skrivanek,  MD,  70;  Ennis; 
The  University  of  Texas  Southwest- 
ern Medical  School,  1944;  died  Jan- 
uary 19,  1991. 

Raul  c.  Soto,  MD,  77;  El  Paso;  The 
University  of  Texas  Medical  Branch 
at  Galveston,  1939;  died  November 
6,  1990. 

Albert  Asbury  Terry,  MD,  86; 

Austin;  Rush  Medical  College, 
Chicago,  1931;  died  December  20, 

1990. 

Luther  Matthews  Vaughan,  MD, 

80;  Houston;  Tulane  Medical 
School,  1936;  died  January  14, 

1991. 

Leonard  Frank  Wilson,  MD,  86;  San 

Antonio;  Baylor  University  College 
of  Medicine,  1931;  died  December 
15,  1990. 
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Join  Dr.  Hanley 


seemingly  countless  issues  con- 
fronting medicine.  And  because  it 
does,  it  gives  me  a great  feeling  of 
hope  about  the  future.  I can’t 
imagine  what  the  state  of  medicine 
would  be  without  the  AMA.” 

Join  Dr.  Kay  Hanley, 
Pediatrician,  in  the  American 
Medical  Association.  Call  this  toll- 
free  number  now. 


1-800-AMA-3211 

American  Medical  Association 
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and  preventing  problems  for  their  clients.  Their  success 
isn’t  measured  by  how  well  they  sell.  But  by  how  well 
they  serve.  For  a different  approach  to  professional 
liability,  call  your  Medical  Protective  general  agent  today. 
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Suite  570,  Allied  Lakewood  Bank  Center 
6301  Gaston  Avenue 
Dallas,  Texas  75214-3947 
(214)  821-4640 


Houston 

Suite  346 
950  Echo  Lane 
Houston,  Texas  77024 
(713)  465-4445 


San  Antonio 

Suite  224 
14800  San  Pedro 
San  Antonio,  Texas  78232 
(512)  490-1081 


Lubbock 

Suite  1 

7212  Joliet  Avenue 
Lubbock,  Texas  79423 
(806)  796-7208 
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The  Burditt  case: 

1 ,000  briefs,  but  who’s 
counting? 

Like  that  drum-beating  bunny  in 
a popular  television  commer- 
cial for  batteries,  the  case  of  Michael 
L.  Burditt,  MD,  just  keeps  going  and 
going  and  going.  But  Dr  Burditt,  an 
obstetrician-gynecologist  of  Victo- 
ria, is  not  marching  without  sup- 
port. TMA  has  been  at  his  side  every 
step  of  the  way,  on  a long  and  wind- 
ing road  that  now  leads  to  a hearing 
in  late  April  before  the  Fifth  Circuit 
Court  of  Appeals  in  New  Orleans. 

The  Department  of  Health  and 
Human  Services  (HHS),  Office  of 
the  Inspector  General  (OIG),  fined 
Dr  Burditt  $25,000  for  alleged 
wrongful  conduct  in  transferring  an 
indigent  patient  in  1986  without 
taking  advantage  of  the  customary 
PRO  (Professional  Review  Organi- 
zation) process  for  quality  review, 
according  to  Donald  P.  Wilcox, 
TMA  general  counsel. 

TMA  has  been  challenging  the 
OIG’s  investigative  processes  since 
1987.  The  appeals  hearing  is  sched- 
uled for  the  week  of  April  29. 

“After  filing  what  seems  like 
1,000  briefs,  we  will  now  get  to  ad- 
dress the  legal  issues;  on  both  sides, 
positions  are  now  more  clear,”  said 
Mr  Wilcox.  “We  will  argue  that  the 
government  has  to  prove  negligence 
and  improper  motive  (discrimina- 
tion based  on  economic  status  or 
race)  to  get  a conviction.  Also,  the 
Fifth  Amendment  argument  we  have 
raised  (that  services  are  required  by 
the  government  without  just  com- 
pensation) will  be  squarely  before 
the  court  of  appeals.” 

From  the  HHS  point  of  view,  mo- 
tive is  irrelevant.  It  claims  that  all  it 
must  prove  to  fine  a physician  or 
hospital  IS  negligence. 


TMA’s  defense  arguments  in  this 
case  are  that  the  government  has  not 
adequately  proven  its  case,  and  that 
it  has  applied  flawed  interpretations 
of  a federal  transfer  law  to  Dr  Bur- 
ditt’s  case,  said  Hugh  Barton,  TMA 
assistant  general  counsel. 

“The  intellectual  dishonesty  by 
the  federal  government  in  this  case  is 
absolutely  disgusting  — way  out  of 
bounds,”  said  Mr  Barton. 

It  appears  that  HHS  has  gone  af- 
ter Dr  Burditt  to  make  an  example 
of  him.  But  Dr  Burditt  is  not  their 
man,  said  Mr  Wilcox. 

“The  HHS  has  been  using  a 
bounty  hunter  system  to  overzeal- 
ously  pursue  alleged  transfer  viola- 
tions,” said  Mr  Wilcox.  “These  guys 
have  been  operating  like  salesman 
working  on  commission  — they  get 
bonuses  based  on  fines  collected.” 

HHS’s  enforcement  authority  is 
backed  by  a federal  law  designed  to 
protect  all  persons  who  come  into 
an  emergency  room,  regardless  of 
economic  status.  It  requires  hospi- 
tals to  provide  treatment  to  stabilize 
a patient’s  emergency  condition, 
treat  the  labor,  or  provide  an  appro- 
priate transfer  to  another  medical 
facility.  When  Dr  Burditt  was  fined, 
penalties  for  violations  were 
$25,000  per  violation  for  the  hospi- 
tal and  responsible  physician.  The 
rate  has  since  been  raised  to 
$50,000  per  violation. 

The  TMA  position  is  that  Dr 
Burditt  made  the  medically-correct 
choice  when  he  decided  in  1986  to 
transfer  a pregnant  patient  from  a 
Victoria  hospital  to  a Galveston  hos- 
pital that  could  offer  her  the  care  he 
felt  her  condition  required. 

Dr  Burditt’s  involvement  in  the 
case  began  when  a nurse  contacted 
him  by  telephone  and  told  him  the 
patient,  Rosa  Rivera,  had  had  no 
prenatal  care,  and  had  a history  of 


hypertension  during  her  previous 
pregnancy.  Dr  Burditt  determined 
Rivera’s  condition  to  be  high-risk 
and  that  her  infant  might  be  born 
growth-retarded.  Unlike  the  Victoria 
hospital,  John  Sealy  Hospital  in 
Galveston  had  facilities  required  to 
care  for  a growth-retarded  infant. 

Part  of  the  conversation  with  the 
nurse  over  the  phone  was  overheard 
by  another  nurse,  who  erroneously 
assumed  that  Dr  Burditt  intended  to 
transfer  the  indigent  patient  without 
first  examining  her.  Rather  than 
checking  the  facts,  she  pursued  ad- 
ministrative channels,  which  result- 
ed in  Dr  Burditt  being  accused  of  vi- 
olating the  federal  transfer  law. 

What  HH$  investigators  have  ig- 
nored, said  Mr  Wilcox,  is  that  after 
the  phone  call,  Dr  Burditt  did  exam- 
ine the  patient,  confirm  his  previous 
diagnosis,  and  consult  with  the 
Galveston  hospital’s  chief  resident, 
who  accepted  the  patient.  Dr  Burditt 
then  ordered  the  transfer.  Thinking 
the  best  decision  had  been  made.  Dr 
Burditt  dealt  with  his  next  patient  — 
he  delivered  a premature  infant  for 
another  indigent  patient.  En  route  to 
the  other  hospital,  Rivera  delivered 
her  baby. 

The  government  has  contended 
Dr  Burditt’s  decision  to  transfer 
Rivera  was  negligent  and  based  on 
her  inability  to  pay  for  services. 
$ince  the  government  was  unable  to 
prove  the  latter,  it  now  argues  that 
motive  need  not  be  proven. 

The  case  illustrated  the  need  to 
assure  that  doctors  accused  of  “pa- 
tient dumping”  violations  will  be 
judged  not  only  by  federal  officials 
but  also  by  a panel  of  their  peers. 

TMA  vigorously  supported  feder- 
al legislation  to  secure  the  right  to 
peer  review,  which  was  enacted  last 
October.  Dr  Burditt’s  Congressman, 
Greg  Laughlin  (D-TX),  and  the 
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Texas  Congressional  delegation  led 
that  effort.  Unfortunately,  the  Pa- 
tient Transfer  Violations  Act, 
amended  to  the  Hscal  year  1991 
budget  legislation,  does  not  affect 
Dr  Burditt’s  case  because  it  was  not 
on  the  books  when  the  alleged  viola- 
tion occurred. 

TMA’s  Physician-Patient  Advoca- 
cy Committee  gave  Dr  Burditt’s  case 
an  extensive,  hve-month  review, 
found  no  wrong-doing,  and  recom- 


mended to  the  Board  of  Trustees 
that  the  case  be  supported. 

Supporting  TMA  in  its  defense  of 
Dr  Burditt  are  the  American  Medical 
Association,  the  California  Medical 
Association,  and  the  Texas  Hospital 
Association,  all  of  which  have  filed 
supporting  amicus  briefs. 

In  addition,  the  AMA  has  provid- 
ed in-kind  legal  support  in  developing 
the  statutory  and  constitutional  argu- 
ments used  in  Dr  Burditt’s  defense. 


Covering  your 
assets;  keeping 
the  creditor 
wolves  away 

Linda  Cangelosi,  JD 

Ms  Cangelosi  is  an  attorney  with  Ford,  Fer- 
raro, Fritz  & Byrne,  Attorneys  at  Law,  Suite 
2000,  San  Jacinto  Center  Town  Lake,  98  San 
Jacinto  Blvd,  Austin,  TX  78701.  Send  reprint 
requests  to  Ms  Cangelosi. 

“So  he  huffed  and  he  puffed,  but  the 
wolf  could  not  blow  down  the  house 
of  the  third  little  pig,  because  the 
third  little  pig  had  built  his  house  of 
brick.  ” — The  Three  Little  Pigs 

A simple  children’s  story  with  a mes- 
sage for  physicians. 

If  you  believe  that  a solid  finan- 
cial base  — the  metaphorical  brick 
house  — is  founded  simply  of  a con- 
scientious attitude  about  work  and 
malpractice  insurance,  you  may  be 
surprised  someday  to  find  a pack  of 
wolves  — a line  of  creditors  — at 
your  door.  In  the  current  Texas 
economy,  a secure  financial  house  is 
needed  as  never  before,  especially 
for  the  person  who  wants  to  provide 
for  a spouse,  children’s  education, 
retirement,  and  other  important  per- 
sonal needs.  Without  proper  plan- 
ning, assets  needed  to  meet  those 
goals  may  be  lost. 

Consider  the  various  kinds  of 
wolves  — potential  creditors.  In  ad- 
dition to  those  who  have  extended 
credit  with  or  without  retaining  a se- 
cured interest  in  collateral,  there  is 
the  IRS  (which  presses  for  taxes  dur- 
ing lifetime  and  gift/estate  taxes  at 
death),  a tort  claimant  (which  might 
arise  out  of  an  alleged  event  of  mal- 
practice), a spouse  (at  dissolution  of 
marriage),  or  a relative  (who  could 
petition  a court  to  take  control  over 


Postscript  on  the  physician  and  his  suicide  machine 

The  controversy  over  physician-assisted  suicide  is  not  likely  to  fade 
away.  Consider  this  postscript  to  the  much-publicized  case  of  Dr  Jack 
Kevorkian. 

A Michigan  judge’s  ruling  last  February  that  Kevorkian  cannot  use  his  “sui- 
cide machine”  or  build  another  such  device  was  “largely  a symbolic  gesture,” 
said  Hugh  Barton,  assistant  general  counsel  at  TMA. 

He  said  the  ruling  is  problematic  because  it  only  applies  in  Michigan  and 
does  not  address  whether  others  can  use  or  build  the  machine;  and  informa- 
tion on  how  to  do  that  is  readily  available. 

“Unless  the  court  files  in  the  case  are  sealed,  one  could  go  get  diagrams 
(on  how  to  build  the  machine)  out  of  files  and  publish  them,”  Barton  said. 
“And  anybody  who  has  read  what  Kevorkian  has  written  or  seen  his  press 
clips  and  has  any  ingenuity  could  figure  this  thing  out  — the  device  is  just 
some  wood,  metal,  some  tubes,  a button.  Getting  the  drugs  is  the  real  obsta- 
cle for  the  layman.” 

The  case  was  complicated  by  the  fact  that  Michigan  has  no  prohibition 
against  assisting  suicide. 

“What  the  doctor  did,  would  in  Texas  have  been  a felony;  it  may  in  fact 
have  been  considered  murder  in  Texas,”  Barton  said. 

The  American  Medical  Association  applauded  the  Michigan  judge’s  ruling 
last  February.  TMA  Board  of  Councilors  opinion  that  physician-assisted  suicide 
is  unethical  and  a criminal  offense  was  adopted  last  September. 

According  to  published  accounts,  Kevorkian  started  a woman  with 
Alzheimer’s  disease  on  a saline  IV.  After  she  pushed  a button  that  stopped  the 
saline  and  sent  thiopental,  then  potassium  chloride,  into  her  blood,  she  died 
6 minutes  later. 

Considering  the  widespread  publicity  his  case  received  and  the  fact  that 
the  ruling  cannot  keep  Kevorkian  from  talking  about  his  machine  or  advo- 
cating its  use  by  others  — freedom  of  expression  rights  protected  by  the  First 
Amendment  — the  physician-assisted  suicide  issue  is  likely  to  continue  to  be 
publicly  debated. 
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an  incapacitated  person  and  his  or 
her  property).  In  light  of  the  Texas 
Fraudulent  Transfers  Act,  bankrupt- 
cy rules  concerning  preferential 
transfers,  and  certain  provisions  of 
the  Internal  Revenue  Code  that  can 
“throw  back”  assets  into  an  estate, 
the  time  to  act  is  well  before  any 
claim  arises.  Before  the  wolf  is  at  the 
door. 

Because  there  are  no  one-size-fits- 
all  plans,  and  some  methods  for 
achieving  protection  from  creditors 
may  conflict  with  income  or  estate 
tax-planning  goals,  this  article  ad- 
dresses only  commonly  used  asset 
protection  techniques. 

Exempted  assets 

Texas  law  exempts  certain  types  of 
assets  from  creditor  claims.  Best 
known  of  these  is  the  homestead  ex- 
emption, which  protects  the  home- 
stead from  attachment,  execution, 
and  forced  sale  for  the  payment  of 
all  debts  other  than  purchase  money 
debts,  ad  valorem  taxes  (those  city, 
county,  or  district  real  estate  taxes), 
and  home  improvement  liens.  Fur- 
ther, the  proceeds  from  a voluntary 
sale  of  homestead  property  are  not 
subject  to  garnishment  for  a period 
of  6 months  after  the  sale. 

Under  the  homestead  exemption, 
no  more  than  one  acre  of  land  and 
any  improvements  thereon  are  pro- 
tected; city-dwellers  with  a home 
and  yard  on  more  than  one  acre 
should  note  this  limitation.  In  rural 
areas,  no  more  than  200  acres  (100 
for  a single  person)  and  improve- 
ments thereon  are  protected  under 
the  exemption. 

Since  there  is  no  limit  on  the  val- 
ue of  improvements  — only  on  the 
amount  of  land  — an  individual  can 
protect  substantial  assets  by  “invest- 
ing” in  his  or  her  homestead  by  con- 
structing improvements  for  cash  or 
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paying  down  the  mortgage.  This 
technique  is  only  useful  when  there 
is  no  likelihood  of  foreclosure  and 
there  is  equity  in  the  home.  Howev- 
er, if  the  home  value  declines  the 
“investment”  might  be  lost. 

Although  investing  in  the  home- 
stead may  result  in  a loss  of  liquidity 
or  tax  deductions  for  interest  paid,  it 
does  mean  a gain  in  family  security. 
For  example,  in  a homestead  valued 
at  $250,000  with  a $200,000  mort- 
gage, the  entire  homestead,  with  a 
net  equity  of  $50,000  is  sheltered. 
The  home-owner’s  cash  (bank  ac- 
counts, certificates  of  deposit,  etc)  in 
this  example  is  reachable  by  credi- 
tors. If  the  home-owner  used  that 
cash  to  pay  off  or  pay  down  the 
mortgage,  he  would  protect  the  cash 
by  investing  it  in  an  exempt  asset. 
The  house  still  would  be  worth 
$250,000,  but  the  owner’s  cash  is  no 
longer  reachable  by  general  credi- 
tors. However,  the  home  would  be 
subject  to  creditors  who  have  prop- 
erly perfected  liens  for  purchase 
money  debts  or  home  improvements 
or  for  ad  valorem  taxes. 

Certain  “eligible  personal  proper- 
ty” — up  to  $15,000  per  single 
adult  and  $30,000  per  family  — is 
also  exempt  from  creditors.  Unlike 
the  homestead  exemption,  there  is  a 
dollar  limit  to  the  amount  of  eligible 
personal  property.  Therefore,  those 
concerned  about  asset  protection 
might  maintain  high  debt  and  low 
equity  in  an  exempt  asset  — such  as 
an  automobile  — thus  leaving  room 
in  the  exemption  total  for  other  per- 
sonal property. 

The  cash  surrender  value  of  a life 
insurance  policy,  under  certain  con- 
ditions, is  also  protected  as  a per- 
sonal property  exemption,  and  the 
cash  value  is  part  of  the  aforemen- 
tioned $15,000  single/$30,000  fami- 
ly dollar  limit.  To  qualify,  the  policy 


must  be  in  force  for  more  than  2 
years  and  a member  of  the  insured 
person’s  family  or  a dependent  of  a 
single  person  must  be  a beneficiary 
of  the  policy. 

Texas  law  also  exempts  death 
proceeds  under  life  insurance  poli- 
cies — whether  paid  in  a lump  sum 
or  in  installments  — except  for  pre- 
miums payable  on  the  policy  and 
debts  secured  by  a pledge  of  the  pol- 
icy. However,  insurance  proceeds 
paid  to  the  estate  of  the  insured  are 
subject  to  claims  of  the  estate’s  cred- 
itors. Beneficiary  designations  under 
existing  policies  should  be  reviewed 
in  this  regard. 

IRAs  and  pension  plans 

Self-employed  professionals  con- 
cerned about  securing  assets  for 
their  future  might  consider  the 
benefits  accrued  in  an  Individual  Re- 
tirement Account  (IRA),  a qualified 
pension,  profit  sharing,  or  annuity 
plan.  Each  is  protected  from  execu- 
tion by  a creditor  under  Texas  law. 
Further  protection  may  be  gained  by 
structuring  the  plan  as  a spendthrift 
trust,  whereby  the  beneficiary  of  the 
trust  is  prohibited  from  voluntarily 
or  involuntarily  anticipating  or  as- 
signing his  interest  in,  or  income 
from,  the  trust  estate. 

Although  these  retirement  assets 
are  not  reachable  by  a creditor  un- 
der state  law,  it  is  unclear  at  this 
time  whether  qualified  plan  assets 
are  protected  in  a federal  bankrupt- 
cy proceeding.  IRAs  are  exempt  in 
bankruptcy.  Therefore,  it  may  be  ad- 
visable  to  structure  an  ERISA- 
qualified  pension  plan  so  that  it  is 
enforceable  as  a spendthrift  trust  un- 
der Texas  law.  If  federal  courts  re- 
solve the  issue  against  the  interests 
of  the  owners  of  qualified  plans  and 
find  that  this  exemption  is  not  avail- 
able to  persons  in  bankruptcy,  there 
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would  remain  the  argument  that 
state  law  protects  the  trust  estate 
from  creditors  of  its  beneficiaries. 

Trusts 

A creditor  can  only  obtain  from  a 
debtor  that  which  the  debtor  owns. 
Some  who  provide  counsel  concern- 
ing asset  protection  advise:  “Own 
nothing.”  One  way  for  an  individual 
to  “own  nothing”  is  to  make  trans- 
fers, alone  or  in  conjunction  with  his 
spouse,  outright  or  in  trust,  for  the 
benefit  of  his  spouse  and/or  children. 
While  no  control  is  retained  over  the 
outright  gift  and  the  gift  may  be  dis- 
posed of  as  the  recipient  chooses,  a 
transfer  of  assets  into  a trust  will  be 
subject  to  the  terms  of  a trust  docu- 
ment. Thus,  while  the  owner  is  di- 
vested of  the  property,  he  is  assured 
that  the  benefit  of  the  asset  is  ap- 
plied to  a spouse  or  children. 

If  the  transfer  is  in  trust,  it  could  be 
for  a limited  time  or  for  the  lifetime  of 
the  beneficiary.  Placing  property  in 
trust  can  assure  that  personal  goals  — 
such  as  providing  for  a spouse  and 
children,  their  education,  support  and 
health  — can  be  met.  In  this  scenario, 
asset  protection  is  an  incidental  but 
important  benefit.  A spendthrift  trust 
will  also  protect  the  assets  from  credi- 
tors of  the  beneficiary. 

Professional  associations 

Another  option  to  consider  is  a 
change  of  business  form.  The  Texas 
Professional  Association  Act  pro- 
vides that  a professional,  regardless 
of  whether  he  or  she  is  incorporated 
as  a Texas  Professional  Association, 
will  be  liable  for  his  or  her  own  er- 
rors, omissions,  negligence,  incom- 
petency, or  malfeasance.  In  the  case 
of  physicians,  they  are  liable,  be- 
yond the  corporate  level,  to  patients 
for  medical  malpractice.  To  meet 
any  such  claim,  should  one  arise. 


sufficient  malpractice  insurance 
should  be  maintained. 

The  formation  of  a professional 
association  — or  a corporation  for 
non-professional  business  activities  — 
may  protect  the  individual  physician 
from  consequences  resulting  from 
acts  or  omissions  made  by  other  pro- 
fessionals in  his  or  her  group.  Such  a 
formation  may  also  limit  recovery  to 
the  assets  of  an  association  when  the 
action  of  a non-professional  employee 
of  the  association  is  the  basis  for  a 
claim,  such  as  when  an  errand-runner 
causes  an  automobile  accident  on 
company  time. 

Limited  partnerships 

Another  business  form  that  may 
limit  creditors’  access  to  family  as- 
sets and  maximize  family  support 
opportunities  is  a limited  partner- 
ship. The  instrument  creating  the 
limited  partnership  must  be  careful- 
ly drafted  to  restrict  the  transferabil- 
ity of  the  general  and  limited  part- 
nership interests.  Then,  if  a creditor 
is  able  to  execute  against  a partici- 
pant’s interest  in  a carefully  drawn 
family  limited  partnership,  the  cred- 
itor will  not  be  able  to  force  the  dis- 
solution of  the  partnership  nor  the 
distribution  of  property  or  cash. 
The  creditor  may,  however,  be  liable 
for  income  tax  on  the  undistributed 
income  as  the,  perhaps,  unwilling 
partner  in  the  family  partnership. 

In  order  to  provide  the  desired 
protection,  the  documents  must  be 
carefully  drawn  to  restrict  owner- 
ship of  a partnership  interest  to  fam- 
ily members  and  to  permit  dissolu- 
tion only  upon  vote  of  a prescribed 
number  of  partners.  A partition  of 
community  property  into  separate 
property  may  be  a desirable  first 
step.  The  participants  — for  in- 
stance, a husband  and  wife  — could 
each  year  contribute  a portion  of  his 


or  her  separate  property  family  lim- 
ited partnership  interest  to 
spendthrift  trusts  for  their  children. 
This  transfer  would  accomplish  sev- 
eral purposes:  take  advantage  of  the 
annual  exclusion  (the  tax-free  gift  of 
up  to  $10,000  per  donee),  remove 
property  from  the  taxable  estate  of 
the  donor,  put  the  gifted  amount  be- 
yond the  reach  of  creditors  of  the 
parent  or  child,  and  maintain  intact 
family  property.  The  process  is  not 
inexpensive,  and  it  must  be  handled 
with  attention  to  detail. 

Partition  of  marital  property 

The  creation  of  a family  limited 
partnership,  mentioned  above,  is  it- 
self an  asset  conservation  tool.  In 
Texas,  there  are  three  categories  of 
marital  property:  separate,  special 
community,  and  joint  community. 
Generally,  a creditor  cannot  reach 
the  separate  property  of  the  non-ob- 
ligated  spouse;  and  a tort  creditor  of 
the  other  spouse  has  limited  access 
to  special  community  property.  The 
joint  community  property  is  general- 
ly reachable,  without  limit,  by  a con- 
tract or  tort  creditor  of  either 
spouse.  The  characterization  of 
property  can  be  changed  from  com- 
munity to  separate  by  a partition 
agreement;  thus,  partitions  and  gifts 
between  spouses  can  be  a useful  part 
of  an  overall  asset  protection  plan. 

Federal  estate  tax 

At  death,  an  estate  is  entitled  to  an 
estate  tax  credit  that  is  equivalent  to 
$600,000  in  estate  property.  If  a 
couple  has  a combined  estate  of 
more  than  $600,000  and  both  of 
them  have  a “simple”  will  leaving 
everything  to  the  surviving  spouse, 
then  the  credit  will  be  lost  in  the  es- 
tate of  the  first  spouse  to  die  and  the 
second  estate  will  pay  estate  tax  on 
the  amount  over  $600,000.  With 
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properly  drafted  wills,  a married 
couple  can  pass  $1.2  million  in 
property  free  of  estate  tax. 

Life  insurance  death  benefits  will 
be  included  in  the  computation  of  the 
value  of  the  estate  if  the  policy  is 
owned  by  the  decedent  at  the  time  of 
death  (or  within  3 years  of  death). 
The  policy  can  be  transferred  to  a life 
insurance  trust  in  a way  that  ex- 
cludes the  value  of  the  death  benefits 
from  the  estate.  With  federal  estate 
tax  rates  ranging  up  to  55%,  proper 
estate  planning,  including  a well- 
drafted  will  and  life  insurance  trust, 
can  result  in  substantial  tax  savings. 

Summary 

Sound  financial  planning  that  pro- 
vides for  family  and  retirement  are 
promoted  by  law.  As  long  as  the 
techniques  discussed  above  are  not 
motivated  by  a desire  to  hinder  or 
defraud  creditors,  a spouse,  or  oth- 
ers, they  may  be  a valuable  part  of 
an  overall  estate  plan.  If  used  during 
a time  of  pending  claims  or  insolven- 
cy, they  will  be  suspect  (at  best). 
Even  the  act  of  dropping  malpractice 
insurance  coverage  might  be  viewed 
as  an  act  of  pre-planning  to  hinder 
creditors  and  arguably  a fraudulent 
transfer.  The  development  of  a plan 
will  depend  on  the  individual’s 
needs,  goals,  and  circumstances,  and 
require  careful  thought  and  the  ad- 
vice of  professionals. 


Legal  articles  in  Texas  Medicine  are  intended 
to  help  physicians  understand  the  law  by  pro- 
viding legal  information  on  selected  topics. 
This  article  is  published  with  the  understand- 
ing that  TMA  is  not  engaged  in  providing  le- 
gal advice.  When  dealing  with  specific  legal 
matters,  readers  should  seek  assistance  from 
their  own  attorneys. 
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Roche 

Laboratories 
presents  the 
winners  of 
the  1990 


Beth  M.  Castenson 


Cynthia  L.  Friemel  Denise  V.  Gray 


Please  join  us  in  honoring  these  out- 
standing Roche  sales  representatives 
who  have  distinguished  themselves  by 
a truly  exceptional  level  of  professional- 
ism, performance  and  dedication  to 
quality  health  care. 

Throughout  the  year,  each  of 
these  award-winning  individuals  has 
consistently  exemplified  the  Roche 
Commitment  to  Excellence,  and  we're 
proud  to  invite  you  to  share  in  congrat- 
ulating them  on  their  achievement. 


Verle  F.  Englerth 


Sharon  L.  Lipinsky  Arthur  D.  McGee 


I 


Milton  McKnight 


Richard  F.  Ochoa  Karl  R.  Schultze 


Clark  Shubert 


Charles  R.  Young 


George  A.  Young  11 


Turn  the  page  to  see  one  of  the  many  ways  your  award-winning  Roche  representative  can  assist  you  and  your  patients. 
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Roche 
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for  patient 
information 


You,  your  m«dlcal  problem 
and  your  trratmenl  with 
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ROCHE' 


MEDICATION 

EDUCATION 


Your  Roche  representative  offers  you 
access  - without  expense  or  obligation  - 
to  a comprehensive  library  of  patient 
information  booklets  designed  to  sup- 
plement rather  than  supplant  your  rap- 
port with  your  patients. 

Each  booklet  helps  you  provide... 

• Reinforcement  of  your  instructions 

• Enhancement  of  compliance 

• Satisfaction  with  office  visits 

Your  Roche  representative  will  be  hap- 
py to  provide  a complete  catalog  of 
available  booklets  and  complimentary 
supplies  of  those  that  are  applicable  to 
your  practice. 


You.  your  medical  problem 
and  your  treatment  with 


l>rai«l  of  rhlriniuui^HtXKir  and 
Hniitriptj  hof*  T/Roidw  f 


You.  your  medical  problem 
and  your  treatment  with 
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id  you  foiget  to  send  your  dues? 


1991  TexPac  dues  are  down  33%  from  this  time  last 
‘year,  but  our  work  goes  on. 

! During  the  72nd  Texas  Legislative  session,  we’ll  be 
I fighting  for  anti-frivolous  suit  legislation,  insurance  and 
.utilization  reforms,  rural  health  reforms  and  fighting 
against  expanded  practice  from  non-physician  organiza- 
tions. In  Washington  we’ll  be  fighting  the  Government’s 
arbitrary  roll  back  of  the  so-called  “payment  reforms^ 
and  push  a second  generation  of  anti-hassle  measures. 

And,  we  need  your  help,  NOW!  Call  collect  for  credit 
card  renewal  of  dues  or  send  your  check  today. 

512/474-1812 


TEXPAC 

1905  N.  LAMAR  BLVD. 
AUSTIN,  TEXAS  78705 


TEXAS  MEDICAL  POLITICAL  ACTION  COMMITTEE 

1905  N.  Lamar  Blvd.,  Suite  207  • Austin,  Texas  78705 

Physician  membership  categories:  (check  one> 

□ 300  Club $300 

□ Active $100 

D Advocate $45 

(First  year  practitioners  and  retirees  only) 

□ Residents $20 

LI  Medical  Students $0 

Auxilary  membership  categories:  (check  one) 

□ 300  Club $300 

L .loint  Physican  & Spouse  300  Club  (SAVESioo) $500 

D Auxilary  sustaining $100 

D Auxilary  active $35 

Q Residents  & Medical  Student's  Spouses $0 

Make  checks  payable  to  TEXPAC 

Name  


Address 


City/StaPe 
License  No. 
County  


-Zip. 


TEXPAC  300  Club  Pledge  Program 

I wish  to  participate  in  the  TEXPAC  300  Club  Pledge  Program. 
1 understand  that  1 will  be  billed  at  the  requested  intervals  and 
that  these  billings  will  continue  until  I notify  TEXPAC 
otherwise. 


Q Monthly  @ $25 
L By  Credit  Card 


Please  bill  me:  (check  one) 

D Annually/January  @ $300 
D Quarterly  (®  $75 

MasterCard/VISA  _ / to  pay  my  dues  by  credit  card. 

Name  that  appears  on  card: 

□ mC  LvISA  Card  it 


Exp.  Date 


Signature 


Contributions  to  Texas  Medkcl  Association  (TEXPAQ,  TEXPAC  Statewide  and 
American  Medical  Association  PAC  (AMPAQ  are  not  deductibte  as  charitable 
contributions  for  federal  income  tax  purposes.  Voluntary  political  contribution  to 
TEXPAC  and  TEXPAC  Statewide  are  shared  with  AMP  AC.  Contributions  are  not 
limited  to  the  sugtested  amount.  Neither  TMA  nor  AMA  will  favor  or  disadvantage 
anyone  based  on  the  amounts  or  failure  to  make  contributions.  Contributions  to 
TEXPAC  and  AMP  AC  are  subject  to  Federal  Dection  Commission  regulations. 


Child  care  bill  gains 
support  of  Council  on 
Legislation 

Legislation  requiring  health  in- 
surance policies  to  cover  pre- 
ventive care  services  for  children  is 
among  two  dozen  bills  that  have 
gained  the  support  of  Texas  Medical 
Association’s  Council  on  Legisla- 
tion. The  council  also  is  opposing 
legislation  to  repeal  the  requirement 
that  the  state  health  commissioner 
be  a physician,  as  well  as  several 
other  measures. 

In  a meeting  in  Austin  on  February 
9,  the  council  reviewed  nearly  50  bills 
currently  pending  before  the  72nd 
Texas  Legislature.  It  also  was  briefed 
on  two  reports  that  will  form  the  ba- 
sis of  major  legislation  on  health  in- 
surance and  rural  health  care. 

House  Bill  363  by  Rep  Steve 
Wolens,  D-Dallas,  was  supported 
overwhelmingly  by  council  members. 
The  measure  requires  all  individual 
and  group  health  insurance  policies 
to  cover  “child  health  supervision  re- 
views,” which  could  include  physical 
examinations,  immunizations,  labo- 
ratory tests,  and  other  preventive 
care  services.  It  is  estimated  the  mea- 
sure could  add  between  $6  and  $15 
to  monthly  premiums,  but  commit- 
tee member  Willis  Starnes,  MD,  of 
Irving,  said  the  cost  would  be  worth- 
while for  both  the  patient  and  insur- 
ance companies. 

“In  Dallas  County  last  year,  the 
cost  of  benefits  paid  to  people  with 
measles  was  87.7  times  the  cost  of 
immunizations,”  he  said. 

The  council  also  voted  to  support 
legislation  to  restrict  smoking  in 
public  places  and  to  toughen  regula- 
tion of  lay  midwives. 

The  council  voted  to  oppose  Sen- 
ate Bill  307  by  Sen  Steve  Carriker, 
D-Roby,  which  would  repeal  the 


Council  on  Legislation  action 

Below  is  a list  of  some  of  the  proposed  legislation  reviewed  by  the  Coun- 
cil on  Legislation  in  February  and  the  action  taken  by  the  Council: 

•HB  215  by  Rep  Rob  Junell,  D-San  Angelo  — licensing  of  adult  day-care 
and  adult  day  health-care  facilities,  support  with  amendments 

• HB  276  by  Rep  Ron  Wilson,  D-Houston  — prohibiting  smoking  in  public 
places  except  in  designated  smoking  areas,  support 

•SB  114  by  Sen  Bill  Sims,  D-San  Angelo  — creating  an  offense 
for  interfering  with  animal  facilities,  including  research  facilities,  support 

• HB  334  by  Rep  Frank  Madia,  D-San  Antonio  — requiring  school  districts 
to  employ  a number  of  registered  nurses  sufficient  to  ensure  adequate  pro- 
vision of  school  health  services,  support  with  amendments 

• SB  33  by  Sen  Gene  Green,  D-Houston,  establishing  commitment  proce- 
dures for  alcoholics,  support  with  amendments 

• HB  47  by  Rep  Henry  Cuellar,  D-Laredo  — tightening  regulation  of  lay 
midwives,  support  with  amendments 

•HB  262  by  Rep  Debra  Danburg,  D-Houston,  requiring  CPR  training  in 
health  classes,  support 

• HB  363  by  Rep  Steve  Wolens,  D-Dallas  — requiring  coverage  of  child 
health  services  under  group  and  individual  health  insurance  policies,  sup- 
port 

• SB  86  by  Sen  Eddie  Bernice  Johnson,  D-Dallas  — lowering  the  blood  alco- 
hol level  required  for  legal  intoxication  from  0.10  to  0.08,  support 

• HB  503  by  Rep  Madia  — granting  psychologists  hospital  medical  staff 
privileges,  oppose 

• SB  18  by  Sen  Sims/HB  145  by  Rep  Mark  Stiles,  D-Beaumont  — licensing 
medical  technologists,  oppose 

• SB  181  by  Sen  Chet  Brooks,  D-Pasadena  — licensing  marriage  and  family 
counselors,  oppose 

• SB  307  by  Sen  Steve  Carriker,  D-Roby  — repealing  the  requirement  that 
the  state  commissioner  of  health  be  a physician,  oppose 
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Council  on  Legis- 
lation Chairman 
William  Camel, 
MO,  predicts  the 
council  will  re- 
view 300  to  400 
bills  this  legisla- 
tive session. 


Statutory  requirement  that  the  Com- 
missioner of  Health  be  a phys- 
ician. The  health  commissioner  is 
the  top  administrator  of  the  state 
health  department.  The  outcome  of 
that  legislation  could  have  an  impact 
on  the  selection  of  a successor  for 
current  Commissioner  of  Health 
Robert  Bernstein,  MD.  Dr  Bernstein 
recently  announced  his  resignation, 
which  is  expected  to  become  effec- 
tive at  the  end  of  the  legislative  ses- 
sion. Former  Rep  Mike  McKinney, 
MD,  of  Centerville,  has  indicated  his 
interest  in  the  commissioner’s  job. 

Action  of  the  Council  on  Legisla- 
tion guides  the  efforts  of  TMA’s  Di- 
vision of  Public  Affairs  staff  in  their 
lobbying  efforts  during  the  legisla- 
tive session.  The  council  will  meet 
monthly  during  the  session.  Council 
Chairman  William  Camel,  MD,  of 
Austin,  estimates  the  panel  will  re- 
view between  300  and  400  health- 
related  bills  this  session. 

Council  action  can  range  from 
support  to  support  with  amend- 
ments to  opposition.  The  council 
also  can  direct  the  public  affairs 
staff  simply  to  monitor  a bill’s 
progress  and  report  back  to  the 
council. 


Legislative  Affairs 


Rural  health  to  get 
another  look  by 
legislature 

It  may  seem  like  deja  vu,  but  rural 
health  care  is  a major  legislative 
concern  for  TMA  and  physicians 
again  this  year. 

“There’s  going  to  have  to  be  an- 
other rural  health  bill  this  session,” 
says  William  Camel,  MD,  of  Austin, 
chairman  of  TMA’s  Council  on  Leg- 
islation. “We’ve  got  to  strengthen 
rural  health  care  any  way  we  can.” 

Rural  health  took  center  stage  in 
the  71st  Texas  Legislature  in  1989 
with  passage  of  the  landmark  House 
Bill  18,  the  Omnibus  Health  Care 
Rescue  Act.  TMA  played  a key  role 
in  passage  of  that  legislation,  which 
was  authored  by  then  Rep  Mike 
McKinney,  D-Centerville.  However, 
lack  of  funding  and  bureaucratic 
foot  dragging  in  implementing  the 
bill’s  key  provisions  have  lessened 
the  impact  that  bill  might  have  had. 
Dr  Camel  says. 

Bryan  Sperry,  executive  director 
of  the  Center  for  Rural  Health  Ini- 
tiatives, agrees. 

“Some  of  the  best  things  in  HB 
18  have  hardly  been  implemented,” 
Sperry  says.  “We  are  really  just  start- 
ing to  see  how  the  bill  is  working.” 


Specifically,  HB  18  established 
the  mechanism  for  creating  a 
statewide  trauma  care  system,  but 
failed  to  appropriate  any  funding  for 
the  project.  Also,  the  State  Board  of 
Insurance  has  been  slow  in  establish- 
ing regulations  for  the  liability  in- 
demnification provision.  That  provi- 
sion affords  physicians  who  provide 
significant  amounts  of  charity  care 
discounts  on  their  medical  liability 
premiums  by  having  the  state  pay 
the  first  $100,000  of  any  malprac- 
tice judgment. 

Proposals  for  fine  tuning  and  ex- 
panding HB  18  already  have  been  is- 
sued by  the  Center  for  Rural  Health 
Initiatives.  Those  proposals  will  be 
the  basis  for  legislation  that  will  be 
supported  by  TMA  and  others.  That 
legislation  was  being  drafted  as 
Texas  Medicine  went  to  press. 

The  recommendations  of  the  Cen- 
ter for  Rural  Health  Initiatives  in- 
clude providing  adequate  funds  to 
expand  family  practice  residency 
programs,  medical  school  clerkships, 
and  state  scholarship  and  loan  for- 
giveness programs;  increasing  Medi- 
caid eligibility  to  maximize  use  of 
federal  funds  available  to  the  state; 
increasing  Medicaid  fees  for  physi- 
cians, hospitals,  and  other  providers 
to  ensure  participation  in  the  pro- 
gram; funding  the  statewide  trauma 
system  created  by  HB  18;  expanding 
the  indemnification  program  to  in- 
clude providers  affiliated  with  aca- 
demic health  centers  and  teaching 
hospitals  or  providing  charity  care  in 
other  settings;  and  strengthening  the 
insurance  board’s  rate  review  process 

Bryan  Sperry,  ex- 
ecutive director 
of  the  Center  for 
Rural  Health  Ini- 
tiatives, says  the 
center  has  pro- 
posed expanding 
HB  18. 
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Ron  Anderson, 
MD,  is  the  newly 
appointed  chair- 
man of  the  Texas 
Board  of  Health. 


to  ensure  premium  discounts  reflect 
the  effects  of  state  indemnification 
and  risk  management  activities. 

Success  of  rural  health  legislation 
may  depend  largely  on  how  law- 
makers address  a $4  billion-plus 
budget  shortfall  and  whether  any 
new  money  becomes  available. 

“Almost  all  of  it  gets  back  to 
funding,”  Sperry  says. 

TMA  member  gets 
second  turn  at  leading 
Texas  Board  of  Health 

he  only  way  to  get  a handle 
H on  health-care  costs  is  to 
get  people  healthy,”  says  Ron  Ander- 
son, MD.  That  will  be  one  of  his  ma- 
jor goals  as  the  newly  appointed  chair- 
man of  the  Texas  Board  of  Health. 

Dr  Anderson,  administrator  of 
Parkland  Memorial  Hospital  in  Dal- 
las, was  appointed  to  a 6-year  term 
on  the  Board  of  Health  on  February 
18  by  Gov  Ann  Richards.  His  term 
as  chairman  extends  for  2 years.  Dr 
Anderson  also  chaired  the  board  dur- 
ing the  administration  of  former  Gov 
Mark  White  from  1983  to  1988.  The 
board  oversees  the  operation  of  the 
Texas  Department  of  Health. 

“Fve  been  there  before  and  there 
are  several  things  I’d  like  to  see  done 
that  didn’t  get  done  the  first  time,” 
he  says.  “We’ve  got  to  recognize  the 
importance  of  public  health  and  dis- 
ease prevention.  And,  we’ve  got  to 
find  better  ways  to  tie  together  the 
public  and  private  sectors  to  take 
care  of  people  who  can’t  afford 
health  care.” 

Dr  Anderson  points  to  AIDS, 
trauma  care,  hospital  closures,  and 
recruiting  more  primary  care  physi- 
cians into  rural  areas  as  critical  pub- 
lic health  issues  facing  the  board  and 
the  health  department. 


He  adds  that  shortages  of  re- 
sources in  numerous  service  areas 
likely  will  force  officials  to  explore 
ways  of  finding  efficiencies  — possi- 
bly even  consolidating  health  ser- 
vices now  carried  out  by  other  agen- 
cies into  the  Department  of  Health. 

“There  are  16  or  17  agencies  in- 
volved in  health  care,”  Dr  Anderson 
says.  “There  may  be  ways  to  consol- 
idate, from  an  administrative  point 
of  view,  that  would  allow  us  to  get 
more  money  to  services.” 

Medical  student  loan 
bills  filed 

Legislation  to  allow  physicians 
to  defer  repayment  of  medical 
student  loans  during  residency  train- 
ing has  been  filed  in  the  US  Senate. 

A hill  proposed  by  Sen  William  S 
Cohen,  R-Maine,  would  allow  resi- 
dent physicians  to  defer  payment  on 
Title  4 student  loans  while  completing 
accredited  resident  training  programs. 
The  measure  is  identical  to  legislation 
filed  by  Cohen  during  the  last  session 
of  Congress.  It  is  supported  by  the 
American  Medical  Association. 

Another  bill  introduced  by  Sen 
Larry  Pressler,  R-South  Dakota, 
would  allow  physicians  v/ho  agree 
to  practice  in  rural  areas  to  deduct 
principal  and  interest  on  student 
loans  as  business  expenses.  Physi- 
cians could  deduct  up  to  $5,000  per 
year  in  exchange  for  agreeing  to 
practice  a minimum  of  two  consecu- 
tive years  in  a community  of  5,000 
individuals  and  with  a per  capita  in- 
come of  $15,000  or  less. 

At  press  time,  both  bills  were  await- 
ing hearings  in  Senate  committees. 
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before  the  Texas 
Legislature. 

The  brief  recorded 
message  Is  updated 
each  weekday  at 
10:30  a.m. 

A service  of  the 
Texas  Medical 
Association  Public 
Relations 
Department,  in 
cooperation  with  the 
Division  of  Public 
Affairs. 
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WHY  SURRENDER... 


When  you  can  choose  a malpractice 
carrier  who  will  defend  you. 


ICA,  the  Professional  Liability  Specialist,  offers  Texas  physicians; 

■ Free  retirement  tail  at  55  upon  qualifying 

■ In-house  claims  attorneys  to  answer  your  questions 

■ Superior  local  defense  counsel 

■ No  settlement  without  your  consent 

■ New  doctor  discounts  and  sabbaticals 

■ No  surplus  deposits  or  assessments 


For  superior  malpractice  protection,  call  or  write: 


Insurance  Corporation  of  America 
4295  San  Felipe  P.O.  Box  56308 
Houston,  TX  77256-6308 
l-(800)-899-2356 


Public  Health 


Criteria  for  receiving  medications 

If  proposed  guidelines  are  approved  by  the  Texas  State  Board  of  Health, 
children  in  any  of  the  following  four  categories  would  be  eligible  to  re- 
ceive medications  for  Pneumocystis  carinii  pneumonia  through  the  HIV  Med- 
ication Program  administered  by  the  Texas  Department  of  Health.  The  crite- 
ria shown  here  were  submitted  for  public  comment  and  are  subject  to 
revision  at  the  state  board’s  April  27  meeting  in  El  Paso. 

•Children  under  13  years  of  age  who  have  had  Pneumocystis  carinii 
pneumonia 

• Children  under  13  years  of  age  who  meet  CDC  definitions  of  HIV  infec- 
tion in  children  and  who  have  CD4+  counts  less  than  400/mm^. 

• Children  under  15  months  of  age  who  have  HIV  isolated  from  blood, 
cerebrospinal  fluid,  or  tissues,  or  P24  antigen  detected  in  blood/plasma  or 
cerebrospinal  fluid,  regardless  of  CD4  count. 

•Children  under  15  months  of  age  who  are  HIV-seropositive  and  have 
symptoms  as  defined  by  CDC  class  P2,  regardless  of  CD4  count.  Children 
will  qualify  in  class  P2a  if  they  have  one  symptom  and  persistent  hyper- 
gammaglobulinemia (2  measurements  one  month  apart). 


Texas  HIV  Medication 
Program  may  expand 
coverage  for  children 

The  state  board  of  health  this 
month  will  decide  whether  to 
provide  Pneumocystis  carinii  pneu- 
monia prophylaxis  to  indigent  HIV- 
infected  children  who  fail  to  meet 
laboratory  criteria  that  would  make 
them  eligible  for  the  drugs  under 
older  state  rules. 

A spokesperson  for  the  Texas  HIV 
Medication  Program  says  the  drugs 
— pentamidine,  and  sulfamethoxa- 
zole-trimethoprim (SFM-TMP)  — 
are  available  to  indigent  children  in 
the  program  who  have  T-4  cell 
counts  of  less  than  200.  But  because 
many  children  with  symptoms  of  ad- 
vanced illness  do  not  have  such  low 
counts,  they  do  not  qualify  for  the 
medications  under  the  older  rules. 

If  approved  by  the  state  board, 
the  eligibility  criteria  would  be  ex- 
panded to  include  children  less  than 
13  years  of  age  who  meet  any  of 
four  new  criteria  (see  box).  The  state 
board  will  vote  on  the  rule  changes 
at  its  April  27  meeting  in  El  Paso. 

The  HIV  Medication  Program  re- 
ceives state  and  federal  funds  and  is 
administered  through  the  Texas  De- 
partment of  Health,  giving  the  state 
board  of  health  authority  to  change 
rules  in  such  cases. 

To  receive  medications  from  the 
HIV  Medication  Program,  adults 
and  children  must  come  from  fami- 
lies earning  200%  or  less  of  the  fed- 
erally defined  poverty  level,  in  addi- 
tion to  meeting  the  specified 
laboratory  and  clinical  criteria. 

About  5,000  patients  have  re- 
ceived drugs  from  the  medication 
program  since  it  began  in  1987,  and 
approximately  2,700  patients  were 
participating  in  the  program  at  the 
end  of  February,  Ms  Skinner  says. 


To  obtain  additional  information 
about  the  HIV  Medication  Program, 
call  (1-800)  255-1090,  or  write  to  Ms 
Sheral  Skinner,  Texas  Department  of 
Health,  1100  W 49th  St,  Austin,  TX 
78756. 

CDC  says  blood  lead 
‘action  levels’  will  drop 
this  summer 

Increasing  concern  that  blood- 
lead  levels  of  15  pg/dL,  or  even 
lower,  may  impair  cognitive  function 
in  children  probably  will  cause  the 
Centers  for  Disease  Control  (CDC) 
to  revise  its  definition  of  lead  toxici- 
ty by  this  summer,  state  and  federal 
spokespersons  said  in  February. 

A CDC  spokesperson  said  the 
present  definition,  established  in 
1985,  covers  blood-lead  levels 
greater  than  25  pg/dF,  but  the  new 
guidelines  will  lower  the  definition 
to  include  the  10-15  pg/dF  range. 
Tom  Matte,  MD,  a medical  epi- 


demiologist at  CDC’s  Fead  Poison- 
ing Prevention  Branch,  says  the 
turning  point  for  lead  toxicity  came 
with  a study  presented  to  Congress 
in  1988  that  provided  convincing 
evidence  of  an  association  between 
cognitive  impairment  in  children 
and  blood-lead  levels  lower  than  25 
pg/dF.  The  study.  The  Nature  and 
Extent  of  Lead  Poisoning  in  Chil- 
dren in  the  US:  A Report  to 
Congress^  was  prepared  by  the 
Agency  for  Toxic  Substances  and 
Disease  Registry. 

A draft  of  the  revised  CDC  toxici- 
ty levels  may  be  completed  by  March, 
and  “a  final  published  document  will 
follow  this  summer,”  said  Dr  Matte. 

Fead  poisoning  is  “reportable”  in 
Texas,  meaning  that  state  law  re- 
quires that  unacceptable  levels  of 
lead  be  reported  to  the  Texas  De- 
partment of  Health.  But  in  Texas  the 
officially  unacceptable  levels  begin  at 
40  Pg/dF,  for  persons  15  years  of  age 
and  older.  The  40  pg/dF  level  also  is 
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used  by  the  Occupational  Safety  and 
Health  Administration  (OSHA)  as  a 
starting  point  for  lead  toxicity  and 
subsequent  patient  monitoring. 

Children  with  excessive  lead  lev- 
els are  identified  by  the  TDH  envi- 
ronmental epidemiology  program 
when  their  levels  reach  the  40  pg/dL 
point,  says  staff  epidemiologist  Janet 
L.  Pichette. 

Other  instances  of  childhood  lead 
toxicity  are  detected  through  the  Ear- 
ly Periodic  Screening  Diagnosis  and 
Treatment  (EPSDT),  a statewide  pro- 
gram headquartered  at  the  Texas  De- 
partment of  Human  Services  in 
Austin.  That  program  monitors  Med- 
.icaid-eligible  children  with  blood- 
lead  levels  of  25  pg/dL  or  greater. 

Linda  Prentice,  MD,  director  of 
child  health  in  the  Bureau  of  Mater- 
nal and  Child  Health  at  TDH,  says 
EPSDT  identifies  excessive  lead  lev- 
t els  in  about  100  of  the  children 
screened  in  the  program  each  year. 

CDC’s  Dr  Matte  worries  that  all 
physicians  may  not  be  aware  of  the 
recently  discovered  effects  of  expo- 
sure to  low  levels  of  lead. 

“Many  physicians  trained  at  a 
time  when  lead  poisoning  meant 
symptomatic  lead  poisoning,  and  so 
there  are  physicians  who  have  no  idea 
[of  its  more  subtle  effects],”  he  says. 

Eor  more  information  about  re- 
: porting  requirements  and  toxicity 
I prevention  programs,  contact  the 
[ Environment  Epidemiology  Pro- 
I gram,  Texas  Department  of  Health, 
1100  W 49th  Street,  Austin,  TX 
78756,  phone  (512)  458-7111.  Eor 
information  about  EPSDT,  contact 
Bridget  Cook,  Texas  Department  of 
Human  Services,  PO  Box  149030, 
Mail  Code  Y-927,  Austin,  TX 
78714,  phone (512) 338-6933. 
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State  health  department 
warns  physicians  of 
mercury  in  Lavaca  Bay 

A Texas  Department  of  Health 
(TDH)  alert  cautions  that  fin 
fish  and  blue  crabs  in  some  areas  of 
Lavaca  Bay  may  pose  a health  haz- 
ard to  persons  who  ingest  them  and 
specifically  urges  physicians  to  warn 
pregnant  patients  and  parents  of 
young  children  of  the  threat. 

The  alert,  which  was  scheduled  for 
publication  in  the  March  issue  of 
TDH’s  Preventable  Disease  News,  is 
part  of  the  health  department’s  contin- 
uing efforts  to  inform  physicians  and 
others  of  the  hazard  near  Port  Com- 
fort and  Port  Lavaca  and  to  remind 
citizens  that  removal  of  fin  fish  or 
crabs  from  the  affected  areas  is  illegal. 

A TDH  spokesperson  said  parts 
of  the  bay  near  Port  Comfort  were 
closed  to  oystering  in  1970,  but  reg- 
ulatory agencies  were  not  fully  aware 
of  the  eventual  effects  of  dumping  in- 
organic mercury  in  the  bay,  which 
lies  about  halfway  between  Houston 
and  Corpus  Christi.  “There  wasn’t 
much  concern  over  inorganic  mer- 
cury,” the  spokesman  said. 

But  that  changed  as  sampling  be- 
gan to  show  substantial  contamina- 
tion of  the  food  chain  and  as  methy- 
lation  of  inorganic  mercury  became 
better  understood.  By  1988,  after 
high  mercury  levels  were  detected  in 
fin  fish  and  blue  crabs  in  Lavaca 
Bay,  TDH  had  the  authority  and 
necessary  documentation  to  prohibit 
fishing  in  contaminated  areas. 

Sources  allege  that  inorganic  mer- 
cury that  had  been  used  as  an  indus- 
trial catalyst  was  dumped  in  3-10 
feet  of  water  during  a 4-5-year  peri- 
od in  the  late  1960s  and  early  1970s, 
a practice  that  was  legal  at  the  time. 

Jerry  Ann  Ward,  PhD,  a toxicolo- 
gist with  the  TDH  Bureau  of  Disease 
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Control  and  Epidemiology,  says  “a 
lot  of  mercury  was  discharged”  into 
the  bay  but  adds  that  exact  amounts 
are  not  known.  Toxicologists  know 
that  the  effects  on  the  central  ner- 
vous system  of  fetuses  and  infants 
can  be  devastating  and  that 
methylmercury  is  “efficiently  ab- 
sorbed through  the  placenta.  At 
higher  doses  methylmercury  can  af- 
fect the  CNS  of  the  adult  consumer.” 

State  health  plan  calls 
for  increased  cigarette, 
alcohol  taxes 

The  arduous  task  of  gathering 
two  dozen  physicians,  health- 
care planners,  business  representa- 
tives, consumer  advocates,  volun- 
teers, and  others  to  discuss  Texas 
public  health  priorities  is  completed. 
The  unenviable  job  of  finding 
enough  agreement  in  such  a group 
to  create  a report  is  finished.  Now 
the  hard  part  begins. 

Publication  of  the  1991-92  Texas 
State  Health  Plan  signals  the  begin- 
ning of  the  next  phase  of  Texas  pub- 
lic health  planning:  implementation. 
Authors  of  the  plan  predict  this 
won’t  be  so  easy  because  it  requires 
funding  and  involves  invisible  forces 
of  politics. 

With  this  in  mind,  planners  fo- 
cused their  report  on  nine  key  topics 
of  concern: 

• teenage  health; 

• medical  manpower  for  rural  areas 
and  qualifications  of  “some  allied 
health  care  personnel  not  creden- 
tialed  by  Texas  state  agencies;” 

• rising  health-care  costs; 

• access  to  health  care; 

• medical  care  reimbursement; 

• prevention  and  control  of  disease 
and  injuries; 
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• environmental  health; 

•chronic  and  disabling  conditions; 

and 

• mental  health  and  retardation. 

To  prepare  the  plan,  the  Texas 
Statewide  Health  Coordinating 
Council  (SHCC)  contacted  “more 
than  400  organizations,  associa- 
tions, agencies,  and  individuals  in- 
volved in  health  or  health-related  ac- 
tivities,” which  were  asked  to  rate 
and  rank  55  public  health  issues. 
(The  Texas  Medical  Association  was 
among  the  organizations  asked  to 
participate.)  The  nine  topics  shown 
above  received  the  highest  marks 
from  those  surveyed. 

Volume  1 of  the  report  argues  for 
progress  in  the  nine  areas,  cites 
dozens  of  background  sources,  and 
refers  to  volume  2,  which  provides 
more  than  100  pages  of  supporting 
graphs,  tables,  maps,  and  summaries. 

In  an  introductory  statement,  Mar- 
ion R.  Zetzman,  DrPH,  notes  that  the 
plan  was  prepared  “during  a period 
of  considerable  turmoil  for  Texas 
state  government.”  But,  he  states,  in- 
creased funding  in  the  present  legisla- 
tive session  are  necessary  to  lower  fu- 
ture costs.  Dr  Zetzman  was  SHCC 
chairman  during  preparation  of  the 
1991-1992  state  health  plan. 

“In  developing  these  recommen- 
dations,” Dr  Zetzman  says,  “the 
council  (SHCC)  realized  the  dilem- 
ma posed  by  state  government’s  se- 
vere budgetary  constraints  and 
Texas  citizens’  urgent  need  for  addi- 
tional services.  Since  many  of  the 
recommendations  in  this  plan  re- 
quire increased  funding,  the  council 
recommends  raising  the  state  tax  on 
cigarettes  and  alcohol  and  dedicat- 
ing the  revenues  to  the  health-care 
needs  identified  in  this  plan.” 

Now  for  the  hard  part. 


Ml 

Corporate  Medical 
Systems,  Inc. 

(The  Medical  Billing  Professionals) 

Are  You  Managing 
Your  Insurance  Claims, 
or  Are  They  Managing 
You? 

Proven  Results 

• Increase  cash  flow  by 
improved  collections 

Experienced 

• Extensive  knowledge  of 
medical  billing  procedures 

Thorough 

• Management  of  all  claims  from 
initiation  to  final  collection 

TEXAS  COMMERCE  CENTRE 
25025  1-45  NORTH,  SUITE  408 
THE  WOODLANDS,  TX  77380 
^(713)  363-3156  ■ (800)  456-1362^ 


NOW  AVAILABLE 
FROM  THE  PUBLISHER 


MAY 

OWEN 

M.D. 

An  Authorized 
Biography 

By  Ted  Stafford 


Published  in  cooperation  with  the 
May  Owen  Irrevocable  Trust  and 
the  Texas  Medical  Association.  A 
moving  account  of  Dr.  May  Owen 
— first  woman  president  ofTMA  — 
and  her  life-long  service  to  the  medi- 
cal profession  and  to  humanity. 


$oa37 

Includes  shipping  and 
Texas  sales  tax. 


CALL  TOLL  FREE  / 1-800-926-9016 
EAKIN  PRESS 


P.O.  Box  90159  / Austin,  TX  78709-0159 


Health  Care  Collections  • Billing  Services 

So/u/j'ons  with  Sensitivity  , Insurance  Follow-Up 

5^ 

• On-Site  Training  Seminars 

■=-=-—  • On-Srte  Collectors 

^ Patient  Financial  Services  • Competitive  Rotes 

ncc  ^ Coll  toll-free  for 

PFS  IS  endorsed  by  the  Plnrp^mpnts  nr  Asslstnnrn 

Texas  Medical  Association  , 

1-800-234-9786 

PFS  . ONE  FLUOR  DANIEL  DRIVE  . SUITE  B-3  . SUGAR  LAND,  TX.  77478  • (713)242-7878 
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One  NUMBER  Gives  you 

DIRECT  ACCESS  TO  OUR  ENTIRE 
MEDICAL  Center. 


The  UT  Southwestern  Medical 
Center®  Clinical  Referral  Network  is 
now  available  to  link  practitioners 
with  UT  Southwestern  faculty,  patient 
care  programs,  and  facilities.  By 
simply  dialing  one  number,  you  will 
be  provided  direct  access  to  a 
comprehensive  network  of  physicians 
and  administrative  staff  who  are 
ready  to  provide  prompt  assistance 
and  personal  service.  The  program 
expands  the  services  currently 
available  through  Southwestern 
Information  System®  (SWIS®). 


UT  Southwestern  Medical  Center’ 
Clinical  Referral  Network 


In  Dallas  688-8678 
1-800-688-8678 


For  Professional  Use  Only 


The  University  of  Texas  Smithmstern  Medical  Center  at  Dallas  / 5323 Harry  Hines  Boulevard /Dallas,  Texas  75235-7786 
An  equal  opportunity  institution 


“Why  don’t  you  spend  a 
Saturday  night  with  me  and 
some  of  our  physician 
members  in  Parkiand’s 
emergency  room?  i want  you 
to  teii  those  hundreds  of 
peopie  who  sit  there  aii  night 
waiting  for  basic  medicai  care 
that  we’ii  get  to  them  in  a 
few  years  when  the  Congress 
finaily  gets  around  to  funding 
a nationai  heaith  system.” 
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TMA's  chief  lobbyist  and  director  of 
public  affairs,  replies  to  those  who 
question  whether  the  recommenda- 
tions from  an  unlikely  coalition 
created  and  led  by  TMA  are  anything 
other  than  a partial  solution  to  the 
state's  health  insurance  crisis.  This 
article  tells  the  success  story  of  TMA's 
Ad  Hoc  Committee  on  Financing  and 
Availability  oe  Health  Insurance 
and  its  search  for  ways  to  provide 
health  care  for  Texas'  growing  popu- 
lation of  uninsured  citizens. 


QUO  won’t  D 
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O By  Steve  Carrel!  and  Kathryn  Trombatore  Steve  Carroll  is  an  Austin  freelance  writer.  Kathryn  Trombatore  is  managing  editor  of  Texas  Medicine. 


Many  would- 
be  patients 
without 
insurance 
avoid  seeking 
medical  care 
promptly, 
which 
ultimately 
causes  higher 
health  care 
costs. 


on  the 
health 

^ s u r a n c e 

crisis 
Texas  no 
longer  have 
the 

^ they  once 

k did  — perhaps  because  we’ve 
^ grown  used  to  seeing  them: 

0) 

O • More  than  3 million  Texans 
^ have  no  health  insurance.  Of 

2 them,  1 million  are  children. 

3 

^ • Another  3.27  million  Texans 

,2  are  underinsured  and  cannot 
pay  the  difference  between 
^ what  their  health  care  costs 

“ and  their  insurance  pays. 

3 

0) 

^ • Only  one  in  three  Texans 

^ who  live  below  the  poverty 
level  is  eligible  for  Medicaid. 

b- 

• And,  the  problem  is  worsen- 
ing: In  the  last  year,  41%  of 
Texas  patients  had  health  insurance 
coverage  reduced,  according  to  a 
1990  survey  of  physicians. 

But  that’s  not  all.  Texas  has 
achieved  another  dubious  distinc- 
tion, says  Karen  Batory,  TMA’s  di- 
rector of  socioeconomic  research. 
“We  have  the  highest  percentage, 
along  with  New  Mexico  and 
Arkansas,  of  uninsured  people  in  the 
United  States,”  she  says. 

How  do  you  tackle  a problem  so 
large  and  so  complicated  that  most 
state  officials  respond  with  little 
more  than  earnest  hand-wringing? 
Given  the  state’s  economic  woes,  the 
problem  seems  insurmountable. 

“The  72nd  Legislature  walked  up 
Congress  Avenue  into  the  New 
Texas  this  past  January  to  find  a $4 
billion-plus  deficit,  most  of  the  state 
budget  tied  down  by  court  orders  or 
other  unappropriatable  limitations, 
and  to  make  matters  more  daunting, 
the  predictable  political  cannibalism 
of  redistricting,”  says  William 
Gamel,  MD,  chairman  of  TMA’s 
Council  on  Legislation. 

But  TMA  was  a long  jump 
ahead.  It  had  taken  the  first  steps  to- 
ward finding  practical,  realistic  solu- 


tions to  the  health  insurance 
crisis  in  May  1990  when  it 
pulled  together  a historically 
adversarial  group  of  29  peo- 
ple representing  physicians, 
trial  lawyers,  insurance  exec- 
utives, consumer  advocacy 
groups,  hospital  administra- 
tors, governmental  agency 
officials,  business  leaders,  and 
legislators. 

Max  Butler,  MD,  Hous- 
ton, immediate  past  president 
of  TMA,  chaired  the  commit- 
tee, and  Karen  Batory  provid- 
ed staff  support  for  this  un- 
precedented collaboration. 

Ms  Batory  says  the  com- 
mittee realized  very  early  the 
need  to  offer  proposals  that 
addressed  two  separate  issues: 

1.  a real  crisis  in  health  insurance 
characterized  by  spiraling  premium 
costs  and  decreased  availability;  and 

2.  lack  of  access  to  health  care  for 
more  than  2 million  uninsured  Tex- 
ans whose  incomes  were  less  than 
200%  of  poverty. 

“The  committee  also  realized  that 
any  practical  health  insurance  pro- 
posals had  to  be  sensitive  to  what  in- 
dividuals, employers,  and  govern- 
ment could  contribute  toward  the 
cost  of  health  care,”  says  Dr  Butler. 

Physicians  see  both  sides  of  the  crisis 

Dr  Butler  observes  that  physicians 
and  hospitals  are  in  the  best  position 
to  see  the  health  consequences  of  in- 
adequate health  insurance.  Many 
would-be  patients  without  insurance 
avoid  seeking  medical  care  prompt- 
ly, which  ultimately  causes  more  suf- 
fering and  higher  health  care  costs 
than  prompt  treatment. 

Dr  Butler  says  the  recent  measles 
epidemic  offers  a prime  example  of 
how  avoiding  early  care,  via  immu- 
nization, triggered  sweeping  prob- 
lems. The  worst  measles  outbreak  in 
18  years  was  not  really  surprising, 
he  says,  because  as  many  as  40%  of 
Texas  preschool  children  in  inner 
cities  lack  basic  immunizations. 

Physicians  can  supply  many  other 
tragic  examples  of  the  results  of  de- 


layed care  just  by  reviewing  their  pa- 
tients’ records.  Dr  Butler  says. 

But,  many  physicians  also  see  an- 
other side  of  the  insurance  crisis.  As 
heads  of  small  businesses,  they 
struggle  to  find  and  afford  health  in- 
surance for  their  employees.  (Sur- 
prisingly, physicians’  employees  are 
high  up  on  the  list  of  people  unlikely 
to  have  health  insurance.  Other 
uninsured  employees  work  in  haz- 
ardous occupations,  low  paying  and 
seasonal  work,  hotels/motels,  and 
car  washes,  according  to  a recent 
Texas  Research  League  Report. 

One  Texas  physician,  who  prefers 
to  remain  anonymous  lest  insurers 
target  him  for  further  rate  increases, 
says  his  troubles  started  approxi- 
mately 2V2  years  ago  when  health 
insurance  premiums  for  his  group 
practice  rose  25%  and  then  jumped 
30%  the  next  year.  Now  the  group 
pays  more  than  $130,000  yearly  to 
provide  seven  physicians  and  15  em- 
ployees with  what  he  calls  “the  kind 
of  (comprehensive)  coverage  I’d  like 
my  patients  to  have.” 

Even  with  the  high  price,  “I’m 
happy  just  to  have  a policy,”  he 
says,  because  most  companies  do 
not  want  to  insure  his  group,  since 
two  of  his  employees  have  chronic 
health  problems,  even  though  they 
have  filed  few  claims. 

Not  insuring  a person  or  a group 
because  of  a perceived  health  risk  is 
a practice  that  comes  in  for  heavy 
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STATUS  QUO  WON’T  DO 


criticism  from  Dr  Butler  and  others. 
“I  think  it’s  one  of  the  cruelest 
things  in  the  world  to  punish  people 
for  being  sick,”  he  says. 

Jo  Ann  Howard,  a former  mem- 
ber of  the  State  Board  of  Insurance 
who  participated  in  the  ad  hoc  com- 
mittee’s work  (although  she  was  not 
a formal  committee  member),  says 
the  practice  hasn’t  always  been  the 
accepted  norm.  “We  need  to  return 
to  community  rating,  where  all  peo- 
ple have  access  to  health  insurance 
coverage  based  on  the  principles  of 
spreading  risk  across  large  numbers,” 
she  says.  “The  insurance  market  has 
departed  from  these  principles  and 
more  and  more  is  looking  at  individ- 
uals and  saying  Tf  we  think  you’re 
going  to  be  sick,  we’re  not  going  to 
cover  you.’  That’s  not  acceptable.” 

Who’s  fault  is  it? 

Why  don’t  Texans  have  the  insur- 
ance necessary  to  gain  prompt,  full 
access  to  the  health  care  system?  In 
an  insurance  crisis,  insurance  com- 
panies make  an  obvious  target  for 
blame,  if  only  because  it  is  they  who 
deliver  the  bad  news  about  rising 
premiums  and  restricted  coverage. 

But  Rogers  Coleman,  MD,  presi- 
dent and  chief  executive  officer 
of  Blue  Cross/Blue  Shield  of 
Texas,  says  the  problem  has 
arisen  for  many  reasons,  most 
of  which  lie  beyond  insurance 
companies’  control. 

He  explains  that  the  indus- 
try is  caught  in  a downward 
spiral:  the  rapidly  rising  price 
of  insurance  coverage  forces  an 
increasing  number  of  people 
into  the  pool  of  uninsured  peo- 
ple; when  they  receive  health 
care  for  which  they  cannot  pay, 
the  costs  are  transferred  back 
to  those  who  can  in  the  form 
of  higher  health  care  costs,  and 
ultimately  higher  insurance 
premiums.  Similarly,  he  says, 
the  transfer  of  costs  from 
Medicare  and  Medicaid  raise 
costs  for  everyone. 

Ms  Howard  uses  a vivid 
analogy  to  illustrate  the  vicious 
cycle:  “Imagine  poking  holes 
with  a toothpick  in  a tube  of 
toothpaste  and  then  squeezing 


it.  That’s  what  we’re 
experiencing.  We’re 
funding  a system,  but  it’s  coming  out 
in  uncompensated  care,  in  cost  shift- 
ing, in  deferred  health  costs  that  arise 
because  it’s  more  expensive  to  treat 
health  problems  when  there  is  no  pre- 
ventive care.  What  we  need  is  a ratio- 
nal system.” 

Another  reason  for  the  crisis,  ac- 
cording to  Dr  Coleman,  won’t  be 
popular  with  physicians.  “In  Texas, 
we  are  funding  twice  as  many  [hos- 
pital] beds  as  we  are  using  and  an 
empty  bed  costs  about  two-thirds  as 
much  to  maintain  as  a bed  that  has  a 
patient  in  it,”  he  says.  “That  is  a ter- 
rible drain  on  resources  to  have  that 
excess  supply.  We  also  have  more 
physicians  . . . than  we  need  to  ren- 
der medically  necessary  care  to  a 
population  the  size  of  Texas.  The 
distribution  of  those  doctors  is  not 
good,  but  in  our  urban  areas  we’ve 
got  more  practitioners  than  we  can 
use  . . . and  supporting  all  of  them  is 
a real  cost.” 

The  status  quo  isn’t  acceptable 

Ms  Howard  says  the  ad  hoc  commit- 
tee knew  it  needed  to  find  more  than 
a “fast  and  dirty”  solution  to  the 


Many 
physicians 
aiso  see 
another  side 
of  the 
insurance 
crisis.  As 
heads  of  smaii 
businesses, 
they  struggie 
to  find  heaith 
insurance  for 
their 
empioyees. 


health  insurance  crisis.  “We  needed  a 
well-thought-out  consensus.  This 
was  too  important  for  fast  and  dirty, 
because  we  were  dealing  with  health, 
one  of  the  most  sensitive  areas  of 
people’s  lives,”  she  says.  “Being  visit- 
ed with  health  problems  is  injury 
enough;  it  shouldn’t  be  compounded 
with  worrying  about  economic  disas- 
ter as  well.” 

The  current  state  of  affairs  con- 
tributed to  the  committee’s  motiva- 
tion, according  to  lobbyist  Kim 
Ross.  “At  the  beginning  of  the  com- 
mittee’s work,  we  said,  ‘Just  for  the 
sake  of  argument,  let’s  test  the  null 
hypothesis.  Let’s  assume  the  current 
health  insurance  system  in  Texas 
will  do,’  he  says. 

“Proposed  legislation  to  reaffirm 
the  status  quo  would  be:  insensitive 
to  need  and  ability  to  pay;  struc- 
tured to  give  preference  to  treating 
symptoms  and  not  causes;  it  would 
discriminate  by  age,  income,  and 
sex;  subsidize  all  care  regardless  of 
wealth;  assure  that  all  medical  inter- 
ventions are  of  equal  value; 
specifically  exclude  poor  men  and 
women;  and  make  arbitrary  distinc- 
tions between  sick  children  merely 
because  of  their  age.’ 

“Could  we  support  a proposal 
like  that?  Of  course  not.  So  we  all 
agreed  that  the  status  quo  was  not 
acceptable  and  that  we  had  to  move 
forward.  We  recognized  that  the 
state  had  a role,  although  we  knew 
full  well  that  ultimately  the  federal 
government  would  have  to  step  in. 
But  whether  that  federal  help  comes 
now  or  in  the  next  millennium, 
there  are  some  very  positive,  con- 
structive things  we  can  do  to  im- 
prove the  system.  The  idea  is  to  ad- 
vance the  cause.” 

Ms  Batory  echoes  the  need  to 
change  the  status  quo.  “We  are  un- 
enlightened if  we  stick  with  the  sta- 
tus quo,  because  the  face  of 
medicine  is  changing,”  she  says. 
“Physicians  are  seeing  more  man- 
aged care  and  fewer  patients  with 
traditional,  indemnity-type  plans. 
Over  time,  there  really  has  been  a 
shift  in  the  whole  way  health  care 
gets  delivered.” 
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THE  SUBCOMMITTEES 

The  Sub- 
commit- 
tee on 
Medicaid, 
chaired  by 
Frederick 
Merian, 
MD,  who 

also  chairs  TMA’s  Coun- 
cil on  Socioeconomics, 
was  charged  with  evalu- 
ating and  recommend- 
ing viable  options  for 
insuring  more  people 
through  Medicaid. 


The  Subcommittee  on 
ra  the  Disenfranchised, 

® chaired  by  Ronald 
^ Smith,  president  of 
^ Harris  Methodist  Health 
System,  Fort  Worth,  rec- 
ommended segmenting 
the  uninsured  popula- 
tion by  income  levels 
and  identifying  the  kind  of 
help  each  group  would  need 
from  health  insurance. 


The  Subcommittee  on 
Basic  Health  Care  Needs, 
chaired  by  Sen  Chet  Brooks 
(D-Pasadena),  discussed  the 
components  of  a benefit 
package  to  provide  basic 
health  care  essentials  to 
the  indigent. 

The  Subcommittee  on 
Health  Insurance  Practices, 
chaired  by  Rep  Jack  Harris 
(R-Pearland),  focused  on 
problematic  health  insur- 
ance practices  and  recom- 
mended reform  measures. 

The  Subcommittee  on 
Health  Care  Costs  was 
chaired  by  Gene  Fondren, 
lobbyist  for  and  president  of 
the  Texas  Auto  Dealers 
Association,  which  headed 
the  coalition  that  passed 
the  Workers’  Compensation 
reforms  last  year. 


The  net  income 
of  a family  of 
three  can  be 
no  more  than 
$184  per  month 
to  qualify  for 
Medicaid, 
compared  to 
national 
average  income 
eligibility  of 
$407  per  month. 


“No  blood  on  the  floor” 

The  complex,  intertwined 
causes  of  the  crisis  give  al- 
most everyone  some  responsi- 
bility for  the  crisis,  along 
with  ample  opportunity  to 
point  accusingly  at  everyone 
else.  But  the  sense  of  urgency 
that  tinged  the  committee’s 
meetings  helped  create  a sur- 
prising degree  of  harmony. 

“We  had  a good  and  posi- 
tive opportunity  to  put  things 
on  the  table  and  discuss  them 
freely  and  openly  without 
anybody  really  getting  ran- 
corous,” says  ad  hoc  commit- 
tee member  Senator  Chet 
Brooks  (D-Pasadena).  “I 
think  we  were  all  feeling  that 
we  were  on  a sinking  ship 
together  and  that  unless  we  worked 
together  . . . we  weren’t  going  to 
have  a health  care  system  left  for 
anybody  except  those  who  already 
had  very  good  health  insurance 
benefits  or  a lot  of  money  to  spend 
on  their  own  health  care.” 

“I  was  pleased  to  be  a part  of  a 
group  where  everybody  rather  un- 
emotionally stated  their  positions,” 
says  Dr  Coleman.  “There  was  not  a 
lot  of  finger  pointing,  not  a lot  of 
energy  spent  on  tearing  other  people 
down.  It  simply  was  a concerted  ef- 
fort to  deal  with  a difficult  problem. 
I thought  everybody  in  there  did  a 
heck  of  a job  keeping  things  in  per- 
spective. I think  everybody  recog- 
nized the  need  to  get  together  and 
do  something  for  Texas  and  to  stop 
worrying  about  everybody’s  little 
partisan  piece.” 

Timothy  M.  Sulak,  a committee 
member  who  is  an  attorney  with 
Morris,  Craven  & Sulak  and  “a 
rank  and  file  member  of  the  Texas 
Trial  Lawyers  Association”  also 
mentioned  the  spirit  of  cooperation. 
“TMA  should  be  applauded  for 
putting  and  holding  this  committee 
together.  This  [insurance  problem]  is 
a very  volatile  issue  and  there  is 
plenty  of  blame  to  go  around.  It 
would  have  been  real  easy  to  start 
bashing  the  guy  to  your  left  or  right. 
But,  we  all  laid  down  our  swords  or 
our  hatchets  when  we  walked  in  and 
said,  ‘Let’s  try  to  be  positive  and 


productive  and  try  not  to  point 
fingers.’  And,  as  Kim  Ross  said  at 
the  final  meeting,  ‘Everybody’s  skin 
is  still  intact,  and  there  isn’t  any 
blood  on  the  floor.’” 

Five  steps  to  a more  rational  system 

How  did  committee  planners  divide 
up  such  a global,  pervasive  issue 
with  so  many  interwoven  factors? 
First,  they  looked  at  the  epidemiol- 
ogy of  the  problem:  What  is  driving 
cost  and  unavailability  of  both  in- 
surance and  health  care?  The  com- 
mittee then  broke  into  five  subcom- 
mittees to  work  on  each  facet  of  the 
problem.  Ms  Batory  says  the  sub- 
committees were  designed  to  center 
around  legislative  and  regulatory 
functions.  The  underlying  focus 
was  to  divide  the  issue  up  in  a way 
that  would  then  fit  back  into  what 
could  be  sections  of  a comprehen- 
sive bill. 

The  committee  issued  its  report, 
“Insuring  the  Uninsured:  A Plan  for 
Texas,”  in  mid-March. The  30- 
page  report  recommends  five  major 
steps  to  improve  access  to  health 
care  in  Texas: 


'For  a full  copy  of  the  report,  contact 
Karen  Batory,  TMA,  Socioeconomic  Re- 
search Department,  1801  N Lamar  Blvd, 
Austin,  TX  78701,  phone  (Sll)  477-6704, 
ext  208. 
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1.  Strengthen  and  expand  Medicaid; 

2.  Create  a state-sponsored,  siiding- 
scale  health  insurance  program  of 
basic  benefits  for  the  working  poor; 

3.  Reform  health  insurance  plans 
for  small  groups  so  the  market  will 
have  greater  stability  and  fairness; 

4.  Contain  health  care  costs  and 
reform  insurance  industry  practices 
through  measures  ranging  from  the 
format  of  insurance  policies  to  uti- 
lization review; 

5.  Fund  the  Texas  Health  Insurance 
Risk  Pool  for  medically  uninsurable 
Texans. 

Step  One 

Medicaid’s  dismal  track  record  re- 
quires little  explanation.  Texas  has 
no  systematic  way  to  provide  health 
care  for  low-income  residents.  In- 
stead, a patchwork  of  providers  and 
hospitals  finance  care.  Funding  for 
free  acute  and  primary  care  comes 
from  state  and  local  taxes,  charity, 
or  simply  writing  off  bad  debt.  In 
1987,  physicians  provided  at  least 
$159  million  in  free  care,  according 
to  a TMA  survey  in  1989. 
Hospitals  wrote  off  or  gave 
away  $2  billion  in  uncom- 
pensated care.  Add  another 
$24  million  paid  by  counties 
without  public  hospitals  or 
hospital  districts,  according 
to  a 1989  survey  by  the 
Texas  Department  of  Health. 

Only  one  in  three  Texans 
who  live  below  the  poverty 
line  is  eligible  for  Medicaid. 

Texas  income  eligibility  levels 
are  among  the  lowest  in  the 
country.  The  net  income  of  a 
family  of  three  can  be  no  more 
than  $184  per  month  to  quali- 
fy for  Medicaid,  compared  to 
national  average  income  eligi- 
bility of  $407  per  month. 

In  Step  One,  the  commit- 
tee recommends  Medicaid  ex- 
pansions in  eligibility  and  im- 
provements in  physician  and 
provider  reimbursements.  The 
Medicaid  expansions  include 
coverage  for  two  new  groups: 


pregnant  women  with  S T A T 
income  less  than 
185%  of  the  federal  poverty  level; 
and  children  ages  18-20  in  house- 
holds with  income  less  than  317»  of 
poverty.  Also,  the  committee  wants 
adequate  funding  for  newly  mandat- 
ed Medicaid  expansions  for  children 
in  households  making  under  100% 
of  the  poverty  level. 

The  committee’s  report  also  rec- 
ommends increasing  Medicaid  pay- 
ments to  encourage  physicians  to 
take  more  Medicaid  patients. 

The  1990  TMA  survey  of  physi- 
cians, done  in  coordination  with  the 
Gallup  organization,  shows  34%  of 
all  Texas  physicians  will  not  expand 
their  practices  to  include  more  Med- 
icaid patients;  another  14%  will 
take  no  Medicaid  patients  at  all.  So 
almost  50%  of  Texas  physicians 
have  restricted  their  Medicaid  par- 
ticipation, Batory  says.  And,  ironi- 
cally, physicians  prefer  to  take  unin- 
sured patients  over  Medicaid 
patients.  Almost  eight  in  ten  physi- 
cians report  that  they  are  currently 
accepting  new  uninsured  patients, 
while  fewer  than  six  in  ten  will  ac- 
cept new  Medicaid  enrollees. 


Although 
the  indigent 
will  not  have 
the  full  menu 
of  health  care 
choices,  the 
program  will 
use  limited 
financial 
resources  to 
deliver  the 
greatest 
amount 
possible  to 
the  largest 
numbers. 


US  QUO  won’t  do 

Earlier  surveys  showed  Medicaid 
payments  for  routine  office  visits  in 
Texas  are  only  58%  of  national  me- 
dian charges;  sometimes  the  charges 
are  75%  less.  Physicians  say  in- 
creased reimbursement  would  be  the 
change  most  likely  to  encourage  their 
increased  participation  in  Medicaid. 

The  committee  says  expanding 
Texas  Medicaid  also  would  improve 
chances  for  obtaining  matching  fed- 
eral funds  for  several  state  pro- 
grams, including  those  for  chronical- 
ly ill  and  disabled  children,  maternal 
and  infant  health  improvement,  and 
early  childhood  intervention. 

Funding  such  expansions  could 
occur  without  additional  money 
from  the  state  budget,  the  committee 
says,  because  Texas  could  obtain 
$700  million  in  matching  federal 
funds  for  Medicaid.  Lt  Gov  Bob 
Bullock  issued  a hard-hitting  report, 
“Federal  Dollars  We  Deserve,” 
while  he  was  state  comptroller.  The 
report  documents  that  additional 
federal  money  is  available  if  assorted 
state  and  local  regulations  change. 

Step  Two 

What  about  the  “working  poor”  in- 
eligible for  Medicaid?  Step  Two  rec- 
ommends a sliding  scale  entitlement 
program,  in  which  the  state  would 
sell  individual  insurance  policies 
providing  basic  coverage.  Buyers 
would  pay  according  to  income. 

Eligibility  would  hinge  on  the  fed- 
eral poverty  level.  Qualifying  for  the 
program  would  be  more  than  2 mil- 
lion uninsured  working  Texans  mak- 
ing less  than  250%  of  the  federal 
poverty  level.  The  committee  chose 
250%  because  only  when  families 
earn  above  that  level  do  they  have 
enough  money  to  pay  toward  the 
cost  of  health  insurance  premiums. 

An  individual  policy  offers  a ma- 
jor advantage  because  workers  in 
this  category  often  change  jobs  fre- 
quently, and  an  individual  policy  as- 
sures coverage  will  continue  from 
job  to  job,  Ms  Batory  says. 

The  new  system  is  designed  to 
provide  full  or  partial  coverage  for 
numerous  services.  And  although 
the  indigent  will  not  have  the  full 
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TMA  does  not 
support 
mandating  that 
employers 
provide  health 
insurance.  If 
it  were 
affordable, 
most  employers 
probably  would 
want  to 
offer  it. 


^ menu  of  health  care  choices, 

^ the  program  will  use  limited 

^ financial  resources  to  deliver 

the  greatest  amount  possible  to 
the  largest  numbers. 

^ The  committee’s  model  pro- 
■—  gram  includes;  physician  ser- 

vices  for  routine  illness,  surgical 
^ follow-up  and  some  wellness 

^ care;  inpatient  hospitalization, 

4)  under  a managed  care  system; 

^ outpatient  surgery  coverage 

® similar  to  most  existing  policies; 

h lab,  diagnostic  and  x-ray  tests 

3 up  to  $200  per  illness;  materni- 

^ ty  and  neonatal  care  up  to  28 

days  after  birth;  preventive  care; 
_ prescription  drugs;  and  limited 

^ emergency  room  services. 

(0 

Step  Three 

£ To  assist  small  employers  and 

^ their  workers,  the  committee 

recommends  reforms  for  insur- 
^ ance  that  covers  companies  with 

fewer  than  25  employees. 

The  rationale  is  sound. 
Most  uninsured  Texans,  89%,  are 
adults  who  are  employed.  However, 
half  of  them  are  in  companies  with 
fewer  than  25  employees,  according 
to  an  analysis  by  the  Partnership  on 
H ealth  Care  and  Employment  in 
October,  1990. 

And  half  of  small  businesses  sur- 
veyed, if  forced  to  provide  health  in- 
surance, said  they  would  lay  off 
workers  or  go  out  of  business,  ac- 
cording to  a poll  by  the  National 
Federation  of  Independent  Business. 

In  Step  Three  of  its  report,  the 
committee  proposes  a plan  that  em- 
phasizes catastrophically  oriented 
coverage  for  physician  services, 
tests,  medical  equipment,  ambu- 
lance, and  inpatient  and  outpatient 
hospital-type  care,  including  mental 
health  and  chemical  dependency. 
Also  covered  would  be  100%  of 
well-child  care,  with  no  deductible 
or  co-payment;  prenatal  care,  with 
no  deductible;  and  home  health  care 
directed  by  a physician. 

To  control  costs,  the  benefit 
package  excludes  most  “state  man- 
dated benefits”  except  mental 
health.  The  proposed  small  group 
plan  would  place  restrictions  on  the 
range  of  rates  that  carriers  can 


charge  groups  with  similar 
demographic  characteristics 
as  well  as  limitations  on  the 
increases  in  premiums  carri- 
ers can  charge  from  one  year 
to  the  next.  It  is  widely  be- 
lieved that  these  measures 
would  bring  considerable  sta- 
bility to  the  pricing  of  health 
insurance  premiums. 

Kim  Ross  points  out  that 
TMA  does  not  support  man- 
dating that  employers  provide 
health  insurance.  “Ideally,  if 
you  create  an  affordable,  mar- 
ketable basic  insurance  policy 
for  the  small  to  medium-sized 
employer,  most  of  them  proba- 
bly want  to  offer  it  as  a benefit 
anyway,”  he  says.  “And  even 
those  who  are  reluctant  to  do 
it  for  cost  reasons  will  tend  to  do  it 
for  competitive  reasons.” 

Step  Four 

Health  care  cost  containment  strate- 
gies and  insurance  reform  are  the  fo- 
cus of  Step  Four. 

To  help  control  health  care  costs, 
the  committee  endorsed  a four-point 
plan  that  recommends: 

1.  Reasonable  co-insurance,  deduct- 
ibles, and  co-payments  to  encourage 
patients’  awareness  of  costs  and  dis- 
courage unnecessary  use  of  services. 

2.  Evaluation  of  managed  care 
options,  such  as  medical  case  man- 
agement, which  makes  individual 
providers  responsible  for  the  use  and 
cost  of  services.  However,  the  com- 
mittee also  stressed  that  employers 
and  employees  should  be  free  to  pick 
a preferred  format  of  health  care 
delivery. 

3.  A legislative  review  of  the  cost 
effectiveness  of  existing  and  any 
proposed  mandated  benefits,  such  as 
mammography  screening  and  in 
vitro  fertilization. 

4.  Utili  zation  review  should  be 
reformed,  then  used  widely  because 
studies  show  it  reduces  hospital  use 
nearly  10%  and  is  the  most  effective 
method  of  cost  containment.  The 
committee  endorsed  not-for-profit 


review  groups  and  the  methods  famil- 
iar to  physicians  dealing  with  Medi- 
care and  Medicaid  review.  However, 
the  committee  says  private,  for-profit 
firms  “are  the  subject  of  many  law- 
suits on  the  basis  of  their  irresponsi- 
ble programs  that  deny  patients  nec- 
essary services  and  provide  large 
profits  for  the  firms.” 

In  an  addendum  to  the  ad  hoc 
committee’s  full  report,  Consumers 
Union  charges  that  the  committee’s 
recommendations  do  not  adequately 
address  cost  containment.  “In  order 
to  address  the  increases  in  health 
care  costs,  control  of  provider  costs 
must  be  addressed,”  the  addendum 
states.  “The  committee  has  failed  to 
address  this  fundamental  issue.” 

Blue  Cross/Blue  Shield  executive 
Rogers  Coleman,  MD,  also  speaks 
to  physicians’  role  in  containing 
costs.  “Physicians  need  to  continue 
to  recognize  that  employers  and 
families  with  dependents  have  a ter- 
rible problem  with  costs.  We  need  to 
constantly  keep  in  mind  ways  we 
can  be  more  efficient  in  the  delivery 
of  care  and  the  prevention  of  future 
illness  among  those  who  can’t  pay 
bills,”  says  Dr  Coleman. 

The  role  of  the  insurance  indus- 
try in  the  crisis  was  also  targeted  in 
Step  Four.  The  committee  proposed 
a variety  of  health  insurance  reform 
measures,  including  ERISA  reform 
(which  would  increase  the  state’s 
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control  over  federally  protected  in- 
surance plans),  standardizing  health 
insurance  policy  language,  and  as- 
suring that  health  care  providers  and 
insurance  companies  are  held  to 
high  standards  of  representation  to 
the  public. 

Former  State  Board  of  Insurance 
member  Jo  Ann  Howard  offers 
background  on  the  issue:  “While  the 
legislature,  through  the  insurance 
code,  tells  us  how  to  regulate  insur- 
ance, we’re  really  very  limited  in  the 
health  and  life  insurance  areas.  They 
are  not  regulated  as  much  as  proper- 
ty and  casualty  are  regulated.  That 
is,  rates  are  not  set  and  the  forms 
are  not  promulgated  by  the  state.” 

Specially  targeted  in  Step  Four  are: 

• The  need  for  policies  to  have  stan- 
dardized, understandable  language 
— this  is  not  a call  for  standardized 
benefits,  only  uniform  descriptions, 
and  sanctions  for  fraudulent  misrep- 
resentation in  provider  contracts  or 
patient  benefits; 

• Eliminate  administrative  hassles 
for  physicians  and  decrease  uncol- 
lectible bills  by  requiring  insurance 
companies  to  honor  the  assignment 
of  benefits  patients  make  to  physi- 
cians; 

• Allow  physicians  to  put  a 
lien  on  a claim  an  injured 
patient  makes  against  the  per- 
son responsible.  Hospitals 
already  have  this  ability, 
which  limits  the  risk  of  a bad 
debt  should  the  (insured) 
injured  patient  decide  not  to 
pay  the  hospital;  and 

• Clarify  language  allowing  a 
person  or  organization  to 
appear  before  the  state  insur- 
ance board. 

Step  Five 

The  final  step  of  the  commit- 
tee’s plan  urges  adequate 
funding  of  the  Texas  Health 
Insurance  Risk  Pool,  which 
was  created  but  not  funded 
during  the  1989  legislative 
session.  The  pool  also  needs 
legislative  fine-tuning  of  the 


language  authorizing  S T A T 

it  to  provide  coverage 

for  Texans  denied  policies  for  health 

reasons. 

Scorched  earth  fights  are  out 

Committee  member  Timothy  Sulak 
speaks  for  many  when  he  stresses 
the  report  is  a consensus  report. 
“There  are  individual  items  that  will 
meet  with  some  disagreement  from 
certain  members  and  segments  of  the 
committee,  but  in  general,  there’s 
not  anything  that  I think  is  going  to 
sink  the  ship,”  he  says. 

Beyond  the  opportunity  to  devise 
solutions  for  the  health  insurance 
crisis,  the  ad  hoc  committee  helped 
cement  alliances  with  groups  that 
are  sometimes  at  odds  with  medi- 
cine’s interests. 

Recognizing  the  value  of  coopera- 
tion has  been  key  to  TMA’s  success 
with  its  legislative  agenda,  says  Mr 
Ross.  “Back  in  1986,  we  laid  out  a 
long-term  plan  that  called  for  us  to 
consider  new  non-traditional  al- 
liances, along  with  our  long-standing 
conservative  ties,  if  we  were  going  to 
get  into  structural  reform  of  health 
care  delivery  systems.  It  required  a 
delicate  and  stepwise  progression 
over  the  last  4 years  to  get  to  the 


The  ad  hoc 
committee 
“was  a real 
working 
coalition  that 
has  agreed  to 
disagree  on 
facets  of  the 
problem,  but 
is  in  total 
agreement  on 
many,  many 
fundamental 
parts  of  the 
report.” 
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point  where  we  could  pull  together  a 
group  like  the  ad  hoc  committee. 

“The  ‘left  of  center’  groups  need 
us  to  bring  to  the  table  the  conserva- 
tive elements  of  the  legislature  to 
which  we  have  more  access;  we  need 
them  to  bring  more  liberal  elements 
of  the  legislature  to  the  table.  At  the 
same  time,  we  need  to  maintain  our 
credibility  and  standing  with  the 
conservative  business-related  organi- 
zations, because  we  need  to  have  a 
credible  response  to  cost  contain- 
ment concerns. 

“Ideally,  you  develop  political  re- 
lationships to  a level  at  which  you 
can  fight  these  fights  in  one  place 
and  they  don’t  bleed  over  into  other 
areas  where  you  need  to  collaborate. 
The  key  is  to  fight  your  fights  in  a 
clean  and  professional  manner;  to 
not  make  references  to  each  other’s 
canine  ancestry  and  lob  nuclear 
bombs  and  pretend  that  it’s  not  go- 
ing to  irradiate  the  entire  communi- 
ty. Scorched  earth  types  of  con- 
frontations are  out.” 

The  ad  hoc  committee  “was  a 
real  working  coalition  that  has 
agreed  to  disagree  on  facets  of  the 
problem,  but  is  in  total  agreement 
on  many,  many  fundamental  parts 
of  the  report,”  says  Mr  Ross. 

One  of  TMA’s  underlying  political 
motives  for  forming  the  health  insur- 
ance coalition  was  that  “we  needed 
to  assume  a leadership  role  and  ac- 
cept the  fact  that  in  a trade-off  we 
would  have  to  give  up  some  things  to 
achieve  a common  solution  and  keep 
from  being  gobbled  up  by  the  prob- 
lem,” says  Mr  Ross.  “We  knew  going 
in  that  if  we  could  only  accomplish 
one  objective,  it  was  the  political  ob- 
jective of  being  part  of  the  solution, 
and  not  just  part  of  the  problem. 
Look  at  the  insurance  industry.  For 
the  most  part,  they’re  dug  in,  in  the 
bunker,  waiting  for  the  shelling  to 
stop.  They’ve  seen  this  coming  for 
years,  but  they  have  yet  to  produce  a 
single  alternative.  They’re  thinking 
they  can  resurface  when  all  this  is 
over  and  go  on  ‘business  as  usual.’ 
Never,  ever  again  is  it  going  to  be 
okay  for  business  as  usual.” 
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The  chances  for  legislative  relief 

Mr  Ross  is  optimistic  about  the 
amount  of  actual  relief  possible 
from  legislation  based  on  the  com- 
mittee’s report. 

“I  believe  several  major  features  of 
this  package  are  passable  in  the  regu- 
lar session  of  the  72nd  Legislature,” 
says  Mr  Ross.  “Whatever  is  not  com- 
pleted may  require  a special  session. 
Gov  Richards  has  already  strongly  in- 
dicated she  thinks  it’s  worth  a special 
session  — insurance,  generally,  and 
health  insurance,  in  particular.  Every- 
one’s eyes  are  wide  open  to  the  fact 
that  there  are  short-range  and  long- 
range  solutions.  The  long-range  solu- 
tions, of  necessity,  require  changes  in 
federal  law,  and  the  short-range  ones 
may  require  more  than  140 
consecutive  days  to  resolve.” 

Dr  Butler  said  part  of  the  value 
of  the  committee’s  work  was  that  it 
provided  “a  lot  of  progress  early  in 
the  legislative  session.”  The  alliances 
that  resulted  from  the  committee’s 
work  mean  there  will  be  a lot  less 
discord  over  proposed  legislation. 
“A  special  interest  group  is  not  obli- 
gated to  endorse  all  or  part  of  a bill 
just  because  they  sent  someone  to 
the  committee  meetings,  but  the 
committee’s  final  report  shows  at 
least  basic  consensus  on  many  goals. 
Some  recommendations  garnered 
widespread,  virtually  harmonious 
support,”  said  Dr  Butler. 

But  Sen  Brooks  doubts  the  legis- 
lature will  find  sufficient  funds  this 
session  even  if  there  is  widespread 
consensus.  He  recommends  a step- 
wise approach  to  insurance  reform. 
“I  think  probably  the  first  step  is  to 
try  to  get  this  special  risk  pool  for 
so-called  “uninsurable”  Texans 
working  and  get  a good  handle  on 
what  its  real  costs  will  be,”  he  says. 
“Then  I believe  we  will  take  that 
second  step  within  the  next  2 years 
to  help  the  uninsured  working  poor 
and  their  children. 

“One  of  the  major  problems  — 
the  major  problem,  actually,  is  cost. 
Given  the  terrible  stress  we  have  on 
revenue  in  this  current  session,  I 
think  we’ll  be  lucky  if  we  get  the 
uninsurable  risk  pool  up  and  run- 
ning this  biennium.” 

But  others  are  more  optimistic; 


Timothy  H.  Werner,  DO 

Helotes 
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they  point  out  that  rate  reform  or 
regulation  won’t  cost  anything  and 
that  expanding  Medicaid  and  cap- 
turing more  federal  dollars  also 
could  be  revenue  neutral. 

“When  you  look  at  this  package 
of  what  will  be  legislation,  one  thing 
we’re  likely  to  get  out  of  it  is  rate-re- 
form  and  that  doesn’t  cost  any- 
thing,” says  Dr  Butler. 

He  also  stresses  the  value  beyond 
cost  containment  of  the  committee’s 
recommendations.  “If  we  could  put 
all  of  the  recommendations  into 
place  they  would  constrain  some  of 
the  growth  in  health  care  costs,  but 
the  main  thing  they  would  do  is  get 
rid  of  a lot  of  bad  practices  out 
there.  We’re  basically  rinsing  out  a 
lot  of  the  abuse.” 

The  nation  has  been  obsessed 
with  health  care  costs  for  years,  but 
Ms  Batory  says  we  tend  to  forget 
just  how  important  health  is  to  most 
people.  “Maybe  we  should  be 
spending  this  much,  because  health 
care  means  a lot  to  us,”  she  says. 
“It’s  a valuable  commodity  and  we 
are  beginning  to  recognize  that.” 

The  effect  on  the  bottom  line 

“The  physicians,  dentists,  and  other  j 
health  care  providers  of  Texas  — I 
and  by  extension,  their  patients  — j 
will  see  some  real  benefits  from 
health  insurance  reform,”  says  ad 
hoc  committee  member  Representa- 
tive Jack  Harris  (R-Pearland),  who 
chaired  the  Subcommittee  on  Health 
Insurance  Practices.  “In  the  short 
term,  they  will  notice  streamlining 
of  and  elimination  of  some  of  the 
ridiculous  and  arbitrary  reviewing 
mechanisms.” 

Rep  Harris  says  insurance  reform 
also  would  result  in  a net  increase  — 
at  first  very  small  — of  the  number 
of  patients  physicians  see  for  whom 
they  could  expect  reasonable  com- 
pensation. Additionally,  physicians 
and  patients  could  expect  sim- 
plification of  the  procedures  for  de- 
termining eligibility  for  government 
health  care  programs. 

In  the  long  term,  Mr  Ross  pre- 
dicts physicians  could  expect  more 
equitable  payment  for  procedures 
with  priority  being  given  to  primary 
care  and  prevention,  instead  of 


“what  many  people  S T A T 
have  called  the  six- 
figure  funerals  — the  heroic  last  .3 
weeks  kind  of  care.” 

“Bottom  line  is  a turnaround  in 
the  trend  of  the  number  of  people 
able  to  pay.  It  will  be  improved  ac- 
cess, but  improved  access  that 
works,”  says  Mr  Ross.  “You  can 
redefine  eligibility  for  Medicaid  to 
be  200%  of  poverty,  but  if  you’re 
paying  30  cents  on  the  dollar, 
providers  aren’t  going  to  accept  the 
patients.  In  other  words,  you  can’t 
punish  the  doctor  without  punishing 
the  patient  as  well.” 

Relief  from  escalating  health  in- 
surance premiums  is  key  to  success, 
says  Ms  Batory.  “If  even  some  of  the 
committee’s  recommendations  get 
put  in  place  — if  we  get  rate-regula- 
tion — there  will  be  greater  peace  of 
mind  out  there,”  she  says.  “Employ- 
ers who  are  providing  health  care  in- 
surance for  their  employees  will 
have  a greater  sense  that  their  rates 
are  not  going  to  skyrocket  in  1 year. 

1 think  many  physicians  would  feel  a 
great  sense  of  relief  if  they  thought 
their  own  premiums  would  stabilize 
over  the  next  2 or  3 years,  and  that 
more  of  their  patients  would  have 
adequate  coverage.” 

Out  in  front  of  an  issue 

The  value  of  long-term  friends,  the 
pride  of  having  wrestled  with  a 
problem  no  one  else  wanted  to 
touch,  the  hope  of  real  improvement 
in  the  number  of  Texans  who  have 
access  to  health  care.  Committee 
members  express  satisfaction  with 
their  work  and  pledge  to  continue 
the  struggle. 

“The  TMA  and  an  alliance  of 
hospitals,  other  health  care  profes- 
sionals, consumer  and  legal  groups, 
have  set  aside  their  time-honored 
differences,  acknowledged  their  own 
culpability,  and  started  working  to- 
gether on  removing,  rebuilding,  and 
repairing  our  multi-layered  health- 
care delivery  system,”  says  Dr 
Camel. 

Mr  Ross  points  out  that  “no  one 
took  their  marbles  and  went  home. 
Everyone  said  not  only  are  we  stay- 
ing at  the  table,  but  we  want  to  keep 
this  going  beyond  the  1991  legisla- 
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ture  because  this  is  not  a one-session 
problem.” 

Non-physician  participants  are 
generous  with  their  praise  of  TMA’s 
initiative.  “TMA  waded  in  and  has 
done  an  admirable  job  addressing 
the  issue,”  says  Ms  Howard.  “They 
put  something  on  the  screen  and 
now  we  all  need  to  get  busy  with  the 
fine-tuning  knobs,  looking  at  where 
portions  need  to  he  expanded  or 
clarified.  This  is  not  the  ultimate 
product,  but  it  is  a beginning,  and  it 
got  people  off  the  area  of  just  sitting 
and  wringing  their  hands  and  say- 
ing, ‘Oh,  we  have  a problem.’” 

Ad  hoc  committee  chairman  But- 
ler asks  physicians  to  play  an  active 
role  in  studying  the  issue  and  legisla- 
tion. “TMA  will  help  launch  legisla- 
tion, but  endorsements  and  interest 
by  individual  physicians  will  help 
determine  the  fate  of  health  insur- 
ance reform,”  he  says. 

To  Karen  Batory,  who  saw  each 
step  of  the  committee’s  progress,  the 
most  important  thing  about  the 
committee  was  its  existence.  “1  think 
it  is  noteworthy  that  TMA  had  the 
foresight  to  take  the  leadership  role 
by  getting  out  in  front  of  an  issue 
that  ultimately  could  devastate  orga- 
nized medicine,”  she  says.  “We’ve 
referred  to  it  as  getting  out  in  front 
of  the  train,  and  it’s  a fast  moving 
freight  train,  because  a lot  of  experts 
are  saying  national  health  insurance 
is  5 years  off.  What  we  did  was  cre- 
ate a forum  for  some  intelligent 
minds  to  sit  down  and  say,  ‘Okay, 
we’re  not  going  to  worry  about 
money,  what  we’re  going  to  do  is  try 
to  design  a way  for  people  t(j  get  ac- 
cess to  health  care  and  we’re  going 
to  also  look  at  some  serious  abuses 
in  the  system.’  We  initiated  a dia- 
logue that  will  continue  throughout 
the  session  and  into  the  future.  It’s 
building  bridges.  The  doctors,  fortu- 
nately, will  be  part  of  the  solution, 
not  part  of  the  problem.” 
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GOVERNOR 

mid-February,  just  a month  after  her  inau- 
guration, Governor  Ann  Richards  talked 
with  Texas  Medicine  about  her  stance  on  a 
number  of  health-care  issues.  KIM  ROSS,  director  of 
TMA’s  Division  of  Public  Affairs,  asked  the  questions. 

ROSS:  Gov  Richards,  you 
were  the  first,  and  for  a 
while  the  only,  political 
candidate  to  campaign  on 
insurance  issues  in  general 
and  health  care  issues  in 
particular.  Why  do  you 
think  so  few  candidates 
are  willing  to  deal  with 
this  issued 

Richards:  Politicians  and 
office  holders  avoid  talking 
about  health  care  and  in- 
surance because  no  one 
wants  to  discuss  a problem 
they  can’t  solve  with  a 
quick  fix.  And  the  health 
insurance  crisis  in  Texas  is 
a monumental  problem: 
one  that  will  require  a sus- 
tained, cooperative  effort 
on  the  part  of  government, 
health  care  providers,  busi- 
ness, and  the  community 
at  large. 

I talk  about  health  care 
because  I am  so  aware  of  it 
from  what  is  taking  place 
within  my  family,  with  my 
parents  on  one  side  and 
new  grandbabies  on  the 
other  side.  So  it’s  a person- 
al thing  with  me. 

ROSS:  In  your  State  of 
the  State  address  last  week 
[Feb  6],  you  called  for  the 

resignation  of  two  members  of  the  Texas  Board  of  In- 
surance. Why  do  you  think  we  need  insurance  reforms 
in  Texas  f 

Richards:  Let  me  tell  you  a story  I think  illustrates  the 
problems  with  the  insurance  industry  in  Texas.  When 
you  go  to  a drive-through  teller  window  at  a bank  to 
deposit  money,  you  put  money  in  the  little  capsule  and 
stick  it  in  a tube  that  runs  into  the  bank  office.  And 
when  the  capsule  gets  inside  the  bank  it  contains  the 
same  amount  of  money  that  it  did  when  you  sent  it 
from  your  automobile.  But  what’s  happening  with  in- 


RICHARDS 

surance  and  health  care  in  this  state,  is  that  somehow 
when  the  capsule  gets  to  the  office,  there’s  less  money 
in  it  than  there  was  going  in.  The  insurance  industry 
keeps  saying  to  consumers,  “Insurance  is  going  to  cost 
you  more.  You’ve  got  to  put  more  money  in  the  cap- 
sule or  you’re  not  going  to  get  the  same  coverage  you 
had  before.”  The  result  is  less  coverage  for  the  pur- 
chaser, more  restrictions 
on  that  coverage,  less  mon- 
ey for  providers  of  the 
health  care,  and  yet  some- 
one is  making  money  out 
of  the  deal. 

The  insurance  industry 
in  Texas  provides  informa- 
tion to  the  Texas  Board  of 
Insurance,  which  makes 
decisions  about  insurance 
rates  based  on  that  infor- 
mation. But  this  informa- 
tion contains  numbers  that 
have  been  massaged,  ma- 
nipulated, and  stroked.  As 
a former  state  treasurer,  I 
understand  how  you  can 
make  numbers  talk,  and  I 
think  they’ve  been  talking 
and  tap  dancing  at  the 
Texas  Board  of  Insurance. 
The  solution  is  to  make 
certain  that  the  board  gets 
information  in  raw  data 
form,  not  in  fixed  data. 
That’s  the  only  way  con- 
sumers and  the  health  care 
industry  will  have  the  as- 
surance that  a proposed 
rate  request  is  needed. 

ROSS:  Do  you  think 
Texas  physicians  can  help 
reform  the  insurance 
system? 

Richards:  Doctors  are 
very  influential  people  in  their  communities  and  in  this 
Capitol  building.  They  can  write  letters  to  their  legisla- 
tors. It  is  extremely  important  that  they  let  their 
difficulties  with  insurance  be  known.  This  fight  over 
insurance  rates  must  not  appear  to  be  simply  another 
bureaucratic  and  governmental  wrangle.  It  is  more 
than  that.  And  legislators  need  to  hear  about  health 
care  providers’  personal  experience  in  dealing  with  in- 
surance companies.  That  is  the  only  way  we’re  going 
to  get  the  votes  we  need  for  real  insurance  reform  in 
this  state. 


I don’t  think 

THE  PROBLEM 
WITH  THE 
INSURANCE 
AGENCY  IS  REAL 
DISHONESTY, 
BUT  IT  IS 
RAMPANT 
CRONEYISM. 
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I ROSS:  Do  your  proposals  for  insurance  reform  in- 
clude expanding  the  size  of  the  Texas  Board  of  Insur- 
ance? What  are  the  main  features  of  your  insurance 
reform  package? 

Richards:  There  are  a lot  of  facets  to  reforming  the  in- 
surance industry,  but  I don’t  think  it  really  makes  much 
difference  whether  you  ex- 
pand the  board  or  not,  be- 
cause that  won’t  change  the 
atmosphere  of  protection 
that  is  so  pervasive  through- 
out the  agency  itself. 

Our  insurance  bill  will 
i be  comprehensive.  It  will 
include  insurance  compa- 
nies in  anti-trust  provisions. 

; It  will  no  longer  allow  com- 
panies to  club  up  and  de- 
cide what  kind  of  insurance 
! they  are  going  to  provide 
I and  to  whom  and  what  the 
rates  are  going  to  be  in 
what  territory.  I don’t  think 
the  problem  with  the  insur- 
ance agency  is  real  dishon- 
esty, but  it  is  rampant 
I croneyism.  Everyone  in  the 
agency  has  a friendship  or 
some  sort  of  personal  rela- 
tionship with  someone  in 
the  industry.  And,  we  know 
from  the  State  Auditor  and 
from  the  District  Attorney’s 
investigation  that  there  is 
fiscal  mismanagement  of 
the  agency.  But  those  things 
can  be  solved  by  better 
management  and  better 
control.  However,  the  ini- 
tiative for  reducing  or  sta- 
bilizing insurance  rates  is 
going  to  have  to  come  from 
legislation. 


I 


The  complaint  s 

HAVE  HEARD  ABOUT 
THE  MEDICAL 
community’s  INABILITY 
TO  GET  SPEEDY 
REIMBURSEMENT  OR 
EVEN  REIMBURSEMENT 
AT  A RATE  THAT  MAKES 
SOME  SENSE  ARE 
TOTALLY  JUSTlfiED. 


ROSS:  Last  year,  TMA  formed  a coalition  — the  Ad 
Hoc  Committee  on  Financing  and  Availability  of 
Health  Insurance  — that  included  physicians,  hospitals, 
provider  groups,  disabled  people,  community  advocacy 
groups,  consumers,  and  even  trial  attorneys.  One  of  the 
central  recommendations  of  the  coalition  involves  ex- 
panding and  revamping  the  Medicaid  system.  Do  you 
have  any  views  on  improving  the  Medicaid  program? 

Richards:  I just  got  back  from  Washington,  from  a 
meeting  of  US  governors,  where  a great  deal  of  the  talk 
focused  on  Medicaid  and  Medicare.  There  was  general 


agreement  that  Medicaid  has  become  a catchall  for  a 
lot  of  social  ills  other  than  health  care.  I thought  it  was 
interesting  that  these  governors,  most  of  whom  are 
compassionate  people  who  are  always  looking  for  fed- 
eral dollars  to  remedy  any  situation,  were  saying  that 
it  is  time  the  focus  of  Medicaid  be  directly  on  health 
care,  that  everything  else  should  be  removed  from  it, 

which  I suspect  is  a long- 
overdue  reform. 

The  governors  also 
agreed  that  expansion  of 
Medicaid  was  needed,  but 
they  did  not  want  the  ex- 
pansion from  the  federal 
level  without  guidelines  to 
go  with  it.  Our  difficulty 
at  the  state  level  has  been 
dealing  with  a federal  bu- 
reaucracy that  sends  down 
mandates  but  does  not 
have  all  of  their  “i’s”  dot- 
ted and  “t’s”  crossed.  Sud- 
denly states  find  out  they 
are  offering  coverage  they 
can’t  get  reimbursement 
for  because  it  doesn’t  fit 
guidelines  that  came  out  a 
year  after  the  mandate. 

As  far  as  the  State  of 
Texas  is  concerned,  my 
appointees  to  the  Depart- 
ment of  Human  Re- 
sources are  going  to  be 
very  sensitive  to  the  need 
for  expanded  coverage  as 
well  as  to  the  need  to 
speed  up  reimbursements. 
The  complaints  I have 
heard  about  the  medical 
community’s  inability  to 
get  speedy  reimbursement 
or  even  reimbursement  at 
a rate  that  makes  some 
sense  are  totally  justified. 
My  appointees  also  will 
have  to  understand  that  health  care  agencies  in  Texas 
must  work  together  to  increase  the  federal  dollars 
available  to  us  in  Texas. 

ROSS:  Another  recommendation  from  our  ad  hoc 
committee  involves  cost  containment  reforms.  Last 
summer,  in  a joint  meeting  with  us  and  the  hospital  as- 
sociation, you  strongly  supported  standardizing  pay- 
ment review  mechanisms  used  by  third-  and  fourth- 
party  payors.  Would  you  comment  on  the  payment 
review  activities  of  “hired-gun”  fourth-party  reviewers 
and  third-party  insurance  companies? 
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ROSS:  A bounty  system? 

Richards;  Yes,  which  is 
simply  outrageous  to  me. 

ROSS:  As  state  treasurer, 
you  had  a reputation  for 
problem-solving  and  con- 
sensus building.  Will  you 
apply  the  same  methods  to 
the  health  insurance  crisis? 

Richards:  Wh  en  some- 
thing works  for  me,  I stick 
with  it.  As  you  know,  my 
office  has  formed  a short- 
term task  force,  of  which 
you  are  a part,  to  look  at 
health  care  needs  in  the 
state  and  propose  some 
recommendations  for  leg- 
islation. The  task  force 
will  he  working  with 
health  care  providers  and 
are  very  anxious  to  see  the  report  of  your  Ad  Hoc 
Committee  on  Financing  and  Availability  of  Health 
Insurance.  I learned  a long  time  ago  that  you  can  find 
solutions  to  problems  if  all  the  parties  involved  in  the 
problem  are  a part  of  the  solution.  The  integral  role 
that  health  care  providers  in  Texas  play  in  searching 
for  solutions  is  )ust  as  important  as  their  role  in  call- 
ing attention  to  the  problems. 

ROSS:  The  health-care  problems  that  plague  rural 
Texas  are  well-documented:  we  lead  the  country  in  hos- 
pital closures.  Ninety-plus  counties  have  no  hospital 


Richards:  It  is  incumbent 
upon  us,  when  we  put  the 
budget  together  this  time, 
to  try  to  get  the  monies 
there.  But  even  more  im- 
portant than  state-level 
funding  is  whether  or  not 
we  secure  equitable  federal 
reimbursement  for  health 
care  services  in  rural  areas 
that  is  roughly  equivalent 
to  what  you  get  in  cities.  I 
think  the  presumption  that 
it  costs  less  to  treat  pa- 
tients in  rural  areas  has  re- 
ally hurt  health  care  in  ru- 
ral Texas. 

In  addition  to  funding, 
we  also  can  work  smarter. 
One  bright  spot  for  rural 
medicine  is  telemedicine.  I 
want  to  see  an  expansion 
of  the  Texas  Tech  MED- 
NET  system  that  uses 
satellite  hookups  to  link 
rural  medicine  with  the  ex- 
pertise at  metropolitan 
medical  centers.  I think  ex- 
panding that  system  into 
south  Texas  would  be 
tremendously  helpful 
along  the  border. 

ROSS:  South  Texas’  prox- 
imity to  Mexico  poses 
some  unique  health  prob- 
lems. Physicians  and  allied 
health  personnel  see  the  consequences  of  those  prob- 
lems III  their  emergency  rooms,  treating  otherwise  pre- 
ventable injuries  and  diseases.  You  have  taken  a strong 
stand  on  environmental  health;  would  you  comment  on 
your  environmental  program? 

Richards:  Well,  we’re  going  to  enforce  the  law. 
That’ll  be  a change.  And  the  second  thing  that  we’re 
going  to  do  is  to  make  certain  that  the  people  I ap- 
point to  the  environmental  agencies  are  sensitive  to 
the  problems  of  environmental  health.  Very  few  peo- 
ple see  the  environment  as  a life  or  death  issue,  yet 


I LEARNED  A 
LONG  TIME  AGO 
THAT  YOU  CAN 

FIND  SOLUTIONS 

TO  PROBLEMS  IE 
ALL  THE  PARTIES 
INVOLVED  IN  THE 
PROBLEM  ARE  A 
PART  OP  THE 
S O L.  U T I O N 


Richards:  It’s  kind  to  call  them  reviewers.  “Hasslers” 
is  what  I call  them.  They  are  really  not  reviewing  any- 
thing. Their  whole  purpose  in  life  is  to  call  and  hassle 
either  a doctor’s  office  or  treatment  centers.  Eor  in- 
stance, centers  that  treat  alcoholism  and  addiction  face 
constant  demand  to  justify  the  treatment  they  provide 
and  the  kind  of  coverage  patients  have.  This  type  of 
hassle  takes  a great  deal  of 
a provider’s  time  and  as  a 
consequence,  many  just 
throw  up  their  hands  and 
say,  “I’d  rather  just  forget 
it  than  get  the  payment,” 
which  is  exactly  what  the 
“reviewer”  is  counting  on. 

It  is  my  understanding  that 
they  are  being  paid,  too, 
based  on  the  amount  of 
money  they  are  able  to 
shave  off  the  bills. 


obstetrical  care,  and  there  are  black  holes  the  size  of 
Georgia  where  there  is  no  medical  care  at  all.  In  the  last 
legislative  session,  you  actively  helped  us  and  other 
groups  persuade  Gov  Clements  to  sign  the  rural  health 
hill  — the  Omnibus  Health  Care  Rescue  Act  (HB18). 
But,  how  do  we  find  the  money  to  fund  the  infrastruc- 
ture the  rural  health  bill  tried  to  put  into  place? 
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rhat’s  what  it  is.  And  unless  we  begin  thinking  in  those 
terms,  communities  will  continue  to  attract  industry 
that  can  poison  their  water  supply,  their  land,  their  air, 
without  realizing  that  those  jobs  are  not  worth  it  if  it’s 
going  to  kill  a generation  of  citizens. 

ROSS;  Environmental  health  is  good  preventive 
medicine. 

Richards:  Preventive  health 
care  is  very  important. 

There’s  nothing  new  about 
it.  Doctors  have  known  it 
for  a long,  long  time.  But 
we  reward  illness.  We  don’t 
reward  good  health.  This 
country  and  this  state  are 
going  to  have  to  embark  on 
a very  serious  program  of 
rewarding  the  medical  com- 
munity and  rewarding  the 
people  who  practice  good 
health  rather  than  setting  up 
a reward  system  that  has  to 
do  with  illness. 

ROSS:  What  about  the 
other  end  of  the  spectrum, 
the  unnecessary  and 
artificial  prolonging  of  life? 

Richards:  I am  told  that  an 
extraordinarily  high  per- 
centage of  the  money  spent 
on  health  care  in  this  coun- 
try is  spent  prolonging  the 
lives  of  terminal  patients. 

One  difficulty  seems  to  be 
that  the  medical  communi- 
ty, that  is  doctors  and  hos- 
pitals, are  wary  of  litigation 
and  that  has  made  it  almost 
impossible  for  someone 
who  truly  does  not  want  to 
be  on  a life  support  system 
to  have  his  or  her  wishes  upheld. 

1 would  support  legislation  that  allows  someone  the 
dignity  of  dying.  As  I get  older  myself.  I’m  just 
horrified  at  the  thought  that  my  children  might  be 
dragged  through  some  long  treatment  ordeal  with  me 
on  a life  support  system,  when  in  fact,  their  mama  and 
their  grandmother  really  was  gone  a long  time  ago. 

ROSS  : We’ve  already  established  the  insurance  indus- 
try as  having  at  least  part  of  the  responsibility  for 
health  care  cost  increases.  What  do  you  think  is  driv- 


i N 


I 
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ing  health  care  costs  and  what  provisions  can  the 
state  address  to  get  at  those? 


Richards:  Health  care  costs  arc  escalating  from  a 
whole  bunch  of  different  factors.  I wish  there  were 
one  that  we  could  point  to  and  say,  “if  we  get  that 
one,  we’re  done.”  But  that  isn’t  the  case.  So  let  us  do 

what  we  can  to  try  to 
clean  up  the  insurance  in- 
dustry, see  what  progress 
we  can  make  there. 


ROSS:  The  TMA’s  Ad 
Hoc  Committee  also  has 
recommended  creating 
a basic  benefit  health  in- 
surance policy  that  small- 
to  medium-size  employ- 
ers can  offer  to  their 
employees. 


Richards; 

portant. 


That’s  very  im- 


I AM  INCREASINGLY 
CONVINCED  THAT 
ONE  OE  THE 
SOLUTIONS  TO  OUR 
SOCIAL  ILLS  AS  WELL 
AS  OUR  HEALTH 
CARE  ILLS  IS 
INTERVENTION  IN 

children’s  LIVES. 


ROSS:  The  report  also 
places  great  emphasis  on 
prevention  and  wellness, 
particularly  for  maternal 
and  child  care,  where 
there  is  tremendous  cost 
savings  and  great  need. 
Would  you  care  to  com- 
ment on  that? 


Richards:  1 am  increas- 
ingly convinced  that  one 
of  the  solutions  to  our  so- 
cial ills  as  well  as  our 
health  care  ills  is  interven- 
tion in  children’s  lives.  We 
are  always  trying  to  fix 
people  after  they  are 
grown  but  the  patterns  of 
health  behavior,  of  social 
behavior,  get  set  when  we 
are  very  young.  Prenatal  care  for  mothers  determines 
whether  or  not  a baby  is  going  to  have  a real  good 
start  in  life.  We  know  the  low  birth  weight  syndrome 
has  a direct  relationship  to  prenatal  care.  I think  ev- 
erything we  can  do  in  Medicaid  and  other  insurance 
programs  that  is  directed  toward  good  health  care  for 
kids  and  young  people  is  extremely  important.  I’ll 
help  you  do  anything  that  we  can  do  in  that  direction. 


Photography  by  Michael  Flahivc. 
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More  than  35,000  physicians 
manage  the  business  end  of  medicine  with 

The  Medical  Manager 

P hysicians  in  over  70  different  specialties  manage  their  practices  with  The 
Medical  Managerf  the  leader  in  practice  management  software  since  1982. 

The  Medical  Manager  handles  all  aspects  of  practice  management,  including 
accounts  receivable;  insurance  billing;  appointment  scheduling;  recalls; 
hospital  rounds;  and  financial,  procedure  and  clinical  history. 

Optional  capabilities  include  electronic  claims  processing;  UB-82  billing; 
custom  report  writing  and  a new  hospital-physician  network. 

For  more  information  and  a thorough  demonstration  of  The  Medical  Manager, 
contact  one  of  the  dealers  listed  to  the  right.  If  a dealer  is  not  listed  for  your 
area,  call  Systems  Plus  at  (800)  222-7701  or  (800)  222-7707  in  California. 


Systems  Plus,  Inc.® 

500  Clyde  Avenue 
Mountain  View,  California  94043 


The  Medical  Manager  is  a registered  trademark  of  Personalized  Programming,  Inc.  Systems  Plus.  Inc.  and  its  logo  are  registered 
trademarks  of  Systems  Plus,  Inc.  ©1990  Systems  Plus,  Inc 


Texas  Medical  Systems,  Inc 

Dallas,  TX  214  233-6188  j 

Management  Solutions 

Arlington,  TX  800  275-5266  | 

Valcom  Computer  Center 

Temple,  TX  817  778-8444 

Advanced  Medical  Management,  Inc 

Houston,  TX  713  789-0030 

Healthcare  Computers,  Inc 
Houston,  TX  713  498-2596 

Cypress  Creek  Management  System 
Houston,  TX  713  580-6717 

Marist  Medical 

Kingwood,  TX  713  358-5226 

United  Software  Architects 

San  Antonio,  TX  800  460-7575 

Medplans  and  Programs 

San  Antonio,  TX  800  525-3427  ; 

Automated  Professional  Services,  Inc  ! 

San  Antonio,  TX  800  486-6610  i 

Advanced  Medical  Management  Systems  | 

McAllen,  TX  800  336-3183 

Medical  Design  & Images 
Austin,  TX  512  454-6774 

The  Baker  Company 
Lubbock,  TX  806  763-2500 

Valcom-Medipay 

Lubbock,  TX  806  793-3097 

Malone  Business  Systems,  Inc 

Midland,  TX  800  992-6092 

! 

Diamond  Computers  | 

Midland,  TX  915  684-3766 
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I AM  SEEKING LOCUM  OR PERMANENT  OPPORTUNITY. 

NAME  

ADDRESS  

CITY,  STATE,  ZIP  

DATE  OF  BIRTH  

PHONE  

GEOGRAPHIC  PREFERENCE  

STATE  LICENSURE(S)  

SPECIALTY  

WHITAKER  MEDICAL  SERVICES  820  Gessner,  Suite  1 500 

Houston,  TX  77024 


"I'm  taking 
fifteen 
weeks  off 
this  year." 

As  a locum  tenens  doctor,  you  too, 
can  work  the  schedule  you  want. 

Our  iocum  doctors  have  the  iuxury  of  choosing  where 
they  work,  when  they  work,  and  how  often  they  work, 
in  addition,  they  don't  have  to  worry  about  overhead, 
management  probiems,  or  maipractice  insurance. 

More  and  more  physicians  are 
choosing  the  locum  tenens  lifestyle. 
Maybe  you  should.  It  never  hurts  to 
check  all  your  options. 

Send  us  the  information  card  or  caii  Dr.  Linda  Bruce  at: 
1-800-444-5628 


^ Whitaker 

Medical  Services 

A Whitaker  Fellows  Company 


Endorsed  by  the  Texas  Medicai  Association 


II 


Gallup  poll  helps  TMA 
track  issues  important 
to  Texas  physicians 

To  assure  that  it  focuses  on  the 
issues  that  physicians  around 
the  state  deem  important,  the  Texas 
Medical  Association  regularly  con- 
ducts a poll.  This  check-up  with 
physicians  is  a qualitative  reality 
check  that  helps  the  association  de- 
termine its  priorities. 

The  results  of  the  1990  survey, 
conducted  in  conjunction  with  the 
Gallup  Organization  last  November, 
are  being  used  to  help  set  policy  and 
committee  goals,  said  Wm.  Gordon 
McGee,  MD,  TMA  president. 

Survey  results  suggest  that  gov- 
ernment interference  in  medicine, 
Medicare/Medicaid  reimbursements, 
and  health-care  costs  are  the  biggest 
challenges  facing  doctors  in  Texas. 
Although  professional  liability  con- 
cerns have  lessened  compared  to 
previous  years,  that  issue  still  was 
included  among  the  top  10  chal- 
lenges cited  by  Texas  doctors. 

Also  listed  among  the  biggest  chal- 
lenges facing  physicians:  managed 
care  plans  such  as  HMO’s  and  PPO’s, 
the  quality  of  health  care  versus  the 
costs,  third  party  reimhursements,  in- 
digent health  care,  socialized  medi- 
cine, and  public  health  problems. 

When  asked  what  the  TMA  should 
focus  on,  the  majority  of  respondents 
said  that  resolving  malpractice  issues, 
reducing  government  intervention, 
and  assuring  quality  medical  care  top 
their  list  of  concerns. 

“There  were  no  surprises  in  this 
survey,”  Dr  McGee  said.  “What  I hear 
in  this  survey  is  an  overriding  call  for 
advocacy  and  representation  in  legal, 
legislative,  and  regulatory  matters.” 

Dr  McGee  said  that  more  than  6 
years  ago,  when  polls  were  not  con- 
ducted, he  and  other  then-members 
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of  the  Board  of  Trustees  wondered  if 
they  were  accurately  assessing  the 
needs  of  Texas  physicians. 

“We  were  a bunch  of  gray  hairs, 
and  I don’t  think  we  were  in  touch 
with  what  members  wanted  for  their 
dues  money;  now,  with  these  polls, 
we  know  what  they  want,”  said  Dr 
McGee.  “Dues  dollars  are  allocated 
based  on  what  these  polls  say.  Our 
emphasis  on  environmental  issues 
came  out  of  these  polls.  Our  focus  on 
legislative 
sessions 
and  our 
awareness 
of  Medi- 
caid issues 
in  Texas 
came  out 
of  these  polls.  The  important  thing 
about  this  survey  is  it  helps  us  to  con- 
tinue to  be  membership-driven.” 

When  asked  about  the  state  in- 
demnification program,  61%  of  the 
respondents  said  they  knew  either 
very  little  about  it  or  nothing  at  all. 
Through  the  program,  participating 
physicians  get  discounts  on  malprac- 
tice premiums  in  exchange  for  mak- 
ing charity  care  cases  constitute 
10%  of  their  patient  load.  Rural 
physicians  and  obstetricians/gyne- 
cologists had  the  greatest  knowledge 
of  the  program. 

In  response  to  questions  about 
access  to  health  insurance,  84%  of 
the  respondents  said  the  current  sys- 
tem must  change.  The  survey  sug- 
gests most  Texas  physicians  favor  a 
voluntary  system  that  offers  incen- 
tives for  all  employers  to  provide 
employees  with  basic  health  insur- 
ance coverage.  To  fund  expansions 
in  the  health  care  system,  91%  of 
surveyed  physicians  said  the  dollars 
should  come  from  a “sin”  tax  on  al- 
cohol and  tobacco,  69%  supported 
a state  lottery,  and  44%  favored  a 


sales  tax  increase. 

The  study  found  that  47%  of 
Texas  physicians  have  seen  an  in- 
crease in  AIDS  cases  and  46%  have 
seen  a rise  in  substance  abuse  prob- 
lems among  patients. 

On  environmental  issues,  almost 
half  of  the  Texas  physicians  contact- 
ed said  toxic  substances  and  pollu- 
tion are  problems  in  their  locales; 
one  in  three  indicated  medical  waste 
disposal  is  a concern.  Pesticide  and 

food  safety 
problems 
afflict  ap- 
proximately 
one  in  four 
communi- 
ties; water 
borne  dis- 
eases were  reported  by  19%  of  the 
respondents. 

The  survey,  conducted  by  tele- 
phone during  the  first  2 weeks  of 
November,  consisted  of  approxi- 
mately 18-minute-long  interviews 
with  800  randomly  selected  physi- 
cians. Eighty  percent  of  the  respon- 
dents were  TMA  members.  The  ma- 
jority of  the  participants  are  involved 
in  direct  patient  care,  and  are  gradu- 
ates of  Texas  medical  schools. 

Other  findings  in  the  survey  include: 

• Twenty  percent  of  the  patients  in 
a physician’s  practice  are  unin- 
sured. Thirty-seven  percent  of  the 
patients  are  insured  either  through 
Medicare  (27%)  or  Medicaid 
(10%).  Thirty-one  percent,  by 
indemnity  plans;  twelve  percent, 
through  managed  care  plans. 

• Physicians  reported  that  in  the 
last  year,  41%  of  their  patients 
experienced  reductions  in  their 
health  insurance  coverage.  This 
was  particularly  true  for  patients 
of  psychiatrists. 


“What  I hear  in  this  survey 
is  an  overriding  call  for 
advocacy  and  representation 
in  legal,  legislative,  and 
regulatory  matters.” 
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• Physicians  said  that  one  in  three 
patients  are  covered  by  health 
plans  with  restrictive  prescription 
drug  policies. 

• Physicians  said  they  are  more 
likely  to  take  uninsured  patients 
over  Medicaid  patients.  Almost 
eight  in  ten  doctors  reported  they 
are  currently  accepting  new  unin- 
sured patients,  while  fewer  than 
six  in  ten  said  they  were  accepting 
new  Medicaid  enrollees.  Thirty- 
four  percent  of  physicians  said 
they  would  not  accept  Medicaid 
patients,  compared  with  eleven 
percent  of  uninsured  patients. 

• Most  physicians  expect  to  receive 
the  same  or  less  reimbursement 
under  the  Resource  Based 
Relative  Value  Scale  (RBRVS) 
reimbursement  system,  scheduled 
to  take  effect  in  1992. 

•The  vote  was  split  in  regard  to 
whether  Medicare  premiums 
should  be  increased  to  help  bal- 
ance the  budget  or  if  they  should 
be  raised  at  all.  Forty-seven  per- 
cent of  physicians  favored  in- 
creasing Medicare  premiums; 
forty-three  percent  argued  they 
should  not  be  increased  further. 
Anesthesiologists  and  interna- 
tional medical  school  graduates 
were  most  likely  to  oppose  fur- 
ther increases. 

• More  than  seven  in  ten  physi- 
cians reported  a greater  number 
of  questions  from  patients  on 
various  screening  procedures, 
such  as  mammography  and  tests 
for  cholesterol. 

• Four  in  ten  physicians  said  the  use 
of  animals  in  medical  research  is 
an  issue  in  their  communities. 


•Eighty-five  percent  of  Texas 
physicians  said  they  were  very 
aware  or  somewhat  aware  of  a 
new  law  that  prohibits  referring 
patients  to  laboratories  in  which 
the  physician  may  have  an  own- 
ership interest.  Fifty-two  percent 
of  respondents  said  they  were 
opposed  to  this  law. 

•An  overwhelming  majority,  78% 
said  that  the  public  has  less 
respect  for  doctors  now  than  it 
did  10  years  ago.  Forty-two  per- 
cent of  surveyed  Texas  physicians 
said  they  would  probably  or 
definitely  not  go  to  medical 
school  if  they  could  make  that 
choice  now.  Physicians  in  solo 
practice  aged  56  to  65  and  those 
in  direct  patient  care  were  more 
disillusioned  with  medicine  as  a 
profession.  Three  in  ten  doctors 
said  they  would  choose  a differ- 
ent specialty. 

• Physicians  reported  that  factors 
that  reduce  accessibility  to  health 
care  include  a lack  of  nurses, 
information  on  when  to  obtain 
needed  health  care,  and  the 
absence  of  a public  transportation 
system. 


Latest  Medicaid 
increases  target 
primary  care  services 

Barring  any  unforeseen  glitches, 
minimum  reimbursement  rates  for 
four  frequently-billed  Medicaid  CPT 
codes  will  jump  an  average  of  40% 
April  9.  The  rate  hikes  would  apply 
to  all  specialities.  Flowever,  family 
practioners,  general  practitioners, 
and  pediatricians  most  likely  would 
experience  the  greatest  impact. 

At  press  time,  the  rate  hike  pro- 
posal had  moved  far  beyond  the  rec- 
ommendation stage  but  had  not  yet 
become  a bonafide  “done  deal.”  For 
the  rate  hike  to  be  official,  funds 
have  to  be  certified  as  available. 

Certification  seems  probable.  At 
a TMA  Council  on  Socioeconomics 
meeting  March  1,  Donald  Kelley, 
MD,  director  of  the  Medicaid  pro- 
gram in  Texas,  said  the  rate  hikes 
would  take  effect  April  9. 

The  rate  hikes  apply  to  CPT 
codes  90050  (established  patient, 
office  visit,  limited),  90250  (daily 
hospital  care),  90225  (initial  new- 
born care),  and  99152  (attendance 
at  C-section/newborn  resuscitation). 

There  are  separate  changes  for 
FPs/GPs  and  pediatricians  (see  table 
below). 


New  average  Medicaid  rates  for  four 
frequently-billed  CPT  codes 


FP/GP  Pediatrician 


Service 

Old  rate 

New  rate 

Old  rate 

New  rate 

90050 

11.10 

15.54 

14.70 

20.58 

90225 

32.77 

45.88 

33.23 

46.52 

90250 

9.00 

27.00 

26.32 

36.85 

99152 

45.25 

63.35 

45.30 

63.42 
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The  new  rates  apply  to  Medicaid 
patients  of  any  age. 

The  increases  are  part  of  an  ef- 
fort to  make  the  reimbursement  sys- 
tem more  equitable  by  raising  the 
payment  rates  for  the  services  physi- 
cians most  often  provide  to  Medi- 
caid recipients.  The  raises  also  were 
intended  to  increase  access  to  prima- 
ry care  services  for  the  economical- 
ly-disadvantaged. 

The  rise  in  the  minimum  rate  of 
reimbursement  for  the  90050  code  is 
exemplary. 

“90050  is  the  single  most  com- 
monly billed  office  procedure  in  the 
Medicaid  program,”  says  Mike 
Dabbs,  director  of  quality  assur- 
ance/utilization for  TMA  Medical 
Economics.  “Pediatricians  bill  nearly 
600,000  of  those  services  each  year 
in  Texas  for  Medicaid  recipients.” 

The  highest  rate  hike  will  affect 
FPs  and  GPs,  who  will  receive  three 
times  the  previous  average  rate  for 
90250  reimbursements  — an  increase 
from  $9  to  a minimum  of  $27. 

“A  40%  increase  just  would  not 
have  been  sufficient  in  that  case  — it 
would  have  been  ridiculously  low,” 
Mr  Dabbs  says. 

The  revisions  were  conceived  to 
address  and  hopefully  remedy  an 
alarming  trend:  at  a time  when  the 
number  of  children  eligible  for  Med- 
icaid is  increasing,  the  number  of 
physicians  willing  to  take  new  pa- 
tients is  decreasing  due  to  low  reim- 
bursement rates. 

Under  Medicaid,  “physicians  are, 
at  best,  meeting  costs,”  Mr  Dabbs 
said.  “But  in  most  cases  they  are  being 
reimbursed  below  costs  — they  cannot 
afford  to  absorb  any  more  loss.” 

For  example,  under  the  new  rates 
for  90050,  a FP/GP  who  was  reim- 
bursed at  a rate  of  $11.10  will  now 
receive  $15.54.  Pediatricians  who 
would  have  been  reimbursed  for  the 
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same  service  at  a rate  of  $14.70  now 
will  garner  $20.58. 

The  four  codes  were  to  have  risen 
by  35%  to  45%  last  month,  as  re- 
ported in  Texas  Medicine's  March 
issue.  But  a decision  could  not  be 
reached  by  the  March  1 target  date. 
The  April  9 date  was  chosen  to  coin- 
cide with  Medicaid’s  annual  fee 
profile  updates.  Profiles  list  the  fees 
individual  physicians  can  expect  to 
be  reimbursed  per  procedure. 

If  a physician’s  current  or  updat- 
ed profile  payment  rate  is  higher 
than  the  new  minimum  rate,  he  or 
she  will  receive  the  higher  amount. 

The  increased  rates  are  a result  of 
a TMA-initiative  and  months  of  ne- 
gotiations that  involved  the  Texas  Pe- 
diatric Society,  the  Texas  Department 
of  Human  Services  (TDHS),  and  Dr 
Kelley.  Fast  November,  at  a meeting 
of  the  TMA’s  Council  on  Socioeco- 
nomics, Dr  Kelley  proposed  35%  to 
45%  hikes  in  the  four  primary  pay- 
ment codes. 

Four  other  codes  had  also  been 
expected  to  rise  March  1.  The  codes, 
still  being  considered  for  rate  in- 
creases, are:  90015  (new  patient, 
office  visit,  intermediate),  90060  (es- 
tablished patient,  office  visit,  inter- 
mediate), 90215  (hospital  admis- 
sion, intermediate),  and  90282 
(daily  newborn  care). 


Timberlawn 
Psychiatric  Hospital 


232  Bed  Psychiatric  Facility 
JCAHO  Approved 

Departments  of  Psychiatry  • Psychology 
Social  Work  • 24  Hour  Nursing  Care 
Therapeutic  Recreation 
Occupational  Therapy 
12  Grade  Accredited  School 

ESTABLISHED  IN  1917 

HOSPITAL  SERVICES 
Treatment  of 

Children,  Adolescents,  Adults 

SUBSTANCE 
ABUSE  PROGRAMS 

Inpatient  Treatment 
Outpatient  Treatment  and 
Recovery  Groups 
Health  Professionals  Program 
After  Care  Monitoring 

PROEESSIONAL 
EDUCATION  PROGRAMS 

Residency  Training  Programs 
Child  Training  Residency 

OUTPATIENT  SERVICES 

Comprehensive 
Diagnostic  Evaluation 
Medication  Management 
Individual  and  Group  Psychotherapy 
Family  Assessment  and  Therapy 

ALTERNATIVE  CARE 

Day  Hospital 
Children 
Adolescents 
Adults 

Medication  Supervision 

RESIDENTIAL  SERVICES 

After  Care  Programs 
Residential  Programs 

ACCEL 

Executive  Professionals  Program 

For  your  patients' convenience, 
evaluations  may  be  done  at 
any  of  our  five  locations: 
the  main  hospital  campus  in  Dallas, 
the  Timberlawn  North  Dallas  Center, 
the  Timberlawn  Las  Colinas  Center, 
Timberlawn  at  The  Aerobics  Center,  or  the 
Timberlazvn  DeSoto/Duncanville  Center. 

Admissions: 

P.O.  Box  151489  • 4600  Samuell  Blvd. 
Dallas,  TX  75315-1489 
(214)381-7181  • 1-800-426-4944 
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Puzzled? 

How  do  you  choose  who  can  provide  the  best  solution  to  your 
medical  liability  insurance  puzzle?  As  "Partners  in  Trust", 
TMLT  can  work  with  you  to  address  your  particular  medical 
liability  insurance  needs. 


Over  the  past  eleven  years,  TMLT  has 
carefully  constructed  a philosophy  of 
"Partners  in  Trust",  designing  our  prod- 
ucts and  services  to  meet  changing  poli- 
cyholder needs  in  a dynamic  liability 
environment.  At  the  same  time,  we  have 
remained  focused  on  the  fundamental 
concepts  that  make  us  strong  without 
compromising  our  unwavering  commit- 
ment to  our  policyholders.  Our  reputation 
has  been  built  on  the  sound  fundamentals 
of  stability,  integrity,  and  a value-added 
hands-on  approach  to  service. 


If  you  are  struggling  to  piece  together  a 
sound  medical  liability  insurance  pic- 
ture, compare  the  quality  and  scope  of 
TMLT's  products  and  services: 

e Reduced  Cost  Tail  Coverage 

• Opportunities  for  Premium  Discount 
e New  Master  Policy  Designed  for 

Groups 

e Strong  Claims  Management  and 
Defense 

• Loss  Prevention  Programs 

• Optional  Prior  Acts  Coverage 
e Non-assessable  Policies 


TEXAS  MEDICAL  LIABILITY  TRUST 


For  further  information,  contact  Marketing  and  Development.  P.O.  Box  14746,  Austin,  Texas  78761 

STATEWIDE  SERVICES  CENTER:  1-800-580-TMLT  Business  Offices:  512-454-6781 


For  your  insulin-mixing 
or  NPH-using  patients 


Humulin  ^9^0 
makes  life  easier 


Rapid  onset  and  sustained 
duration  insulin  activity 
in  a single  vial 


■ May  offer  enhanced 
control  through  a 
more  physiologic 
activity  profile 

■ Accurate  dosing — 
eliminates  mixing 
errors 

■ Convenient 
premixed  dose  for 
better  compliance 

■ Easy  to  use — 
for  patients  who 
find  mixing  difficult 


I,'  I 

^ 10  ml  HI-716 
“"its  per  ml  1 

^inulin 

!nsulin 

sjspe/7SfO/»' 

rysulin 

DM  o/ioi/l) 


Specify 

HumuHri 

70%  human  insulin 
isophane  suspension 
30%  human  insulin  injection 
(recombinant  DMA  origin) 


Humulin  has 
just  the  right  mix 

Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

Changes  in  refinement,  purity,  strength,  brand 
(manufacturer),  type  (regular,  NPH,  Lente®,  etc),  species 
(beef,  pork,  beef-pork,  human),  and/or  method  of 
manufacture  (recombinant  DNA  versus  animal-source 
insulin)  may  result  in  the  need  for  a change  in  dosage 

Leadership  In  Diabetes  Care 


Eli  Lilly  and  Company 

Indianapolis.  Indiana 
46285 


CISSI,  ELI  LILLY  AND  COMPANY  HI  2921-B-149322 


KELSEY-SEYBOLD  CLINIC,  P.A. 

"Commitment  to  Quality,  Dedication  to  Service" 
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Excellent  opportunities  exist  to  join  our  established,  multi-specialty  group  located  in  the  heart 
of  the  Texas  Medical  Center.  With  over  35  specialties  and  170  physicians  utilizing  several 
hospitals,  this  well-respected  group  offers  a competitive  benefits  and  salary  compensation 
package  which  includes  an  incentive  bonus  program  based  on  performance.  Houston  is  the 
nation’s  fourth  largest  city  and  offers  many  advantages,  including  affordable  housing,  excellent 
schools,  colleges  and  universities,  and  a vibrant  cultural  atmosphere. 

Current  practice  opportunities  include: 


Orthopedics 

Allergy 

Urology 

Pulmonology 


Internal  Medicine 
ENT 

Occupational  Medicine 
General  Surgery 


Family  Practice 

OB/GYN 

Pediatrics 


Send  your  letter  and  CV  in  confidence  to: 


Physician  Recruitment  Services 
Kelsey-Seybold  Clinic,  P.A. 
1709  Dryden,  18th  Floor 
Houston,  Texas  77030 
800-231-6421 


TMA  general  sessions 
tackle  tough  issues 

Access  to  health  care,  technolo- 
gy assessment,  HIV  and 
AIDS:  with  increasing  frequency  and 
intensity,  they  affect  every  physi- 
cian’s practice.  As  medicine’s  capa- 
bilities and  costs  increase,  so  does 
the  number  of  patients  who  cannot 
afford  the  care  they  need.  Under 
such  circumstances,  how  can  we 
continue  to  develop  and  provide 
state-of-the-art  care  for  everyone? 
Tough  question.  Elusive  answer. 
Two  special  programs,  or  “general 
sessions,”  scheduled  for  TMA’s  Annu- 
al Session  next  month,  promise  lively 
debate  of  technology  assessment  and 
access  to  health  care;  a third  session 
will  offer  an  update  on  diagnosis  and 
care  of  HIV-infected  patients. 

In  the  technology  and  access  ses- 
sions, experts  from  around  the  coun- 
try will  provide  background  on  the  is- 
sues and  encourage  open  discussion. 

Access  to  care 

“Perspectives  on  Affordable  Health 
Care:  Questions,  Solutions,  and  An- 
swers,” the  May  9 general  session 
addressing  problems  of  access  to 
care,  is  a half-day  program  spon- 
sored by  the  Committee  on  Access 
to  Health  Care  and  the  Council  on 
Medical  Education. 

Gerald  H.  Holman,  MD,  chair- 
man of  TMA’s  Committee  on  Access 
to  Care,  says  presenters  at  the  gener- 
al session  will  outline  access-to-care 
plans  proposed  by  TMA,  AMA,  and 
the  American  College  of  Physicians, 
and  talk  about  Oregon’s  experiences 
and  the  federal  government’s  view  of 
access  solutions. 

In  November  1989  the  TMA 
House  of  Delegates  formed  the  Ad 
Hoc  Committee  on  Einancing  and 
Availability  of  Health  Insurance  to 
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review  the  status  of  the  uninsured 
and  under-insured  in  Texas  and  pro- 
pose solutions.  The  ad  hoc  commit- 
tee’s report,  “Insuring  the  Unin- 
sured: A Plan  for  Texas,”  is  the 
focus  of  this  month’s  cover  story  on 
p 36.  The  report  also  will  be  dis- 
cussed at  the  May  general  session  on 
access  to  health  care. 

“My  hope  is  that,  first  of  all, 
[those  attending]  will  have  a better 
understanding  of  our 
ad  hoc  committee’s 
position  on  health  in- 
surance reform,”  says 
Dr  Holman.  “Second- 
ly, I hope  they  will  be 
willing  to  discuss  this 
with  the  important 
officials  of  the  state  to 
further  their  under- 
standing. And  thirdly, 

I would  like  them  to  look  at  the 
strengths  and  weaknesses  of  other 
plans  from  across  the  country. 

“Finally,  we  hope  they  will  con- 
tinue to  have  dialogue  with  TMA 
leaders  through  the  council  and 
committee  structure,  and  directly,  to 
refine  and  expand  the  association’s 
position  on  how  we  can  make  health 
care  more  accessible.” 

Dr  Holman  adds  that,  following 
the  general  session  presentations,  the 
audience  will  be  “urged  to  fully  and 
openly  debate  their  positions  and 
share  views  about  how  we  can  im- 
prove access  at  all  levels.” 

Technology:  the  good,  the  bad,  and 
the  cost 

At  the  May  10  general  session  on 
technology  (“Advances  in  Medical 
Technology:  Benefits  vs  Costs”),  rep- 
resentatives from  AMA  and  the  US 
Office  of  Technology  Assessment 
will  present  their  perspectives  and 
possible  solutions. 


A third  presenter,  Stanley  J.  Reis- 
er, MD,  PhD,  will  focus  on  “the  ba- 
sic problems  physicians  and  hospi- 
tals must  address  in  making  best  use 
of  technology.” 

“I’m  going  to  deal,  in  as  concrete 
a manner  as  I can,  with  the  nature  of 
the  ethical,  clinical,  economic,  ra- 
tioning, and  relational  aspects  of 
technology  as  it  affects  the  practices 
of  physicians  and  hospitals,”  he  says. 

Dr  Reiser  is  Griff 
T.  Ross  Professor 
and  Director  of  the 
Program  on  Hu- 
manities and  Tech- 
nology in  Health 
Care  at  The  Uni- 
versity of  Texas 
Health  Science 
Center  at  Houston. 
“I  want  to  make 
some  helpful  suggestions,”  Dr  Reiser 
says,  “not  merely  talk  about  the  large 
conceptual  issues,  but  get  down  to 
‘OK,  now  what  do  we  do?’  They 
(physicians  and  hospitals)  have  to 
understand  the  conceptual  reasons 
this  is  happening,  but  I want  to  fol- 
low the  conceptual  framework  with 
concrete  discussion  about  how  doc- 
tors can  organize  their  practices  and 
how  hospitals  can  deal  with  the 
tremendous  pressures  of  technologic 
acquisition  and  use.” 

John  W.  Burnside,  MD,  chairman 
of  TMA’s  Council  on  Scientific  Affairs, 
which  is  sponsoring  the  program,  calls 
the  issue  of  technology  and  cost  an 
“economically  driven  ethical  debate,” 
and  says  the  general  session  will  focus 
on  the  physician’s  point  of  view  — 
“from  the  doctor  who  has  to  make  de- 
cisions about  proper  use  of  technology 
and  all  the  advantages  and  disadvan- 
tages to  the  modern  high-cost,  ad- 
vanced technology.” 
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“I  think  it  is  a topic  that  is  ger- 
mane to  every  practice  in  the  state  of 
Texas,  no  matter  if  you’re  a patholo- 
gist or  a pediatrician  or  a psychia- 
trist,” Dr  Burnside  says.  “The 
influence  of  technology  in  the  prac- 
. tice  of  medicine  engages  every  single 
one  of  us.” 

“My  notion  for  the  doctor  who’s 
practicing  is  that  he  or  she  really 
should  make  cost  a last  considera- 
tion,” he  says.  “If  you’re  charged  to 
be  the  advocate  for  your  patient, 

; you  cannot  at  the  same  time  be  a 
steward  of  the  Social  Security  Trust 
Fund.  That’s  a conflict  of  interest. 
You  can’t  say,  ‘Mrs  Jones,  you  really 
need  a CT  scan,  but  I’m  not  too  sure 
we  can  do  that  because  Medicare 
has  run  out  of  money.’” 

' “There  will  be  examples  of  that 
(technology  rationing),”  he  says, 
“but  I contend  that  the  American 
public  does  not  abide  that  very  long. 

I They  don’t  like  it.  We  went  through 
I that  in  the  early  days  of  dialysis.  We 
just  had  a few  machines  that  were 
very,  very  expensive.  We  had  to  have 
committees  to  decide  who  was  going 
to  get  dialyzed,  and  it  was  a terrible 
thing.  And  the  American  people 
said,  ‘No,  this  is  not  right,’  and 
eventually  we  got  end  stage  renal 
disease  covered  under  Medicare. 

“So  I have  this  notion  that  we 
will  flirt  with  it  (rationing)  and  come 
to  the  edges  and  we’ll  maybe  make  a 
few  tentative  steps  at  it,  but  when 
push  comes  to  shove  and  there’s  an 
identifiable  fellow  human  being  in 
need,  we  have  a history  of  finding 
the  resources.” 

Other  speakers  at  the  general  ses- 
sion are  Judith  L.  Wagner,  PhD,  a 
senior  associate  with  the  US  Office 
of  Technology  Assessment,  who  will 
discuss  federal  government  views  of 
the  issue,  and  William  T.  McGivney, 


TMA  conference  targets  physicians’  role  in 
continuing  medical  education 

TMA’s  1991  CME  Conference,  “Physician  CME:  A Cooperative  Re- 
sponsibility,” will  be  held  June  7-8  in  Austin.  Each  year  the  conference 
offers  workshops  and  plenary  sessions  on  a wide  variety  of  issues  of  interest 
and  educational  value  to  physicians  involved  with  CME  planning  and  imple- 
mentation. The  1991  conference  will  emphasize  the  vital  role  of  physician 
leadership  in  the  entire  CME  arena. 

Featured  speakers  for  this  year’s  conference  include  Dennis  Wentz,  MD, 
director,  AMA  Division  of  Continuing  Education,  and  Martin  Shickman, 
MD,  assistant  dean  for  continuing  medical  education.  University  of  Califor- 
nia Los  Angeles  School  of  Medicine.  For  more  information  write  to  Carrie 
Laymon,  TMA  Department  of  Medical  Education,  1801  N Lamar  Blvd, 
Austin,  TX  78701,  or  call  (512)  477-6704,  ext  253. 


PhD,  Director  of  Health  Care  Tech- 
nology at  AMA,  who  will  talk  about 
technology  assessment  from  his  as- 
sociation’s point  of  view. 

HIV:  advances  in  management 
and  diagnosis 

To  address  the  clinical  manifesta- 
tions and  treatment  of  HIV  infec- 
tion, TMA’s  Council  on  Annual  Ses- 
sion and  Scientific  Programming  has 
invited  specialists  from  San  Francis- 
co, Newark,  New  York,  Chicago, 
and  Dallas  to  share  their  experiences 
at  the  May  11  general  session. 

Additional  information  about  the 
general  session  on  diagnosis  and 
management  of  HIV  was  published 
in  the  January  issue  of  Texas 
Medicine,  pages  51-52.  Key  points 
from  that  report  include: 

Brady  L.  Allen,  MD,  a Dallas 
physician  and  associate  clinical  pro- 
fessor at  Baylor  Medical  Center 
there,  has  treated  more  than  300 
HIV-infected  patients  and  warns 
that  practicing  physicians  must  be 
aware  of  HIV’s  early  manifestations. 
If  detected  early,  he  says,  HIV  infec- 
tion “should  be  an  easily  manage- 
able illness  for  the  primary  care  doc- 
tor, in  the  first  5 years  at  least.” 

Others  speaking  at  the  HIV  gen- 
eral session  will  repeat  that  theme, 
emphasizing  that  every  physician  is 
likely  to  have  HIV-infected  patients 
and  that  early  recognition  can  pro- 
long life  and  reduce  discomfort. 
New  York  hematologist/oncologist 
Stephen  C.  Malamud,  for  example. 


will  discuss  early  diagnosis  of  AIDS- 
related  malignancies,  and  Bonnie  M. 
Word,  MD,  a Newark  pediatrician 
and  infectious  disease  specialist,  will 
teach  her  audience  to  watch  for  ear- 
ly markers  of  infection  in  children. 

Mark  A.  Jacobson,  a San  Francis- 
co infectious  disease  specialist,  will 
discuss  six  opportunistic  diseases  as- 
sociated with  advanced  HIV  infec- 
tion: tuberculosis,  disseminated  M 
Avium,  cytomegalovirus  retinitis, 
herpes  simplex  virus,  cryptococcal 
meningitis,  and  toxoplasmic  en- 
cephalitis. Internists  should  be  pre- 
pared to  treat  HIV  illness,  he  says, 
especially  since  there  is  a trend  for 
“mainstreaming”  its  management. 

Most  HIV-infected  persons  in  the 
United  States  are  asymptomatic,  says 
Chicago  infectious  disease  expert 
Robert  L.  Murphy,  who  will  discuss 
the  natural  history,  identification, 
workup,  and  treatment  of  asymp- 
tomatic patients. 

William  C.  Santangelo,  MD,  a 
Dallas  gastroenterologist  and  coor- 
dinator for  the  HIV  general  session, 
will  discuss  gastrointestinal  manifes- 
tations of  HIV  infection. 

For  additional  information  on 
Annual  Session,  see  pp  73-76. 
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Medicine  in  Texas: 
news  from  around  the 
state 

DALLAS  — Construction  on  the  first 
of  six  “research  towers”  at  the  new 
30-acre  North  Campus  of  The  Uni- 
versity of  Texas  Southwestern  Medi- 
cal Center,  was  scheduled  to  begin  in 
March,  university  officials  an- 
nounced early  this  year. 

The  11 -story  Simmons  Biomedi- 
cal Research  Building  will  house  fa- 
cilities for  studies  in  cancer,  patholo- 
gy, molecular  cardiology,  physiology, 
and  neuroscience.  A university 
spokesperson  says  the  412,688 
square  foot  building  should  be  com- 
pleted in  1993,  at  a cost  of  about 
$41.5  million. 

The  construction  represents  a 
major  step  in  the  development  of  the 
university’s  North  Campus,  which 
will  include  the  six  research  towers 
along  with  the  Mary  Nell  and  Ralph 
B.  Rogers  Magnetic  Resonance  Cen- 
ter, which  was  dedicated  in  May 
1990.  Part  of  a 20-year  plan,  the 
presently  planned  North  Campus 
buildings  are  expected  to  encompass 
more  than  3.5  million  square  feet 
when  they  are  completed. 

The  North  Campus  is  less  than  a 
mile  away  from  Southwestern’s 
main  campus. 

HOUSTON  — Drs  Kurt  and  Erika 
Randerath  have  begun  a 4-year  study 
to  identify  genetic  alterations  that  oc- 
cur as  a result  of  exposure  to  aromat- 
ics in  diesel  exhaust,  according  to  a re- 
port from  Baylor  College  of  Medicine. 
The  co-investigators  are  using  “car- 
cinogen adduct  fingerprinting,”  a tech- 
nique they  developed  a decade  ago,  to 
better  understand  DNA  damage  in 
rats  exposed  to  exhaust. 

“Our  concern  is  for  factory  work- 
ers, truck  drivers,  or  anybody  chron- 
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ically  exposed  to  diesel  exhaust,” 
says  Dr  Kurt  Randerath.  “If  we  can 
determine  what  levels  of  chemical 
exposure  in  diesel  exhaust  are  dan- 
gerous, we  might  be  able  to  limit  the 
incidence  of  cancer  in  these  people.” 

AUSTIN  — The  state’s  publicly  fund- 
ed system  for  helping  people  with 
severe,  chronic  mental  illness  is  in- 
adequate, according  to  a summary 
of  a University  of  Texas  (UT)  study 
sponsored  by  the  Hogg  Foundation 
for  Mental  Health. 

The  UT  report.  Financing  Com- 
munity Care  for  the  Chronically 
Mentally  III  in  Texas,  is  based  on 
studies  conducted  in  1988  and  1989 
and  claims  to  be  “unique  in  that  all 
of  the  components  of  this  state’s 
public  mental  health  system  have 
never  before  been  described  in  as 
comprehensive  a fashion.” 

Among  its  many  conclusions,  the 
report  urges  a shifting  emphasis 
from  institutional  care  of  the  men- 
tally ill  to  “community-based  resi- 
dential housing  support”  and  better 
coordination  between  state  hospitals 
and  community  mental  health  cen- 
ters designed  to  provide  follow-up 
support.  “Between  1983  and  1988,” 
the  report  states,  “there  were  61,599 
individuals  admitted  to  the  state 
hospitals  in  Texas.  Of  that  number, 
43.7%  have  never  been  registered  at 
a CMHMRC  (Community  Mental 
Health  and  Mental  Retardation 
Center).”  The  study,  while  empha- 
sizing the  need  for  coordination, 
notes  that  some  of  those  patients 
may  have  registered  at  the  commu- 
nity centers  but  that  poor  record- 
keeping may  have  failed  to  note 
their  registration. 

The  study  was  directed  by  David 
C.  Warner,  a professor  at  The  Uni- 
versity of  Texas  LBJ  School  of  Pub- 
lic Affairs  in  Austin. 


COLLEGE  STATION  — The  Texas 
A&M  College  of  Medicine  is  now 
the  Texas  A&M  University  Health 
Science  Center,  a designation  de- 
signed to  give  the  institution  equal 
standing  with  other  Texas  medical 
schools  “during  legislative  consider- 
ation of  appropriations  for  medical 
education  and  research  programs.” 

The  university  made  the  an- 
nouncement in  January,  following  a 
decision  by  its  board  of  regents  to 
make  the  change. 

“We’ve  grown  considerably  be- 
yond our  original  designation  as  a 
medical  education  program,”  says 
Dean  of  Medicine  Richard  A.  De- 
Vaul,  MD.  “We  [were]  a health  sci- 
ence center  already  in  everything  but 
name.  It’s  time  to  make  the  official 
structure  fit  reality.” 

Dr  DeVaul,  who  will  continue  to 
serve  as  dean  of  medicine,  will  as- 
sume the  roles  of  vice  president  for 
health  affairs  and  executive  director 
of  the  health  science  center,  the  uni- 
versity announced. 

HOUSTON  — Baylor  College  of 
Medicine  is  one  of  three  US  medical 
schools  selected  to  study  the  effec- 
tiveness of  transrectal  ultrasonogra- 
phy to  locate  and  stage  prostate  can- 
cer, according  to  a report  from  the 
medical  center. 

Baylor  professor  Peter  T.  Scardi- 
no,  MD,  says  the  procedure,  com- 
bined with  rectal  examination,  may 
be  the  best  means  of  early  detection 
of  prostate  cancer.  Dr  Scardino  is  di- 
rector of  the  study,  which  is  funded 
by  the  National  Cancer  Institute. 

“We  hope  that  with  ultrasonog- 
raphy we  will  be  able  to  detect  tu- 
mors that  traditional  biopsy  with 
rectal  exams  cannot,”  he  says.  “By 
locating  the  tumors,  we  will  be  able 
to  determine  the  stage  of  the  disease 
and  offer  earlier  treatment.” 
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The  University  of 
Texas  Medical 
Branch:  a century 
of  service 


Leslie  Watts 


The  current  centennial  celebration 
of  The  University  of  Texas  Medical 
Branch  (UTMB)  at  Galveston  spot- 
lights not  only  a history  of  medicine, 
but  a history  of  Texas  as  well. 

As  fellow  travelers  across  the 
rugged  terrain  of  the  past  century, 
UTMB  and  Texas  have  shared  times 
of  prosperity  and  times  of  hardship; 
both  have  been  gifted  with  growth 
and  suffered  sorrow  and  loss. 

Since  its  first  day  of  class,  on  Oc- 
tober 5,  1891,  UTMB  has  grown 
from  23  students,  one  school,  and 
one  hospital  to  2,360  students,  four 
schools,  seven  hospitals,  and  two  in- 
stitutes. Since  its  first  commencement 
class  of  three  in  1892,  UTMB  has 
graduated  more  than  17,000  health 
science  professionals  during  the  past 
100  years,  and  it  is  estimated  that 
one  in  four  doctors  practicing  in  the 
state  has  trained  at  UTMB. 

Today,  as  UTMB  stands  on  the 
threshold  of  its  second  hundred 
years,  the  health  science  center’s  first 
century  of  service  is  a history  wor- 
thy of  celebration. 


Leslie  Watts  writes  for  the  UTMB  Depart- 
ment of  External  Affairs. 


AS  the  dawn  of  the  20th  century 
began  its  slow  approach  across 
our  planet,  the  evolution  from  wilder- 
ness to  civilization  of  the  vast  territo- 
ry called  Texas  also  was  underway. 

It  was  a land  whose  name  meant 
“friend,”  but  with  the  exception  of 
small  pockets  of  development,  and 
occasional  sophistication,  much  of 
Texas  for  most  of  history  had  been 
less  than  cordial. 

Along  with  shortages  of  food,  wa- 
ter, and  shelter,  there  was  also  a 
dearth  of  adequate  medical  care  for 
early  inhabitants,  and  disease  ran 
rampant.  Between  1839  and  1867,  at 
least  nine  yellow  fever  epidemics  hit 
Galveston,  and  cholera,  with  a death 
rate  estimated 
as  high  as  80%, 
was  called  “the 
most  fear-pro- 
voking” disease 
in  Texas. 

Before  ac- 
credited medical 
schools  were  es- 
tablished in 
Texas,  estimates 
are  that  80%  of 
Texas  doctors 
had  less  than  a 
year’s  formal 
training  in  medi- 
cine. Setting  up 
a practice  was 
often  as  simple 
as  declaring  oneself  a doctor  and  go- 
ing to  work. 

Hospitals  also  were  lacking  in 
number  and  capabilities.  Viewed  as 
institutions  for  the  sick  rather  than 
centers  of  recovery,  they  were  usual- 
ly considered  only  for  the  seriously 
ill.  Most  medical  care  and  treatment 
took  place  in  the  home,  and  surgery 
was  often  performed  outdoors. 


Welcome  to  the  “Queen  of  the  Guir’ 

In  1891,  Texas  had  been  enjoying  its 
statehood  for  less  than  50  years,  but 
Galveston,  with  its  busy  deep-water 
harbor,  was  firmly  established  as  a 
center  of  business,  commerce,  cul- 
ture, and  medical  care. 

Almost  everything  progressive  that 
came  to  Texas  came  to  Galveston  first, 
including  gas  lights,  electrical  power,  a 
chamber  of  commerce,  convent,  drug- 
store, telegraph,  public  and  private 
banks,  street  cars,  opera,  a public  li- 
brary — even  hospitals  and  medical 
schools.  The  island  city  became 
known  as  the  “Queen  of  the  Gulf,” 
and  its  business  district  earned  the 
nickname  “Wall  Street  of  the  South.” 


Learning  the  ba- 
sics, medical  stu- 
dents attend  lec- 
ture. The  Flexner 
Report  judged  the 
Medical  Depart- 
ment at  Galveston 
to  be  among  a 
handful  of  schools 
providing  sound 
medical  training. 
By  1927,  only  80 
of  the  147  schools 
surveyed  in  the 
study  remained. 
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Students  at  work 
in  the  anatomy 
lab,  located  in  the 
Medical  Depart- 
ment Building 
(now  known  as 
“Old  Red’’).  To- 
day’s medical  stu- 
dents use  the 
same  sky-lit 
space  at  the  top 
of  Old  Red. 


Galveston’s  first  known  general 
hospital  — probably  the  first  in 
Texas  — was  built  in  1839,  and  at- 
tempts to  establish  a permanent 
medical  school  started  in  1860. 

The  first,  to  have  been  called  the 
Medical  Department  of  Soule  Univer- 
sity, was  also  the  first  medical  college 
authorized  in  Texas.  Plans  were  to 
establish  the  school  in  Galveston  as  a 
branch  of  Soule  University,  founded 
4 years  earlier  in  Chappell  Hill,  Tex. 
The  medical  college  probably  never 
functioned,  however,  and  is  pre- 
sumed a casualty  of  the  Civil  War 
and  subsequent  reconstruction. 

In  1865,  a second  attempt  result- 
ed in  the  founding  of  Galveston 
Medical  College,  but  following 
financial  difficulties,  it  was  reorga- 
nized in  1873  as  Texas  Medical  Col- 
lege and  Hospital.  During  a 16-year 
period,  152  students  were  graduated 
from  these  two  schools.  By  1881, 
when  a public  referendum  was 
called  to  determine  the  location  of 
the  Medical  Department  for  The 
University  of  Texas,  Galveston’s  rep- 
utation as  a medical  leader  in  Texas 
was  clearly  established. 


One  of  the 
foremost  pro- 
ponents for  the 
Galveston  loca- 
tion was  Ash- 
bel  Smith,  MD, 
a Connecticut 
native  who  re- 
ceived his  med- 
ical degree 
from  Yale  in 
1828,  moved 
to  Texas  in 
1836,  and 
served  as  Sur- 
geon General 
for  the  Repub- 
lic of  Texas.  A 
friend  of  Sam  Houston,  Dr  Smith 
was  active  for  many  years  in  Texas 
politics,  education,  and  medicine, 
serving  as  Texas  ambassador  to  Eu- 
rope and  a state  legislator.  Because  of 
his  work  in  promoting  higher  educa- 
tion, he  is  sometimes  referred  to  as 
the  “Father  of  The  University  of 
Texas.” 

“Beauty,  location,  wealth,  hospi- 
tals” and  “the  noble  and  generous 
people”  were  cited  by  Dr  Smith  as 
reasons  for  choosing  Galveston  for 


Men’s  surgical 
ward  located  in 
the  original  John 
Sealy  Hospital. 
The  lOO-bed  hos- 
pital opened  Its 
doors  in  1890. 


the  state  university’s  own  medical 
school,  and  in  1884,  funding  for  the 
facility  became  available  through  a 
$50,000  bequest  from  Galveston  busi- 
nessman and  entrepreneur  John  Sealy. 

The  1 00-bed  John  Sealy  Hospi- 
tal, designed  by  renowned  Galveston 
architect  Nicholas  Clayton,  opened 
in  1890  and  was  staffed  by  students 
and  supervisors  from  the  John  Sealy 
Hospital  Training  School  for  Nurs- 
es, established  in  that  same  year  as 
the  first  nursing  school  west  of  the 
Mississippi. 

On  October  5,  1891,  the  first  23 
medical  students  began  classes  at  the 
new  Medical  Department  Building, 
also  designed  by  Clayton  and  some- 
times called  “The  Red  Building.”  Al- 
though students  were  required  to 
take  an  entrance  examination,  many 
arrived  poorly  prepared  and  the 
dropout  rate  was  extremely  high. 
Only  12  students  of  that  first  class 
were  actually  graduated. 

The  13  original  faculty  members 
came  from  throughout  the  United 
States  as  well  as  Great  Britain  and 
were  notable  for  both  their  youth  — 
only  two  were  past  middle  age  — 
and  their  excellent  credentials. 
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The  first  Medical  Department 
. graduation  was  held  April  22,  1892 
with  degrees  being  conferred  on 
three  students  who  had  entered  the 
medical  school  as  upperclassmen. 
Although  the  1893  graduating  class 
consisted  of  two  members,  only  one 
' was  present  for  commencement,  a 
! circumstance  that  provided  great 
I amusement  for  detractors  of  the 
: fledgling  school. 

The  Medical  Department  perse- 
vered, however,  and  in  a progressive 
spirit  also  admitted  women  to  both 
I the  school  and  faculty.  By  1900,  18 
I women  had  attended  the  school,  and 
six  had  graduated.  In  1897,  Marie 
I Delalondre  Dietzel  was  the  first  wom- 
an graduated  from  the  medical 
! school,  and  in  1913,  out  of  a gradu- 
ating class  of  44,  the  top  two  students 
1 were  women,  one  of  whom  was  a for- 

I 

i mer  Russian  maid. 

In  addition  to  adding  students, 
the  Medical  Department  also  was  di- 
versifying. The  College  of  Pharmacy 
was  established  in  1893,  and  in  1896 
the  John  Sealy  Hospital  Training 
School  for  Nurses  was  designated  a 
branch  of  the  Medical  Department. 

Turning  point:  the  Great  Galveston 
Storm  of  1900 

The  young  Medical  Department  was 
only  a few  weeks  away  from  com- 
pleting its  ninth  year  when  the  Great 
Galveston  Storm  of  1900  struck  the 
island,  causing  widespread  death  and 
destruction.  Although  the  hurricane 
severely  damaged  the  Medical  De- 
partment building,  many  view  it  as  a 


turning  point  in 
the  history  of 
the  institution. 

The  devasta- 
tion aroused 
sympathy  for 
the  Medical  De- 
partment, which 
was  struggling  from  a lack  of  finan- 
cial support  from  the  state  legisla- 
ture. The  upkeep  and  operating  costs 
for  John  Sealy  Hospital  had  been  as- 
sumed by  the  Sealy  family. 

Rubble  overcame  resistance, 
however,  and  state  funding  was  al- 
located for  rebuilding  and  expand- 
ing the  school. 

Galveston  and 
the  Medical  De- 
partment also 
had  become  a 
national  cause. 

The  Negro  Hos- 
pital, built  in 
1901,  was  paid 
for  with  $3,000 
from  the  Relief 
Committee  of 
the  City  of  Gal- 
veston  and 
$18,500  from 
the  New  York 
Chamber  of 
Commerce. 

Other  con- 
struction during  the  next  decade  in- 
cluded the  Isolation  Pavilion  for  Con- 
tagious Diseases,  paid  for  by  a 
Quarantine  Fee  Fund  appropriated  by 
the  state  legislature  and  supplemented 
by  the  Available  University  Fund. 

In  1912,  the  Children’s  Hospital 
was  built  by  the  Texas  Anti-Tuber- 
culosis Association  and  paid  for  by 
the  sale  of  Red  Cross  Christmas 
stamps.  In  1915,  the  Sealy  family 
again  played  a major  role  by  financ- 
ing the  Women’s  Hospital  at  a cost 


The  surgical 
suite,  1918. 


of  $125,000,  and  in  1916,  John 
Sealy  II  remodeled  the  main  hospital 
at  a cost  of  $270,000. 

The  Flexner  Report:  good  news  for 
the  Medical  Department 

Also  during  the  post-storm  period, 
an  international  report  on  medical 
schools  conducted  by  educator 
Abraham  Flexner  in  1910  and  spon- 
sored by  the  Carnegie  Foundation 
focused  further  attention  on  the 
Medical  Department  by  placing  it 
among  a handful  of  schools  receiv- 
ing favorable  evaluation. 

The  Flexner  Report  set  off  a se- 
ries of  sweeping  reforms  across  the 


Students  first  at- 
tended class  In 
the  Medical  De- 
partment Building 
on  October  S, 
1891.  Nine  years 
later,  the  building 
was  heavily  dam- 
aged by  the  Great 
Galveston  Storm. 
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Science  end  Educstion 


country,  and  of  the  147  US  schools 
surveyed,  only  80  remained  by 
1927.  The  Medical  Department,  re- 
named The  University  of  Texas 
Medical  Branch  in  1919,  functioned 
as  the  only  state  medical  school  until 
1949,  providing  physicians  through- 
out two  world  wars  and  producing 
most  of  the  doctors  practicing  in  the 
state  of  Texas. 

UTMB:  the  second  SO  years 

As  UTMB  entered  its  second  50 
years,  increasing  emphasis  was  put 
on  research  and  development.  Addi- 
tional patient  care  facilities  also 
were  constructed;  a new  John  Sealy 
Hospital  was  completed  in  1954  at  a 
cost  of  $1 1 million. 

In  1966,  UTMB  was  chosen  as 
the  site  for  the  first  of  three  Shriners 
Burns  Institutes  to  be  built  in  the 
country.  Galveston  had  gained  ex- 
pertise and  international  recognition 


Old  Red  today. 
Note  modifica- 
tions to  the  roof 
of  the  repaired 
Old  Red.  Now  the 
building  is  sur- 
rounded by  high- 
rise  descendants. 


for  the  successful  treatment  of  thou- 
sands of  burns  patients  following 
the  1947  explosion  of  the  freighter 
SS  Grandcamp  in  Texas  City. 

Expansion  was  also  apparent  in 
academic  opportunities.  In  1952,  the 
graduate  school  program  was  estab- 
lished. Designated  a separate  school 
in  1979,  the  Graduate  School  of 
Biomedical  Sciences  today  offers  mas- 
ter’s and  doctoral  programs  as  well  as 
a combined  MD-PhD  program. 

The  National  Student  Research  Fo- 
rum (NSRF)  began  at  UTMB  in  1960. 
The  only  national  competition  of  its 
type,  the  annual  event  attracts  several 
hundred  US  and  Canadian  students 
who  present  their  research  at  UTMB. 

In  1968,  UTMB’s  School  of  Allied 
Health  Sciences  was  the  first  school 
of  its  type  to  be  established  in  the 
Southwest.  Today  more  than  3,000 
students  have  received  degrees  in 
health  informa- 
tion manage- 
ment, medical 
technology,  oc- 
cupational ther- 
apy, physical 
therapy,  and 
physician’s  assis- 
tant studies. 

Another  first 
for  UTMB  was 
the  establish- 
ment, in  1969, 
of  the  Marine 
Biomedical  In- 
stitute, devoted 
to  problems  in 
biomedicine  and 
human  ecology. 

The  Institute  for  the  Medical  Hu- 
manities, established  in  1979,  draws 
from  literature,  law,  history,  and 
philosophy  as  it  explores  questions 
related  to  health  science  education, 
research,  and  patient  care. 


UTMB  is  also  home  for  the  Texas 
Department  of  Criminal  justice 
Hospital,  the  first  and  only  facility 
of  its  type  in  the  United  States.  Built 
in  1983,  the  hospital  provides  pris- 
oners a full  range  of  health  care  ser- 
vices in  a maximum  security  setting. 

The  Medical  Branch  also  has  es- 
tablished programs  for  its  oldest  and 
youngest  patients.  The  Geriatric  Day 
Hospital,  begun  in  1988,  represents 
a major  advance  in  the  care  of  geri- 
atric patients,  by  offering  outpatient 
care  to  allow  patients  to  resume  in- 
dependence after  illness. 

Another  UTMB  first  is  the 
Moody  Independent  School  District, 
which  serves  the  educational  needs 
of  hospitalized  children.  It  is  the 
only  known  program  of  its  type  in 
the  United  States. 

On  to  the  21  st  century 

In  its  centennial  year,  UTMB  occu- 
pies a prominent  position  in  health 
science  education,  patient  care,  and 
research.  A new  Medical  Research 
Building,  dedicated  in  March,  pro- 
vides an  additional  187,000  square 
feet  of  research  space  on  the  campus, 
and  a new  19,000-square-foot  Emer- 
gency and  Trauma  Center  is  sched- 
uled for  completion  later  this  year.  A 
new  Shriners  Burns  Institute  is  also 
being  constructed  on  the  campus  at  a 
cost  of  $37.5  million.  Double  the 
size  of  the  current  burns  hospital,  it 
will  be  dedicated  in  1992. 

Research  at  the  Medical  Branch 
ranges  from  clinical  trials  to  funda- 
mental science  studies.  Research 
topics  include  interferon,  phenylke- 
tonuria, pain  transmission,  mother- 
infant  bonding,  gene  regulation  by 
steroids,  gastrointestinal  hormones, 
sudden  infant  death  syndrome, 
spinal  cord  organization  and  func- 
tion, addictive  disorders  and  lifestyle 
diseases,  infectious  diseases,  hyper- 
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tension,  environmental  toxicology, 
endocrinology,  otolaryngology,  radi- 
ation therapy,  immunology,  derma- 
tology, anatomy,  anesthesiology, 
treatment  of  burns,  sleep  disorders, 
and  the  bases  for  mental  disorders, 
including  depression. 

In  1990,  UTMB  became  the  first 
medical  school  to  be  named  to  the 
Universities  Space  Research  Associ- 
ation (USRA),  a 64-member  inter- 
national consortium  devoted  to  the 
advancement  of  knowledge  about 
man  and  the  universe  through  space 
exploration. 

The  same  year,  the  Medical 
Branch  was  also  one  of  seven  US  in- 
stitutions to  participate  in  a pediatric 
research  program  funded  by  the  Na- 
tional Institute  of  Child  Health  and 
Human  Development,  and  a 5-year, 
$1.5  million  grant  has  been  designat- 
ed for  the  creation  of  UTMB’s  Child 
Health  Research  Center. 

Plans  also  call  for  the  establish- 
ment of  a number  of  interdisciplinary 
Centers  of  Excellence,  including  The 
Center  for  Environmental  Health  and 
Toxicology,  The  Center  for  Tropical 
Diseases,  The  Center  for  Wound 
Healing,  The  Center  for  Molecular 
Biology,  and  The  Center  for  Biomedi- 
cal Engineering. 

With  innovation  and  inspiration 
at  the  fore,  UTMB  remains  on  the 
frontier,  but  today’s  medical  fron- 
tiers range  from  ocean  depths  to 
outer  space.  In  its  centennial  year, 
the  frontier  spirit  of  1891  shines  in 
the  dedication  and  hard  work  of 
those  who  have  been  a part  of  the 
Medical  Branch  throughout  the  past 
100  years  and  the  dreams  of  those 
who  are  UTMB’s  future. 


YOCOM 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  It;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  It  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. T3 
Dosage  and  Admlnisfration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Supplied:  Oral  tablets  of  Yocon«  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-(X)1-10. 
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TEXAS  PHYSICIAN 
PLACEMENT  SERVICE 


Specify  Adjunctive 


Save  yourself 
time  and 
frustration. 

Put  the  Texas  Physician  Placement 
Service  and  its  computer  data  bank  of 
practice  opportunities  and  physician 
applicants  to  work  for  you. 

• Fast,  personalized  service 

• Low  placement  fees 

• Free  service  for  physician  applicants 

• All  specialties  accepted 


e/s-u^ 


• Urban  and  rural  placements 

• More  than  150  Texas  practice 
opportunities  currently  on  file 


A Texas-based  matching  service 
offering  Texas  practice  opportunities. 


Call  us  today  at  (512)  477-6704, 

Ext.  263. 

A joint  service  of 

Texas  Medical  Association  and 
Texas  Academy  of  Family  Physicians 


lExasMcdical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


Each  capsule  contains  5 mg  chlordiazepoxide  HCl  and  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

“Possibly"  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
ta] malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
ofbenzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug, 
Adverse  Ructions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HG,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  s5Tnptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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In  irritable  bowel  syndrome  intestinal 
discomfort  will  often  erupt  in  tandem 
with  anxiety — launching  a cycle  of 
brain/bowel  conflict. 

Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients 
about  activities  requiring  complete 
mental  alertness. 


‘Librax  has  been  evaluated  as  possibly  effective  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer  and  IBS. 
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HCl  and  2.5  mg  clidinium  bromide. 
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If  s an  allegation  that  can  happen  to  anyone. 


You  don’t  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 
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onO  acetaminophen  750  mg) 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or 
hydrocodone. 

WARNINGS: 

Allergic-Type  Reactions:  VICODINA/ICODIN  ES  Tablets  contain  sodium 
metabisulfite,  a sulfite  that  may  cause  allergic-type  reactions  including 
anaphylactic  symptoms  and  life-threatening  or  less  severe  asthmatic 
episodes  in  certain  susceptible  people. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients, 
hydrocodone  may  produce  dose-related  respiratory  depression. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory 
depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospi- 
nal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  other  intracranial  lesions  or  a preexisting  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may 
obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal 
conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODINA/ICODIN  ES  Tablets  should  be  used 
with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  dis- 
ease, prostatic  hypertrophy  or  urethral  stricture. 

Cougn  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  as  with  all 
narcotics,  caution  should  be  exercised  when  VICODINA/ICODIN  ES  Tab- 
lets are  used  postoperatively  and  in  patients  with  pulmonary  disease. 
Drug  Interactions : Patients  receiving  other  narcotic  analgesics,  antipsy- 
chotics,  antianxiety  agents,  or  other  CNS  depressants  (including  alcohol) 
concomitantly  with  VICODINA/ICODIN  ES  Tablets  may  exhibit  an  additive 
CNS  depression.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants 
with  hydrocodone  preparations  may  increase  the  effect  of  either  the 
antidepressant  or  hydrocodone.  The  concurrent  use  of  anticholinergics 
with  hydrocodone  may  produce  paralytic  ileus. 

Usage  in  Pregnancy: 

Teratogenic  Effects:  Pregnancy  Category  C.  Hydrocodone  has  been 
shown  to  be  teratogenic  in  namsters  when  given  in  doses  700  times  the 
human  dose.  There  are  no  adeguate  and  well-controlled  studies  in 
pregnant  women.  VICODIN/  VICODIN  ES  Tablets  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  tak- 
ing opioids  regularly  prior  to  delivery  will  be  physically  dependent.  The 
withdrawal  signs  include  irritability  and  excessive  crying,  tremors,  hyper- 
active reflexes,  increased  respiratory  rate,  increased  stools,  sneezing, 
yawning,  vomiting,  and  fever. 

Labor  and  Delivery:  Administration  of  VICODIN/VICODIN  ES  Tablets  to 
the  mother  shortly  before  delivery  may  result  in  some  degree  of  respira- 
tory depression  in  the  newborn,  especially  if  higher  doses  are  used. 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk  and 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  VICODIN/VICODIN  ES  Tablets,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS: 

The  most  freciuently  observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These  effects  seem  to  be  more 
prominent  in  ambulatory  than  in  nonambulatory  patients  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down.  Other 
adverse  reactions  include: 

Central  Nervous  System:  Drowsiness,  mental  clouding,  lethargy,  impair- 
ment of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  psy- 
chic dependence  and  mood  changes. 

Gastrointestinal  System:  The  antiemetic  phenothiazines  are  useful  in 
suppressing  the  nausea  and  vomiting  which  may  occur  (see  above); 
however,  some  phenothiazine  derivatives  seem  to  be  antianalgesic  and 
to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  while 
other  phenothiazines  reduce  the  amount  of  narcotic  required  to  produce 
a given  level  of  analgesia.  Prolonged  administration  of  VICODIN/VICODIN 
ES  Tablets  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters 
and  urinary  retention  have  been  reported. 

Respiratory  Depression:  Hydrocodone  bitartrate  may  produce  dose- 
related  respiratory  depression  by  acting  directly  on  the  brain  stem  respi- 
ratory center.  Hydrocodone  also  affects  the  center  that  controls  respiratory 
rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  significant 
respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of 
naloxone  hydrochloride.  /Vpply  other  supportive  measures  when  indicated. 
DRUG  ABUSE  AND  DEPENDENCE: 

VICODIN/VICODIN  ES  Tablets  are  subject  to  the  Federal  Controlled  Sub- 
stance Act  (Schedule  III).  Psychic  dependence,  physical  dependence,  and 
tolerance  may  develop  upon  repeated  administration  of  narcotics;  there- 
fore, VICODIN/  VICODIN  ES  Tablets  should  oe  prescribed  and  adminis- 
tered with  caution. 

OVERDOSAGE; 

Acetaminophen  Signs  and  Symptoms:  In  acute  acetaminophen  over- 
dosage, dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most 
serious  adverse  effect.  Renal  tubular  necrosis,  hypoglycemic  coma,  and 
thrombocytopenia  may  also  occur.  Early  symptoms  following  a poten- 
tially hepatotoxic  overdose  may  include:  nausea,  vomiting,  diaphoresis 
and  general  malaise.  Clinical  and  laboratory  evidence  of  hepatic  toxicity 
may  not  be  apparent  until  48  to  72  hours  post-ingestion. 
Hydrocodone  Signs  and  Symptoms:  Serious  oveidose  with 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease  in 
respiratory  rate  and/or  tidal  volume,  Cheyne- Stokes  respiration,  (cyano- 
sis). extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  muscle 
flaccidity,  cold  and  clammy  skin,  ana  sometimes  bradycardia  and  hypo- 
tension. In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest 
and  death  may  occur. 
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Four  dcfys 
of  educational 
opportunity 

in  Dallas’  elegant  Loews  Anatole  Hotel 

■ World-Class  Medical  Speakers 

■ State-of-the-Art  Exhibits 

■ House  of  Delegates 

■ Social,  Sports  and  Alumni  Events 

The  following  pages  contain  complete  registration 
information  for  the  1991  Annual  Session 

Commit  now  to  an  outstanding  educational  experience 
amid  magnificent  surroundings! 

(No  registration  fee  for  TMA  members) 
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1991  Annual  Session  Advance  Registration  Form 


name  (please  print) 

specialty 

address 

city 

state 

zip 

MEMBER 

No  Fee 

NONMEMBER 

Fee 

please  check  all  applicable  spaces  below; 


□ Physician 

□ Intern/Resident/Feliow 
n Medical  Student 

□ TMA  Officer 

□ TMA  Delegate 

□ TMA  Alternate  Delegate 

□ TMA  Councilor 

□ TMA  Vice  Councilor 

□ TMA  Board  Member  □ Chairman 

□ TMA  Council  Member  □ Chairman 

□ TMA  Committee  Member  n Chairman 

□ TMA  Trustee 

□ AMA  Member 

□ AMA  Delegate 

□ AMA  Alternate  Delegate 


□ Speaker 

□ Scientific  Exhibitor 

□ 50  Year  Club 

□ HMSS  Representative 

□ TEXPAC 

□ TEXPAC  300  Club 

□ MSS  Executive  Council 

□ MSS  Chapter  Officer 

□ MSS  Chairman 

□ RPS  Executive  Council 

□ RPS  Chairman 

□ RPS  Councilor 

□ YPS  Chairman 

□ YPS  Governing  Board 

□ CMS  Officer 


□ Speaker 

□ TMA  Member's  Family  (attach  names) 

□ County  Medical  Society  Staff  and  Family 
(attach  names) 

□ Physician 

□ Intern.  Resident.  Fellow 

□ Medical  Student 

□ Allied  Health  Personnel 

□ Approved  Visitor 

□ Nonmember's  Family  (over  age  21) 


waived 

waived 


waived 

$100 

$10 

$10 

$10 

$50 

$10 


Mode  of  transportation  □ car  □ plane 


Please  complete,  Include  registration  fee  if  appropriate  and  return  to  Texas  Medical  Association,  Annual  Session  and  Scientific 
Programming  Department,  1801  N.  Lamar  Blvd.,  Austin,  Texas  78701. 
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Register  by  April  17  and  haA 
your  name  entered  in  the 
following  drawings: 

Weekend  for  Two 
Loews  Anatole  Hotel 

TMA  Luncheon  Ticket  (Friday' 
Annual  Membership  Luncheor 

Dinner  for  Two— Nana’s  Grill 
27th  Floor-Loews  Anatole  Ho 

Two  Tickets 

TMA/TMAA  Dinner  Dance 
(Friday) 


Advance  Ticket  Reservation  Form 


Return  completetd  form  with  check  or  credit  card  information.  Pick  up  tickets  at  the  registration  area  by  2 pm,  Thursday,  May  9. 

All  events  held  at  the  Loews  Anatole  Hotel. 

Number  of  Amount 

Tickets  Enclosed 


Annual  Membership  Luncheon 

Speaker:  Prominent  Speaker  Pending 
Installation  of  TMA  President 
Friday,  May  10,  12:15-2  pm 
$25  per  person 

Cocktails/Dinner/Dance  (cash  bar) 
Friday,  May  10,  6:45  pm-midnight 
$50  per  person 

Dance  Only  (cash  bar) 

Friday,  May  10 
$20  per  person 


name  phone  # 

address 

city  state  zip 

Charge  to  my Visa MasterCard  Amount  $ _ 

Acct.  No. Exp.  Date 

Name  on  Card 


Dance  ticket  entitles  person  to  either  dance 

Playback— Big  Band  and  More 
Mai  Fitch  Orchestra 
9 pm-midnight 

Fast  Forward— 50’s  and  Beyond 
Vince  Vance  and  the  Valiants 
8:30  pm-12:30  am 

TOTAL  $ _ 


Signature 

Ticket  reservation  form  and  payment  must  be  received  by 
April  17.  No  refunds  after  April  24. 

Return  to:  Texas  Medical  Association,  Annual  Session  and 
Scientific  Programming  Department,  1801  N.  Lamar  Blvd., 
Austin,  Texas  78701. 


Find  Program  Order  Form 


The  Program  and  Abstracts  of  the  124th  Texas  Medical  Association 
Annual  Session  will  be  available  in  mid-April.  To  order  your  copy  in 
advance,  return  form  with  payment  of  $6.00  to  Texas  Medical 
Association,  Annual  Session  and  Scientific  Programming 
Department,  1801  N.  Lamar  Blvd.,  Austin,  Texas  78701. 


nsm© 


address 


city 


state 


zip 


ke  Your  Reservations  Now! 

uests  will  be  processed  first-come,  first-served 
he  Housing  Bureau,  Dallas  Convention  and 
tors  Bureau  through  the  mail,  by  fax,  or  by 
ne. 


iplete  the  Official  Housing  Request  Form  and 
rn  immediately  to: 

^ Housing  Bureau 
as  Convention  and  Visitors  Bureau 
i Elm  Street,  Suite  2000 
as,  TX  75270 

bx:  (214)746-6799 

lall:  Monday-Friday  between  8 am-5  pm  CST: 

Metropolitan  Dallas  Area  (214)  746-6681 
I U.S.  (800)  972-1029 

lot  send  housing  form  to  Texas  Medical 

ociation.  This  will  only  delay  your  request. 

I four  hotels  in  order  of  preference. 

idline  for  reservations  is  April  1. 

nfirmations 

•:nowledgement  will  be  sent  within  48  hours  to 
directly  from  the  Housing  Bureau.  Actual 
firmation  will  follow  from  hotel  (within  three 
?ks). 

om  Deposits 

id  deposit  amount  indicated  on  the  confirma- 
1 form  directly  to  the  hotel  within  15  days  of 
eipt  of  confirmation.  If  a credit  card  number 
been  given,  a deposit  is  not  required. 

I 

ianges  and  Cancellations 

j changes/cancellations  prior  to  April  1 should 
made  directly  with  the  Housing  Bureau.  After 
!ril  1,  please  contact  the  assigned  hotel  directly 
:h  any  changes  or  cancellations.  Notice  of 
icellation  must  be  received  by  hotel  within  72 
prs  of  your  scheduled  arrival  to  receive  deposit 
und.  Don’t  be  a no  show! 


Participating  Hotels  and  Codes 

Deadlines  for  Reservations— April  1 


LOEWS  ANATOLE  HOTEL  (01) 

2201  Stemmons  Freeway 
Atrium:  $89  Single  $ 99  Double 
Tower:  99  Single  109  Double 

Session  Headquarters 


COURTYARD  BY  MARRIOTT  MARKET 
CENTER  (03) 

2101  Stemmons  Freeway 

1 person  2-4  persons 
Fri-Sat  $58  $58 

Sun-Thu  72  82 


STOUFFER  DALLAS  HOTEL  (02) 

2222  Stemmons  Freeway 

$94  Single/Double 

Butler  Service-additional  $20 

Auxiliary  Headquarters 


QUALITY  HOTEL  MARKET  CENTER  (04) 

2015  Market  Center  Blvd 
$60  Single  $65  Double 

The  above  room  rates  do  not  include  13% 
occupancy  tax. 
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1.  LOEWS  ANATOLE  HOTEL 

2.  STOUFFER  HOTEL 

3.  COURTYARD  BY  MARRIOTT 
MARKET  CENTER 

4.  QUALITY  HOTEL 
MARKET  CENTER 


FOR  HOUSING  BUREAU  USE  ONLY 


Texas  Medical  Association 
124th  Annual  Session 
May  9-12,  1991 
Dallas,  Texas 


OFFICIAL  HOUSING  REQUEST  FORM 


MAIL,  PHONE,  OR  FAX  TO: 

TMA  HOUSING 

1201  Elm  St.,  Ste.  2000 

Dallas,  TX  75270 

FAX:  214/746-6799 

PH:  214/746-6681  or  800/972-1029 


• PLEASE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

• COMPLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  COMPUTER  PROCESSING. 

• ACKNOWLEDGEMENT  WILL  BE  SENT  TO  INDIVIDUAL  INDICATED  BELOW.  CONFIRMATION  WILL  FOLLOW  FROM  HOTEL. 

• PHOTOCOPY  THIS  FORM  IF  MORE  THAN  THREE  ROOMS  ARE  REQUIRED. 


INSTRUCTIONS:  Complete  requested  data  using  abbreviations  as  necessary. 
(NAME  OF  PERSON  REQUESTING  ROOMS) 


RESERVATION  CUTOFF  DATE 


APRIL  1,  1991 


(LAST  NAME) 

(NAME  OF  COMPANY  OR  FIRM) 

(STREET  ADDRESS  OR  PO  BOX  NUMBER) 


(CITY) 


(STATE) 


(ZIP— USA) 


(COUNTRY) 


(AREA  CODE) 


(PHONE  NUMBER) 


INSTRUCTIONS:  Select  four  Hotels  of  your  choice.  Request  will  not  be  processed  without  four  choices. 


FIRST  CHOICE  CH  CH 

SECOND  CHOICE  EH 

□ 

(HOTEL  CODE  #) 

(HOTEL 

CODE  #) 

THIRD  CHOICE  [H  EH 

FOURTH  CHOICE  EH 

□ 

(HOTEL  CODE  #) 

(HOTEL 

CODE  #) 

INSTRUCTIONS: 


1.  PRINT  OR  TYPE  NAMES  OF  ALL  PERSONS  OCCUPYING  EACH  ROOM. 

2.  SELECT  TYPE  ROOM  DESIRED  WITH  ARRIVAL  AND  DEPARTURE  DATES. 

3.  USE  SAME  FORMAT  FOR  ADDITIONAL  ROOM  REQUESTS. 

4.  PRINT  OR  TYPE  LAST  NAME  FIRST. 


GUARANTEE  LATE  ARRIVAL  BY  CREDIT  CARD 


(Card  Holder  Name) 


(Type  of  Card  AE,  MC,  VISA) 


(Credit  card  number) 


(Expiration  date) 


GUEST  NAME/S  (PRINT  LAST  NAME  FIRST) 

ROOM 

NO.  1 

1 

CHECK  ONE 

Single  (1  person,  1 bed) 

Double  (2  pers,  1 bed) 

Dbl/Dbl  (2-4  pers,  2 beds) 

Parlor  + 1 bedroom 

Parlor  + 2 bedrooms 

ARR  DATE  DEP.  DATE 

2 

ARR.  TIME  □ AM  □ PM  (Check  c 

NOTE:  Reservation  will  be  held  until  6 p.m.  unless  sp 
arrangements  are  made  directly  with  hotel.  The  hotel 
request  a deposit. 

3 

4 

1 

CHECK  ONE 

ROOM 

2 

Single  (1  person,  1 bed) 

Double  (2  pers,  1 bed) 

Dbl/Dbl  (2-4  pers,  2 beds) 

Parlor  + 1 bedroom 

Parlor  + 2 bedrooms 

NO.  2 

3 

4 

ARR.  DATE . 
ARR.  TIME. 


. DEP.  DATE . 


, □ AM  □ PM  (Check  c 


NOTE:  Reservation  will  be  held  until  6 p.m.  unless  sp 
arrangements  are  made  directly  with  hotel.  The  hotel 
request  a deposit. 


1 

CHECK  ONE 

ARR  DATE  DEP.  DATE 

ROOM 

2 

Single  (1  person,  1 bed) 

Double  (2  pers.  1 bed) 

Dbl/Dbl  (2-4  pers,  2 beds) 

ARR.  TIME  □ AM  □ PM  (Check  C 

NOTE:  Reservation  will  be  held  until  6 p.m.  unless  sp 
arrangements  are  made  directly  with  hotel.  The  hotel 

NO.  3 

3 

4 

Parlor  + 2 bedrooms 

request  a deposit. 



NOTE:  PLEASE  CHECK  ALL  ITEMS  FOR  ACCURACY 


Texas  Medicine 
Volume  87  No.  4 
April  1991 


Contents 

78  Firearm  mortality  in  Texas,  1976-1985: 
how  far  is  Fort  Smith? 

Roberta  K.  Lee,  RN,  DrPH;  Keith  Buraii,  PhD;  and  Sharon  Clanton 


84  A reply  to  critics  of  using  stimulants  to  treat 
attention  deficit  hyperactivity  disorder 

Steven  R.  Pliszka,  MD 


88  Disseminated  histoplasmosis  with  bilateral 
adrenal  enlargement:  diagnosis  by  computed 
tomography-directed  needle  biopsy 

Alan  D.  Schonfeld,  MD;  Jeffrey  A.  Jackson,  MD;  Daniel  J.  Smith,  MD; 
and  Douglas  L.  Hurley,  MD 


91  A perception  of  the  rural  health  situation  in 
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Robert  Bernstein,  MD,  FACP;  and  Charles  R.  Wehb,  Jr,  MD,  MPH 
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Firearm  injuries  significantly  affect 
mortality  rates  in  many  states 
throughout  the  United  States.  We 
reviewed  all  deaths  due  to  injuries 
in  all  states  for  1985  to  determine 
deaths  from  firearm  injury  in  pro- 
portion to  deaths  from  all  injuries 
in  each  state.  We  then  compared 
Texas  data  with  those  of  other 
states.  Death  certificate  data  for 
Texas  from  1976  through  1985 
were  used  to  describe  Texas  firearm 
mortality  rates  by  age,  gender,  and 
race  and  to  compare  firearm  injury 
with  other  causes  of  mortality  in 
Texas.  Texas  ranked  first  among 
states  in  the  proportion  of  injury 
deaths  caused  by  firearms,  with  an 
annual  firearm  death  rate  of  21.2 
per  100,000.  Of  the  30,906  firearm 
deaths  recorded  in  Texas  during  the 
10-year  study  period,  650  involved 
children.  Black  males  had  the  high- 
est firearm  homicide  rate  (53.9  per 
100,000  per  year),  and  white  males 
had  the  highest  firearm  suicide  rate 
(15.7  per  100,000  per  year).  Fire- 
arms accounted  for  11%  of  the  to- 
tal years  of  productive  life  lost.  The 
economic  cost  of  firearm  deaths  in 
Texas  was  estimated  to  be  $40.7 
billion  per  year.  Strategies  for  pre- 
venting these  deaths  are  discussed. 


Dr  Lee,  Associate  Professor,  The  University 
of  Texas  School  of  Nursing,  The  University 
of  Texas  Medical  Branch  at  Galveston;  Dr 
Burau,  Research  Assistant  Professor,  The  Uni- 
versity of  Texas  School  of  Public  Health,  The 
University  of  Texas  Health  Science  Center  at 
Houston;  Ms  Clanton,  Division  of  Injury 
Control,  Center  for  Environmental  Health 
and  Injury  Control,  Centers  for  Disease  Con- 
trol, US  Department  of  Health  and  Human 
Services.  Send  reprint  requests  to  Dr  Lee,  The 
University  of  Texas  School  of  Nursing,  The 
University  of  Texas  Medical  Branch  at  Galve- 
ston, Galveston,  TX  77550. 


Firearm  mortality  in  Texas,  1976-1985: 
how  far  is  Fort  Smith? 

Roberta  K.  Lee,  RN,  DPH 
Keith  Burau,  PhD 
Sharon  Clanton 


In  1985,  the  National  Research 
Council  published  Injury  in 
America  (1),  which  described  in- 
jury as  the  major  cause  of  premature 
mortality  in  the  United  States  and 
conceptualized  injuries  as  nonran- 
dom events  amenable  to  epidemio- 
logic study  and  prevention.  Motor 
vehicle  crashes  and  firearm  dis- 
charges are  the  most  common  causes 
of  injury  mortality  in  the  United 
States.  Patterns  of  cause-specific  in- 
jury mortality  vary  substantially 
among  the  states.  For  firearm  mor- 
tality, the  rates  are  highest  in  the 
South  (2)  and  West  (3).  Shirley’s 
book.  The  Law  West  of  Fort  Smith 
(4),  described  life  under  the  “frontier 
tradition,”  which  accepted  violence 
as  a means  of  resolving  conflict.  In 
present-day  Houston,  firearm-related 
fatalities  occur  twice  as  often  as  mo- 
tor vehicle  fatalities  (5). 

In  this  epidemiologic  description 
of  firearm  mortality  in  Texas  and  its 
impact  on  premature  death,  we  fo- 
cus on  firearm  mortality  generally 
and  on  the  medicolegal  classification 
of  these  deaths  (homicide,  suicide. 


unintended  injury,  or  legal  interven- 
tion). The  effect  of  these  firearm  fa- 
talities on  Texas’  economy  is  esti- 
mated, and  strategies  for  prevention 
are  described. 

Methods 

We  obtained  cause-specific  data  for 
US  injury  deaths  by  conducting  a 
computerized  search  of  the  death 
certificate  files  of  the  National  Cen- 
ter for  Health  Statistics  (NCHS)  (6). 
Using  this  information  to  calculate 
the  proportion  of  1985  firearm 
deaths  to  all  injury  deaths  recorded 
for  that  year  in  each  state,  we 
ranked  Texas  among  the  states. 
Cause-specific  data  from  death  cer- 
tificates of  Texas  residents  for  the 
years  1976  through  1985  (see  Ap- 
pendix) were  also  obtained  in  a 
computerized  search  of  these  NCHS 
files.  These  years  were  selected  be- 
cause of  their  temporal  relationship 
to  the  1980  Census  data  used  for  di- 
rect age  adjustment  (7). 

We  used  population  estimates  for 
Texas  (8)  to  calculate  average  annu- 


1.  Deaths  by  firearms  compared  with  deaths  by  all  injuries.  United  States,  1985. 


Percent  Firearm 
Deaths 

I I 10-17.9% 

I I 18-20.6% 

};  -I  21-23.99% 
24-27.7% 
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2.  ['ircarm  mortality  by  race,  geiulcr,  and  age,  Texas,  I976-I9<S5. 


Age  (years) 


Black  Males 
White  Males 


Black  Females 
White  Females 


al  rates  because  the  Texas  popula- 
tion experienced  rapid  change  dur- 
ing the  years  of  this  study.  Asian, 
Native  American,  and  Pacific  Island 
races  were  combined  with  white 
race.  Rates  for  Hispanics  were  not 
calculated  because  NCHS  data  tapes 
do  not  report  ethnicity. 

Years  of  potential  life  lost  (9,10), 
a measure  of  the  economic  effect  on 
society  in  terms  of  lost  years  of  pro- 
ductivity, were  calculated  using 
Smith’s  cause-deleted  life-table  pro- 
gram (11).  Premature  mortality  was 
defined  conventionally  as  death  be- 
fore age  65.  Cause-deleted  life-table 
analysis  determines  the  number  of 
person-years  that  would  he  gained 
theoretically  if  premature  deaths  due 
to  each  cause  were  averted. 


Results 

Texas  and  the  United  States 
In  1985,  Texas  ranked  first  among 
the  states  in  the  percent  of  all  injury 
deaths  caused  by  firearms  (27.7%). 
Louisiana  and  Alabama  had  the 
next  highest  proportions  (27.2% 
and  25.0%,  respectively),  and  Mas- 
sachusetts and  Rhode  Island  had  the 
lowest  proportions  (9.5%  each).  In 
the  United  States,  the  proportion  of 
1985  firearm  fatalities  to  all  injury 
deaths  was  21.7%  (Fig  1). 

Texas  firearm  mortality  and 
demographic  characteristics 
Firearm  injuries  caused  30,906 
deaths  among  Texas  residents  dur- 
ing the  years  1976  through  1985, 


representing  2.8%  of  all  deaths. 
These  deaths  included  650  children 
younger  than  15.  The  average  annu- 
al rate  for  crude  firearm  mortality  in 
Texas  for  the  10-year  period  is  21.2 
per  100,000  people.  For  1980,  the 
US  rate  is  14.8  per  100,000. 

The  crude  rate  for  males  (35.6 
per  100,000)  is  nearly  five  times  the 
rate  for  females  (7.2  per  100,000). 
Males  in  each  age  group  experience 
higher  rates  than  females.  This  dif- 
ference is  less  pronounced  for  per- 
sons under  age  15  and  is  most  pro- 
nounced in  the  75-and-older  group, 
in  which  the  male-to-female  rate  ra- 
tio reaches  14:1  Among  males  aged 
25-34,  firearm  injuries  account  for 
26.3%  of  all  deaths.  Since  age-ad- 
justment results  in  a difference  of 
less  than  10%  in  gender  and  race 
specific  rates,  crude  rates  are  used 
throughout  the  remainder  of  the 
text.  A bimodal  pattern  for  age- 
specific  rates  (Fig  2)  is  observed  for 
white  males  with  peaks  in  the  25-34 
and  75-and-oIder  groups. 

A single  peak  occurs  in  the  25-34 
age  interval  for  black  males  and 


3.  Firearm  mortality  rates*'  by  medicolegal  classification,  age,  gender,  and  race,  Texas,  1976-1985. 


Age,  years 

Crude 

Rate 

Age- 

ad|usted 

Rate 

0-4 

5-14 

15-24 

25-34 

35-44 

45-54 

55-64 

65-74 

75+ 

White  males 

Homicide  (n=8,477) 

0.4 

0.9 

19.4 

25.9 

20.5 

14.5 

8.0 

5.0 

3.5 

13.4 

13.1 

Suicide  (n=9,970) 

0 

0.5 

1 6.6 

19.5 

17.3 

20.3 

24.9 

33.6 

49.6 

15.7 

17.3 

Black  males 

Homicide(n=4,54 1 ) 

0.9 

2.3 

61.3 

1 15.4 

101.4 

76.9 

51.2 

27.9 

17.4 

53.9 

57.6 

Suicide  (n=536) 

0 

0.2 

7.3 

13.4 

7.7 

6.6 

7.6 

12.4 

9.5 

6.4 

7.1 

White  females 

Homicide  (n=l,548) 

0.2 

0.6 

3.4 

3.9 

3.9 

2.8 

1.8 

1.1 

0.8 

2.4 

2.4 

Suicide  (n=2,509) 

0 

0.2 

4.0 

5.1 

6.0 

6.5 

5.6 

4.5 

2.9 

3.9 

3.9 

Black  females 

Homicide  (n=766) 

1.0 

0.7 

11.8 

16.8 

13.1 

11.7 

4.7 

3.9 

3.2 

8.5 

8.7 

Suicide  (n=  1 1 9) 

0 

0 

1.9 

2.1 

1.5 

1.9 

1.9 

1.6 

0.6 

1.3 

1.4 

^■Rates  are  per  100,000  population  per  year. 


Texas  Medicine  /The  Journal  Volume  87  No.  4 April  1991  79 


4.  Firearm  homicides  and  suicides  of  white  and  black  males,  Texas,  1976-1985. 


Black  Male  Homicide 
White  Male  Homicide 


Black  Male  Suicide 
White  Male  Suicide 


black  females  and  also  in  the  35-44 
age  interval  for  white  females.  Rates 
for  both  males  and  females  who  were 
younger  than  15  are  substantially 
lower  than  rates  for  any  other  age 
group.  The  rates  for  black  males  are 
highest  in  each  age  group  except  for 
persons  over  age  75,  in  which  case 
white  males  have  the  highest  rate. 

Texas  firearm  mortality  by 
medicolegal  classification 
Unintentional  (“accidental”)  and 
cause-undetermined  firearm  mortality 
rates  are  2.5  and  0.5  per  100,000,  re- 
spectively. Unintentional  firearm 
deaths  account  for  6.6%  of  all  firearm 
deaths.  Among  persons  younger  than 
14,  47.4%  of  firearm  deaths  are  clas- 
sified as  unintentional.  Nearly  15%  of 
all  unintentional  firearm  deaths  occur 
in  this  age  group. 

Among  firearm  homicides,  black 
males  have  the  highest  rate  followed 
by  white  males,  black  females,  and 
white  females.  The  highest  firearm 
homicide  rates  occur  during  the 
25-34  age  interval  for  all  race-gen- 
der groups  (Fig  3). 

Among  firearm  suicides,  white 
males  have  the  highest  rate  followed 
by  black  males,  white  females,  and 
black  females.  The  age-specific  rates 
peak  during  the  25-34  age  interval 
for  black  males  and  females.  For 
white  females,  the  rate  peaks  during 
the  45-54  age  interval;  for  white 
males,  the  rates  rise  during  adoles- 
cence and  continue  to  rise  with  age, 
peaking  in  the  75-and-older  group. 
Different  age-specific  rates  for 


firearm  homicide  and  suicide  among 
white  males  account  for  the  bimodal 
pattern  of  these  rates  among  firearm 
deaths  of  white  males.  Analysis  of 
these  data  according  to  the  year  of 
injury  indicates  that  firearm  rates  for 
homicide  hut  not  for  suicide  have 
declined  among  black  males  (Fig  4). 
No  temporal  trends  are  noted  for 
white  males. 

Texas  f rearm  mortality  among 
other  causes  of  death 
For  all  age  groups,  firearm  mortality 
ranks  fifth  among  all  causes  of 
death.  It  ranks  first  among  people 
aged  25-34  and  second  among  those 
aged  15-24  years.  The  age-specific 
and  cause-specific  mortality  patterns 
for  white  and  black  males  are  simi- 
lar except  for  injury  causes  (Fig  5). 

For  black  males  aged  15-34,  the 
leading  cause  of  death  is  firearm  in- 
jury. For  white  males  in  the  same 
age  range,  the  leading  cause  is  motor 
vehicle  crash. 

The  cause-deleted  life-table  analy- 
sis estimates  the  years  of  productive 
life  lost  overall  and  for  each  cause  in 
Texas  from  1976  to  1985.  Comparing 
the  years  of  productive  life  lost  with 
the  total  allows  us  to  estimate  the  per- 
cent of  productive  years  of  life  that 
could  be  “gained”  if  premature  deaths 
were  prevented  (Fig  6).  Nearly  9%  of 
the  expected  years  of  potential  life  lost 
to  mortality  before  age  65  in  Texas 
are  attributed  to  firearms,  including 
10.2%  and  13.9%  for  white  and 
black  males,  respectively.  For  white 
males,  preventing  premature  deaths  by 


firearms  would  be  nearly  as  effective 
as  preventing  premature  heart  disease 
deaths.  For  black  males,  preventing 
firearm  deaths  before  age  65  would 
have  the  greatest  effect  on  longevity. 

The  limitations  of  this  study  in- 
clude reliance  on  death  certificates 
for  classification  of  all  deaths.  While 
the  diagnostic  accuracy  of  firearm 
deaths  should  be  high,  accuracy  for 
nonfirearm  causes  may  be  lower. 
Among  firearm  deaths,  separate 
analyses  according  to  type  of 
weapon  (handgun  versus  long  gun) 
are  not  included  because  the  type 
was  reported  for  only  a small  pro- 
portion of  cases. 

Discussion 

Firearm  deaths  in  Texas  account  for 
about  10%  of  all  firearm  deaths  in 
the  United  States.  In  Texas,  males 
and  blacks  aged  25  to  34  years  are 
represented  disproportionately  in 
these  firearm  fatalities.  This  finding 
is  similar  to  findings  in  other  states 
(12-14)  and  in  the  United  States  as  a 
whole  (15).  The  proportion  of  inten- 
tional firearm  deaths  to  intentional 
nonfirearm  deaths  in  Texas  is  also 
similar  (15).  The  major  difference 
between  the  rates  reported  in  other 
studies  and  the  rate  in  Texas  is  that 
the  Texas  rate  is  1.5  times  the  US 
rate.  If  Texas  alone  reduced  its 
firearm  mortality  rate  by  50%  in  the 
next  10  years,  the  United  States 
would  achieve  one-third  of  the  tar- 
get rate  in  the  Year  2000  Objectives 
for  the  Nation  (16). 

Although  nonfatal  firearm  in- 
juries are  not  addressed  in  this  re- 
port, this  is  a topic  that  deserves  fur- 
ther investigation.  Little  is  known 
about  firearms  as  a cause  of  morbid- 
ity. The  most  recent  national  data, 
collected  in  1972  in  the  National 
Health  Interview  Survey,  suggest 
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5a.  Agc-spccific  prciporrionate  mortality  tor  white  males,  by  cause,  Te.xas,  1976-1985. 


0-4  5-14  l,'i-24  25-34  35-44  45-54  55-64  65-74  75  + 


Age 


All  other  causes 
mn  Other  1 lomicide/Suicide 
□ Firearms  Injury 
I I .Motor  Vehicle  Accident 

I I Cardiovascular  Disease 

Cancer 
Heart  Disease 


5b.  Age-specitic  proportional  mortality  for  black  males,  by  cause,  Texas,  1976-1985. 


0^  5-14  15-24  25-34  35-44  45-54  55-64  65-74  75+ 


Age 


All  other  causes 
Other  Flomicide/Suicide 
I I Firearms  Injury 

I I .VIotor  Vehicle  Accident 

I I Cardiovascular  Disease 

Cancer 
Heart  Disease 


that  the  ratio  of  fatal  to  nonfatal 
firearm  injuries  is  1:5  (17).  We  esti- 
mate that  more  than  185,000  Tex- 
ans were  injured  by  firearms  during 
the  10  years  covered  in  this  study. 

The  economic  impact  of  these  in- 
juries for  Texans  has  not  been  deter- 
mined. A 1989  report  to  Congress 
(18)  on  the  cost  of  injuries  in  the 
United  States  estimates  that  the  aver- 
age hospitalization  cost  per  person  of 
a firearm  injury  is  $33,159.  Other  in- 
vestigators (19,20)  have  estimated  the 
medical  cost  of  these  injuries  at 
$7,000  to  $23,000  per  person.  In  San 
Francisco,  public  sources  paid  85% 
of  these  costs.  Rice  et  al  (18)  estimate 
that  the  average  cost  per  person  for  a 
firearm  fatality,  $373,520  (including 
expected  lifetime  earnings  lost),  is  the 
highest  of  any  cause  of  injury.  On  the 
basis  of  Rice’s  estimates,  the  econom- 
ic impact  of  firearm  injuries  (fatal  and 
nonfatal)  is  estimated  to  be  $1.7  bil- 
lion per  year  in  Texas.  This  estimate 
Texas  Medicine  / The  Journal  Volume  87 


does  not  include  public  financing  for 
law  enforcement,  criminal  justice,  or 
corrections,  which  the  US  Depart- 
ment of  Justice  (21)  estimates  to  be 
$39  billion  per  year  in  Texas  in  1985. 

Strategies  for  prevention 

Except  for  fatalities  involving 
children  younger  than  14,  uninten- 
tional firearm  deaths  account  for 
only  a small  proportion  of  firearm 
mortality.  A previous  study  (22)  re- 
ported that  71.4%  of  the  Galveston 
parents  responding  reported  self- 
protection  as  their  reason  for  own- 
ing a firearm.  Of  these  parents,  55% 
reported  the  weapon  was  always 
loaded,  and  only  half  of  these  load- 
ed weapons  were  locked  up.  The 
American  Academy  of  Pediatrics  Fo- 
rum on  Firearms  and  Children  (23) 
has  recently  recommended  firearm 
design  changes  that  would  prevent 
children  from  unintentionally  firing 
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weapons.  For  persons  over  age  14, 
prevention  strategies  such  as  educat- 
ing owners  about  proper  weapon 
handling  and  storage  and  improving 
firearm  designs  probably  will  not 
significantly  reduce  mortality  be- 
cause firearm  deaths  in  this  age 
group  are  intentional. 

According  to  the  FBI  (24),  less 
than  20%  of  homicides  occur  in 
conjunction  with  another  felony 
such  as  robbery.  Kellermann  and 
Reay  (25)  found  that  less  than  2% 
of  firearm  deaths  occurring  in  a resi- 
dence where  the  gun  was  kept  in- 
volved self-protection.  Data  for 
Galveston  County,  Tex  (26),  and 
data  from  several  other  studies  show 
that  more  than  60%  of  homicides 
occur  in  residences  and  are  preceded 
by  arguments  between  family  mem- 
bers or  persons  known  to  the  victim. 
These  homicides  are  not  likely  to  be 
prevented  by  improvements  in  our 
criminal  justice  system.  Baker  (27) 
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6.  Texas  mortality,  1976-1985.  Years  of  potential  life  gained  if  deaths  were  prevented,  by  cause. 


Cause 

All  Texans 

White  Males 

Black  Males 

Heart  disease 

0.38 

0.57 

0.77 

Cancer 

0.63 

0.64 

0.99 

Stroke 

0.1  1 

0.09 

0.26 

Motor  vehicle 

0.49 

0.73 

0.63 

Firearm 

0.36 

0.51 

1.12 

Other  intentional 

0.14 

0.19 

0.33 

All  other  causes 

2.00 

2.24 

3.95 

Total  gain  in  years 

4.1  1 

4.98 

8.04 

Expected  life  span  in  years 

60.89 

60.02 

56.96 

suggests  that  homicides  are  inflicted 
by  the  most  available  weapon, 
which  implies  that  firearms  original- 
ly purchased  for  self-protection  from 
crime  are  available  and  used  for  oth- 
er purposes.  Removing  firearms 
from  the  heat  of  the  argument  or  de- 
veloping different  community-based 
interventions  for  household  argu- 
ments might  reduce  firearm  homi- 
cide rates  in  Texas. 

Firearms  purchased  for  self-pro- 
tection are  also  available  to  persons 
who  become  suicidal.  Kellermann 
and  Reay  (26)  found  that  for  every 
self-protection  homicide  involving 
an  intruder  in  the  home,  there  were 
37  firearm  suicides.  Lee  (27)  found 
that  nearly  10%  of  persons  who 
committed  firearm  suicides  in  Galve- 
ston County  purchased  the  firearm 
the  same  day.  Establishing  a waiting 
period  between  firearm  registration 
and  physical  access  to  the  firearm 
may  prevent  these  deaths.  Reducing 
the  prevalence  of  firearms  could  re- 
sult in  selection  of  less  lethal  meth- 
ods by  persons  who  attempt  suicide. 
These  interventions  are  expected  to 
reduce  the  lethality  of  the  suicide 
method,  increase  the  length  of  time 
between  attempt  and  outcome,  and 
increase  the  likelihood  of  these  per- 
sons’ surviving. 

This  study  of  Texas  firearm-relat- 
ed mortality  merely  describes  the 
magnitude  of  our  problem.  Our 
“frontier  tradition”  and  tolerance  of 
firearm  violence  should  be  reevaluat- 
ed from  the  perspective  of  current 
human  and  economic  costs.  We  ur- 
gently need  to  generate  more  scien- 
tific evidence  about  risk  factors  and 
to  evaluate  preventive  strategies. 
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Appendix 

The  following  International  Classification  of 
Disease  codes  (28)  were  used  in  this  study: 
heart  disease,  410^14;  cancer,  140-210;  cere- 
bral vascular  disease,  430-438;  motor  vehicle 
accident,  E810-E824;  firearm  death,  E922, 
E9.55.0-E955.4,  E965.0-E96.5.4,  E970, 
E985.0-  E985.4;  nonfirearm  intentional  death 
(homicide  or  suicide),  E950-E959  except  E9.55 
and  E960-E969  except  965.  Eirearm  deaths 
classified  as  legal  intervention  (E970)  were 
combined  with  the  firearm-homicide  data.  All 
other  injury  deaths  — ie,  drowning  as  well  as 
firearm  deaths  resulting  from  war  (E991)  or 
explosion  (E921)  — were  included  in  an  “oth- 
er causes”  category. 
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The  lay  press  has  paid  increasing  at- 
tention, much  of  it  negative  and  dis- 
torted, to  the  use  of  stimulants  for 
treatment  of  attention  deficit  hyper- 
activity disorder  (ADHD).  Examina- 
tion of  the  points  in  the  antistimulant 
arguments  finds  no  support  for  any 
of  them  in  the  scientific  literature. 
Physicians  should  not  feel  defensive 
about  using  stimulants  for  treatment 
when  proper  indications  are  present. 
This  article  will  assist  the  primary 
care  practitioner  in  answering  par- 
ents' questions  on  these  issues. 
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A reply  to  critics  of  using  stimulants  to  treat 
attention  deficit  hyperactivity  disorder 

Steven  R.  Pliszka,  MD 


Over  the  last  year,  numerous 
articles  and  television  pro- 
grams in  the  lay  media  have 
been  highly  critical  of  the  uses  of 
stimulants  for  treatment  of  children 
with  attention  deficit  hyperactivity 
disorder  (ADHD).  Members  of  ob- 
scure groups  have  picketed  national 
meetings  of  the  American  Psychi- 
atric Association,  the  American 
Academy  of  Child  and  Adolescent 
Psychiatry,  and  other  medical  orga- 
nizations. In  most  television  shows, 
the  views  of  the  opponents  of  treat- 
ment by  stimulants  are  given  a full 
airing,  often  in  sensational  terms, 
while  the  views  of  responsible  au- 
thorities in  the  field  are  either  not 
presented  or  dismissed.  When  ex- 
perts do  appear,  they  are  often  made 
to  look  “the  bad  guy”  or  are  manip- 
ulated into  saying  what  they  do  not 
mean.  The  tendency  of  the  press  to 
focus  on  “sound  bites”  is  a new  ex- 
perience for  physicians,  who  by 
training  shy  away  from  absolute 
statements  and  prefer  to  elaborate 
their  views.  Suppose  an  interviewer 
asks,  “Doctor,  aren’t  stimulants 
overprescrihed.^”  Most  physicians, 
rather  than  simply  saying,  “no,” 
may  reply,  “In  some  cases  this  may 
occur,  and  the  physician  must  con- 
sider many  factors  . . . On  the 
evening  news,  all  that  is  reported  is 
that  the  doctor  said  stimulants  are 
overprescribed.  On  many  of  these 
shows,  parents  who  claim  their  chil- 
dren have  been  damaged  by  treat- 
ment by  stimulants,  or  that  their 
child  is  being  “forced”  to  take  stim- 
ulants are  treated  as  though  their 
claims  are  factual  when  there  is  no 
documentation  that  the  events  they 
describe  ever  took  place. 

Such  misleading  publicity  worries 
primary  care  practitioners  who  treat 
the  majority  of  children  with 


ADHD.  These  reports  increase  the 
anxiety  level  of  parents,  who  may 
bring  these  issues  up  before  agreeing 
to  treatment.  Some  parents  may  stop 
treatment  with  stimulants  altogether, 
leading  to  serious  problems  for  their 
child.  Physicians  must  have  the  facts 
regarding  these  issues.  Fortunately, 
the  data  refutes  the  claims  of  stimu- 
lant opponents,  point  by  point. 

ADHD  is  simply  a “label” 
dreamed  up  by  psychiatrists  to 
describe  otherwise  normal 
children. 

This  statement  is  the  easiest  to  con- 
front, and  physicians  stand  on  firm 
scientific  ground  in  doing  so.  ADHD 
is  the  most  researched  mental  disor- 
der of  childhood  in  history,  and  the 
idea  that  ADHD  is  merely  a “label” 
has  been  put  to  rest  by  a series  of 
important  studies  reviewed  by 
Barkley  (1)  and  Douglas  and  Peters 
(2).  In  all  these  studies,  children  in 
whom  ADHD  (or  its  earlier  equiva- 
lent, ADD)  was  diagnosed  were 
compared  to  control  children  on  a 
wide  variety  of  measures.  Barkley 
(1)  focused  on  social  behavior;  he 
and  his  colleagues  performed  nu- 
merous studies  in  which  children 
with  ADHD  and  controls  interacted 
with  their  parents  in  both  free  play 
and  task-oriented  situations.  Ob- 
servers blind  to  the  type  of  child  in- 
volved rated  behaviors  such  as  activ- 
ity level,  compliance  to  commands, 
and  task  completion.  These  studies 
showed  clearly  that  children  with 
ADHD  differ  from  their  normal 
peers:  they  comply  less  often  to 
parental  commands,  they  stick  to  a 
task  for  a shorter  period  of  time, 
and  they  complete  less  academic 
work.  Whalen  et  al  (3)  found  similar 
results  in  studies  of  peer  interactions 
of  children  with  ADHD. 
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Douglas  and  Peters  (2)  have  ex- 
amined the  attention  and  impulse 
control  capacity  of  children  with 
ADHD  relative  to  that  of  controls 
on  a wide  variety  of  standardized 
measures  of  cognition.  These  data 
are  now  voluminous,  and  show  con- 
sistently that  children  with  ADHD 
have  difficulty  sustaining  attention 
and  with  inhibitory  control. 

People  who  complain  that  the  Di- 
agnostic and  Statistical  Manual 
(DSM)  of  the  American  Psychiatric 
Association  describes  behavior  typi- 
cal of  “any  child”  forget  that  the  cri- 
teria applies  to  developmentally  ex- 
cessive levels  of  those  behaviors. 
Those  who  say  ADHD  does  not  exist 
must  explain  how  observers  in  hun- 
dreds of  studies  who  did  not  know 
the  child’s  diagnosis  still  detected  the 
behaviors  of  inattention,  impulsivity, 
and  hyperactivity.  These  behaviors 
do  exist,  and  they  cause  the  child 
difficulty  at  home  and  at  school. 

ADHD  is  a “label”  to  apply 
to  behavior  that  is  caused  by 
poor  parenting  or  teacher 
inadequacy. 

This  is  the  fallback  position  of  the 
critics  of  stimulants  when  the  above 
argument  fails.  In  this  case,  they  ar- 
gue that  the  child  does  indeed  have  a 
problem,  but  it  is  not  the  child’s 
problem.  They  either  blame  the  par- 
ents, who  are  supposedly  not  disci- 
plining the  child  or  not  giving  him 
enough  affection,  or  they  blame  the 
school.  They  argue  that  the  school  is 
discriminating  against  the  child  be- 
cause he  is  “different.”  In  the  large 
literature  devoted  to  ADHD,  no  evi- 
dence has  ever  emerged  that  ADHD 
results  from  bad  parenting  or  teach- 
ing. Let  us  assume,  for  the  sake  of 
argument,  that  many  children  with 
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ADHD  come  simply  from  bad  fami- 
lies. If  this  were  the  case,  we  would 
expect  that  only  ADHD  children 
from  intact,  well-organized  families 
with  good  discipline  would  be  the 
ones  who  would  respond  to  stimu- 
lants. Those  from  “bad”  families 
should  not  respond,  because  presum- 
ably nothing  is  organically  wrong 
with  these  children.  Taylor  et  al  (4), 
however,  found  that  sociodemo- 
graphic and  family  stress  variables 
had  no  effect  on  response  to  the 
stimulants.  A child  with  ADHD  who 
came  from  a “poor”  family  respond- 
ed just  as  well  as  one  from  a “good” 
family.  Thus  the  critics  of  treatment 
with  stimulants  must  explain  how,  if 
ADHD  results  from  a bad  environ- 
ment, a medication  improves  the 
child’s  behavior.  Since  the  above 
study  was  double-blind,  parental 
bias  could  not  have  been  a factor. 

Treatment  with  stimulants  has 
“dangerous”  side  effects  and 
turns  kids  into  “zombies.” 

Because  of  the  large  numbers  of 
studies  showing  stimulants  to  be 
highly  effective  in  treating  ADHD, 
the  critics  focus  on  the  issue  of  side 
effects,  and  disaffected  parents  claim 
that  their  child  suffered  gravely  be- 
cause of  the  medication.  As  was 
pointed  out  earlier,  most  of  these 
claims  in  the  media  are  undocu- 
mented. Since  1938,  29  studies,  re- 
viewed by  Barkley  (5),  have  exam- 
ined the  issue  of  side  effects.  Mild 
side  effects  of  insomnia,  decreased 
appetite  and  weight  loss,  irritability, 
and  headache  are  most  commonly 
reported;  they  resolve  when  the 
medication  is  discontinued  in  almost 
all  cases.  Only  a handful  of  serious 
side  effects  have  been  reported  — 
most  notably,  10  cases  of  induced 
psychosis  in  29  studies  involving 
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more  than  1200  children.  These 
children  may  have  been  predisposed 
to  psychosis,  as  reports  of  psychosis 
in  routine  clinical  practice  are  ex- 
tremely rare. 

Parents  who  claim  “psychotic  re- 
actions” in  their  children  often  de- 
scribe symptoms  that  do  not  meet 
the  criteria  for  psychosis.  Often  their 
description  of  the  behavior  has  a 
highly  hysterical  component.  In  one 
case,  a parent  claimed  the  medicine 
made  her  child’s  little  finger  vibrate 
for  hours,  with  no  other  changes 
noted.  Another  parent  claimed  his 
child  was  a “zombie”  on  the  medi- 
cation, but  could  not  specify  what 
the  child  was  actually  doing.  Exami- 
nation showed  no  objective  findings 
in  mental  status.  Some  parents  have 
claimed  reduction  in  growth  or 
weight  when  it  is  obvious  that  the 
child  has  grown.  In  my  clinical  expe- 
rience at  a center  for  the  treatment 
of  ADHD,  complaints  such  as  these 
occur  less  than  1%  of  the  time.  As 
with  any  medication,  stimulants  will 
produce  adverse  effects  in  small 
numbers  of  patients,  but  treatment 
with  stimulants  has  an  impressive 
record  of  safety.  Long-term  studies 
have  shown  no  predilection  of  stim- 
ulant-treated children  to  drug  abuse 
later  in  life  (6). 

Stimulant  medications  “stunt” 
growth. 

No  issue  has  been  manipulated  more 
emotionally  than  this  one,  and  even 
many  physicians  have  serious  mis- 
conceptions about  the  effects  of 
stimulants  on  growth.  Fears  of  re- 
duced growth  (especially  with  the 
use  of  the  emotional  word  “stunt- 
ed,” which  brings  to  mind  images  of 
dwarfs  or  midgets)  is  probably  one 
of  the  more  common  reasons  parents 
refuse  treatment  with  stimulants. 
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In  a review  of  the  studies  examin- 
ing the  effects  of  stimulants  on 
growth,  Gittleman-Klein  et  al  (7) 
found  three  studies  showing  minor  re- 
ductions in  growth,  while  five  studies 
showed  no  effect  at  all  of  stimulants 
on  growth.  Gittleman-Klein  et  al  (7) 
further  examined  this  issue  by  com- 
paring children  with  ADHD  who 
took  their  stimulants  during  the  sum- 
mer to  subjects  who  had  drug  holi- 
days. Subjects  who  took  medication 
for  two  consecutive  summers  grew  an 
average  1.5  cm  (about  half  an  inch) 
less  than  those  who  had  a drug  holi- 
day. In  a followup  of  these  subjects  in 
young  adulthood  (8),  all  the  subjects 
had  regained  their  expected  height 
and  no  difference  was  found  between 
the  two  groups.  All  the  subjects  with 
ADHD  were  at  the  norms  for  height 
and  weight.  Thus,  we  have  no  evi- 
dence that  stimulant  treatment 
“stunts”  growth;  furthermore,  these 
studies  suggest  that  parents  and  physi- 
cians need  not  automatically  discon- 
tinue the  medication  in  the  summer. 

Stimulant  medications  are 
being  used  “excessively.” 

In  San  Antonio,  local  school  districts 
have  reported  that  about  1.5%  to 
2%  of  scbool-age  children  are  tak- 
ing medication,  a figure  similar  to 
that  reported  nationally.  Recent  epi- 
demiological studies  (9)  have  placed 
the  prevalence  of  ADHD  at  about 
8%  of  boys  and  3%  of  girls.  Thus,  a 
strong  argument  can  be  made  that 
ADHD,  far  from  being  overmedicat- 
ed, is  underidentified  and  under- 
treated in  our  society. 


Behavior  problems  of  ADHD 
can  and  should  be  treated  by 
“other”  methods.  Medication 
simply  “covers  up”  the 
problems.  Diet  is  the 
appropriate  treatment. 

It  is  often  argued  that  until  the  ther- 
apist gets  “to  the  root”  of  the  “real” 
problem,  the  child  cannot  be  helped 
in  any  fundamental  way.  Over  the 
years,  people  have  devised  numerous 
types  of  psychotherapy  to  try  to 
change  the  child  with  ADHD  with- 
out medication.  These  include  modi- 
fying behavior,  training  parents,  and 
what  is  called  “cognitive  therapy.” 
The  latter  attempts  to  teach  the 
child  specific  skills  such  as  concen- 
trating and  thinking  through  solu- 
tions and  not  responding  impulsive- 
ly. A review  of  all  these  therapies 
(10)  showed  none  of  them  to  be  as 
effective  as  medication. 

The  child  with  ADHD  can  be 
helped  by  a consistent,  structured 
environment,  but  there  is  no  way  to 
“teach”  him  how  not  to  be  inatten- 
tive or  impulsive.  Sugar  and  food 
additives,  as  well  as  various  aller- 
gies, have  been  blamed  for  ADHD 
for  many  years,  and  many  parents 
have  tried  dietary  manipulations  to 
control  their  children’s  problems. 
Extensive  studies  of  both  sugar  (11) 
and  food  additives  (12)  have  shown 
that  these  substances  have  no  effect 
on  behavior  and  eliminating  them 
from  the  diet  is  not  therapeutic. 

This  is  a “civil  rights”  issue  — 
no  child  should  be  “forced”  to 
take  medication. 

This  argument  ignores  or  does  not 
dispute  the  effectiveness  of  the 
medication,  but  invokes  instead  a 
dogmatic  statement  about  the  child’s 


rights.  First  of  all,  most  children  with 
ADHD  do  not  object  to  taking  medi- 
cation, and  most  readily  acknowl- 
edge its  helpful  effects,  not  only  in 
school  but  in  their  activities  with 
peers.  Children  who  state  they  do  not 
want  to  take  the  medication  are  rare, 
and  often  they  are  reflecting  the  par- 
ent's wishes  that  they  not  take  medi- 
cation. It  is  curious  that  some  people 
define  as  a “right”  the  denial  of  an 
effective  medical  treatment  to  a child. 
Much  is  made  of  the  issue  that  the 
schools  supposedly  “force”  children 
to  take  medication  — but  the  fact  is 
that  our  society  has  an  interest  in  see- 
ing that  children  receive  appropriate 
medical  care.  We  do  not  allow  chil- 
dren with  head  lice  or  tuberculosis  to 
attend  school  untreated,  and  we  re- 
quire all  children  to  be  immunized. 

Those  who  embrace  the  antistimu- 
lant movement  have  much  in  common 
with  the  extremists  in  the  animal 
rights  movement.  In  both  cases,  peo- 
ple who  simply  distrust  modern  tech- 
nology in  an  almost  paranoid  fashion 
seek  to  impose  their  viewpoints  re- 
gardless of  the  facts.  The  antistimu- 
lant movement  manipulates  parents 
who  cannot  accept  that  their  children 
have  a problem.  Many  of  these  par- 
ents derive  gratification  from  their 
“victim  status.”  The  publicity  that 
now  attends  appearances  on  talk 
shows  leads  them  to  greater  distortion 
of  the  facts.  This  type  of  “media  ter- 
rorism” should  neither  influence 
physicians  to  abandon  an  effective 
treatment  nor  lead  them  to  be  apolo- 
getic or  hesitant  about  defending  it. 
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Disseminated  histoplasmosis  is  a 
rare  and  potentially  fatal  disease 
caused  by  the  dimorphic  soil  fungus 
Histoplasma  capsulatum.  We  de- 
scribe a 67-year-old  man  with  dia- 
betes who  presented  with  a 6-month 
history  of  fever,  weight  loss,  and 
mental  deterioration;  using  comput- 
ed tomography  (CT),  we  found  hep- 
atosplenomegaly  and  bilateral 
adrenal  masses.  CT-directed  adrenal 
biopsy  showed  yeast  forms  consis- 
tent with  H capsulatum.  Therapy 
with  ketoconazole  was  accompa- 
nied by  adrenal  insufficiency  (treat- 
ed successfully  with  prednisone  and 
fludrocortisone)  and  produced  an 
excellent  therapeutic  response.  We 
address  the  differential  diagnosis  of 
bilateral  adrenal  enlargement,  and 
we  discuss  the  clinical  features,  di- 
agnosis, and  treatment  of  dissemi- 
nated histoplasmosis,  a disease  that 
includes  parts  of  the  Southwestern 
United  States  in  its  endemic  region. 
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Histoplasma  capsulatum  is  es- 
timated to  infect  annually 
as  many  as  500,000  people 
who  live  in  endemic  regions  of  the 
Southeast,  South  Central,  and 
Southwestern  United  States.  This  in- 
fection is  usually  asymptomatic  and 
nonprogressive.  In  disseminated  dis- 
ease, the  organism  has  particular 
predilection  for  the  adrenal  cortex, 
causing  bilateral  adrenal  enlarge- 
ment in  as  many  as  79%  of  infected 
individuals  (1)  and  adrenal  insuf- 
hciency  in  approximately  40%  of 
these  (2).  The  organism  is  an  un- 
common cause  of  fever  of  undeter- 
mined origin  (3)  except  in  immuno- 
suppressed  patients  receiving 
corticosteroid  therapy.  Histoplasmo- 
sis should  be  considered  in  the  dif- 
ferential diagnosis  of  bilateral 
adrenal  enlargement  with  or  without 
adrenal  cortical  hypofunction. 

Absolute  conhrmation  of  dissem- 
inated histoplasmosis  (DH)  may  be 
obtained  antemortem  only  by  cul- 
ture or  biopsy  of  involved  material. 
We  report  the  accurate  diagnosis  of 
DH  by  computed  tomography  (CT)- 
directed  needle  biopsy  of  an  en- 
larged adrenal  gland  in  an  elderly 
man  with  diabetes  who  presented 
with  6 months  of  fever,  weight  loss, 
and  fatigue,  and  who  showed  no 
biochemical  evidence  of  hypocorti- 
cism.  Adrenal  function,  initially  pre- 
served, became  deficient  during 
treatment  with  ketoconazole,  and 
antifungal  therapy  resulted  in  dra- 
matic clinical  improvement. 

Case  report 

A 67-year-old  diabetic  man  from 
Johnson  County,  Texas,  presented  in 
June  1989  with  a 6-month  history  of 
18-kg  weight  loss,  anorexia,  nausea, 
fatigue,  low-grade  fever,  unsteady 
gait,  and  intermittent  confusion.  He 


denied  hyperpigmentation,  ortho- 
static dizziness,  or  oral  ulcerations. 
For  15  years,  he  had  had  non-in- 
sulin-dependent  diabetes  mellitus, 
which  was  being  treated  currently 
with  glyburide.  His  family  had 
raised  pigeons  when  he  was  younger, 
and  he  had  never  traveled  outside 
the  Southwestern  United  States. 

When  examined,  the  patient  ap- 
peared chronically  ill  and  cachectic 
with  a temperature  of  38.8°C,  supine 
blood  pressure  of  112/70  mm  Hg, 
pulse  rate  of  88  beats/min,  and  no  or- 
thostatic changes.  He  was  fully  orient- 
ed without  meningeal  signs  but  was 
unable  to  tandem  walk  and  had  im- 
paired immediate  recall.  Skin  was  un- 
remarkable for  hyperpigmentation,  vi- 
tiligo, subcutaneous  nodules,  or 
petechiae.  Liver  span  was  15  cm  in  the 
right  midclavicular  line  without  palpa- 
ble splenomegaly  or  lymphadenopathy. 

Laboratory  evaluation  showed  a 
mild  normochromic  normocytic  ane- 
mia (hemoglobin  11.5  g/dL)  with 
normal  white  blood  cell  and  platelet 
counts.  The  erythrocyte  sedimenta- 
tion rate  was  elevated  at  44  mm/hr. 
Urinalysis  showed  trace  proteinuria. 
Moderate  azotemia  was  present 
(blood  urea  nitrogen  [BUN]  13.2 
mmol/L  [normal  < 9.2];  serum  creati- 
nine was  247  |imol/L  [normal  < 
125]).  Electrolytes  were  normal  as 
were  8 AM  serum  cortisol  (552 
nmol/L  [normal  165-607])  and  uri- 
nary cortisol  (105  nmol/d  [normal 
55-248]).  Serum  T-glutamyl  trans- 
peptidase and  alkaline  phosphatase 
levels  were  253  U/L  (normal  0-65) 
and  412  U/L  (normal  30-115),  re- 
spectively. Cerebrospinal  fluid  (CSF) 
contained  no  cells;  CSF  protein  was 
0.68  g/L  (normal  0.15-0.60)  with 
normoglycorrhachia.  Blood,  urine, 
and  sputum  cultures  were  negative. 
Histoplasma  complement-fixation 
titers  were  negative. 
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Roentgenographic  studies  includ- 
ed a normal  roentgenogram  of  the 
chest,  intravenous  pyelography,  and 
CT  and  magnetic  resonance  imaging 
of  the  head.  Abdominal  CT,  howev- 
er, showed  hepatosplenomegaly  with 
bilateral  adrenal  masses  (irregular 
contours,  no  calcifications;  right  6 cm 
and  left  4 cm  diameter,  respectively 
[Fig  1]).  Nondiagnostic  tissue  sam- 
pling included  biopsy  of  thickened 
gastric  folds  noted  at  upper  en- 
doscopy, bone  marrow  biopsy  and 
aspiration,  and  needle  biopsy  of  the 
liver.  The  patient  was  admitted  to 
Scott  and  White  Memorial  Hospital. 
CT-directed  adrenal  biopsy  with  a 
16.5-gauge  Lee  needle  yielded  a 
large  amount  of  necrotic  debris  con- 
taining numerous  round-to-oval 
yeast  organisms  confirmed  by  Go- 
mori’s  methenamine  silver  stain  as 
consistent  with  H capsulatum. 

The  patient  was  a poor  candidate 
for  therapy  with  amphotericin  B 
therapy  because  of  his  renal 
insufficiency;  he  was  pretreated  with 
prednisone,  7.5  mg  per  day,  and  then 
given  ketoconazole  orally,  400  mg 
per  day.  The  day  after  receiving  the 
first  dose  of  400  mg,  he  developed 
orthostatic  hypotension,  mild  hy- 
ponatremia (serum  sodium,  127 
mmol/L)  and  hyperkalemia  (serum 
potassium,  5.4  mmol/L),  all  of  which 
resolved  after  fludrocortisone 
(Florinef®  0.1  mg  per  day)  was 
added.  After  2 months,  he  showed 


dramatic  clinical  improvement  with 
resolution  of  fever,  5-kg  weight  gain, 
return  of  short-term  memory,  nor- 
malization of  hepatic  enzymes,  and 
fall  of  BUN  and  serum  creatinine 
levels  (to  11.1  mmol/L  and  159 
|imol/L,  respectively). 

Discussion 

This  case  demonstrates  many  of  the 
previously  described  clinical  charac- 
teristics of  DH  (2,4,5):  fever  (25%  to 
90%),  weight  loss  (60%),  hep- 
atomegaly (60%),  splenomegaly 
(17%),  anemia,  mental  status  alter- 
ations, and  adrenal  insufficiency 
(22%).  Other  features  including 
leukopenia,  thrombocytopenia,  mu- 
cocutaneous ulcerations,  endocardi- 
tis, and  intestinal  ulcerations  were 
absent.  Serologic  tests  (complement 
fixation  or  immunodiffusion)  for 
Histoplasma  may  be  falsely  negative 
in  34%  of  patients  with  DH  (6,7) 
and  tissue  stains  are  frequently  nega- 
tive (54%)  (7).  Bone  marrow  culture 
is  the  diagnostic  procedure  of  choice 
(8).  Fine-needle  aspiration  biopsy  of 
the  adrenals,  however,  has  emerged 
as  a safe,  accurate,  and  inexpensive 
diagnostic  procedure  (9-11).  Renal 
insufficiency,  unreported  in  one  series 
of  84  patients  (4),  occurred  in  our 
patient  and  improved  substantially 
after  antifungal  treatment.  Para- 
sitized macrophages  have  been  iden- 
tified in  the  glomerular,  capillary,  and 
cortical-medullary  interstitium  of  pa- 


Texas Medicine  /The  Journal  Volume  87  No.  4 April  1991 


1.  Computerized  tomographic  location  of  bilat- 
eral adrenal  masses  (arrows)  ideally  situated  for 
percutaneous  biopsy  from  posterior  approach. 


tients  with  DH  (2,4)  and  may  ac- 
count for  this  clinical  observation. 

DH  is  a rare  manifestation  in 
persons  exposed  to  H capsulatum. 
In  a 1964  epidemic  in  Iowa,  only 
one  patient  was  reported  with  dis- 
seminated disease  among  the  6,000 
infected  individuals  (12).  Wheat  et 
al  (13)  estimated  an  incidence  of 
1:100,000  to  1:500,000  infected 
people  per  year  based  on  an  epidem- 
ic in  Indianapolis  in  1979.  The  dis- 
tribution of  reactive  histoplasmin 
skin  tests  includes  the  United  States 
Southwest  in  addition  to  the  more 
familiar  Mississippi-Ohio  River 
Basin  region  (7). 

The  finding  of  bilateral  adrenal 
enlargement  served  as  a valuable 
clue  to  the  diagnosis  and  this  finding 
ultimately  facilitated  tissue  con- 
firmation of  DH  in  oar  patient.  The 
differential  diagnosis  of  bilateral 
adrenal  masses  (14-16)  includes 
lymphoma,  metastatic  neoplasm 
(most  often  of  pulmonary  origin), 
tuberculosis  (accompanied  typically 
by  adrenal  calcification  |15|),  fungal 
disease  (including  histoplasmosis, 
blastomycosis,  and  coccidoidomyco- 
sis),  adrenal  hemorrhage,  amyloido- 
sis, and  adrenocortical  hyperplasia; 
rarely,  this  differential  diagnosis  in- 
cludes bilateral  pheochromocytoma, 
adrenal  carcinoma,  neuroblastomas 
in  children,  and  hemochromatosis. 
The  presence  of  calcium  within  an 
enlarged  adrenal  gland  is  nonspecific 
and  does  not  necessarily  indicate 
malignancy.  Peripheral  calcification 
is,  however,  characteristic  of 
calcified  adrenal  cysts  (15). 

CT-directed  needle  biopsy  has 
been  described  as  a safe,  well-tolerat- 
ed, and  inexpensive  diagnostic  pro- 
cedure with  a yield  of  approximately 
90%  for  adrenal  masses  greater  than 
1.5  cm  in  diameter  (9).  This  proce- 
dure obviates  costly  and  hazardous 
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open-surgical  biopsy.  Complications 
such  as  infection,  hemorrhage,  and 
pneumothorax  are  rare.  To  our 
knowledge,  at  least  three  previous 
reports  have  described  diagnosis  of 
DH  by  CT-directed  needle  biopsy  of 
adrenal  tissue  (9-11).  A high  index 
of  clinical  suspicion  in  our  patient 
led  to  biopsy,  which  demonstrated 
the  pathognomonic  features  of  DH: 
large  numbers  of  yeast  forms  within 
macrophages  and  an  accompanying 
blunted  inflammatory  response. 

Adrenal  insufficiency  did  not  de- 
velop in  our  patient  until  therapy 
with  ketoconazole  was  begun.  This 
may  be  coincidental  as  Dismukes  et  al 
(8)  describe  adrenocortical  insuf- 
ficiency only  after  prolonged  therapy 
with  ketoconazole.  The  inhibitory  ef- 
fects of  ketoconazole  on  several  of 
the  enzymes  in  steroid  biosynthesis 
has  been  exploited  clinically  in  the 
treatment  of  hypercortisolemic  states 
(17).  Stimulatory  Cortrosyn®  testing 
should  be  considered  in  evaluating 
DH  with  adrenal  involvement  to  de- 
termine the  state  of  adrenal  function 
at  the  time  of  diagnosis  or  prior  to 
treatment  with  amphotericin  B.  Al- 
though the  incidence  of  overt  adrenal 
insufficiency  has  varied  when  persons 
with  DH  are  first  seen,  it  is  clear  that 
adrenal  cortical  hypofunction  may 
not  appear  until  years  after  the  initial 
diagnosis  (18). 

The  drug  of  choice  for  DH  is 
parenteral  amphotericin  B in  a total 
dose  of  35-40  mg/kg  body  weight 
(2,6).  Given  its  side  effects  and  our 
patient’s  baseline  azotemia,  we  elect- 
ed to  use  oral  ketoconazole,  which 
has  been  effective  for  disseminated 
histoplasmosis  in  non-AIDS  patients 
(6).  Its  profile  of  side  effects  is  more 
favorable  and  includes  nausea,  rare 
hepatotoxicity,  and  steroid/androgen 
biosynthesis  inhibition.  Our  patient 
had  a dramatic  improvement  with  a 


dosage  of  400  mg  per  day,  and  we 
plan  to  continue  the  ketoconazole 
for  a total  of  9 to  12  months. 

Our  patient’s  clinical  presentation 
and  course  illustrate  several  impor- 
tant points:  (1)  antemortem  diagnosis 
of  DH  is  clinically  challenging  and 
common  diagnostic  measures  may  be 
unreliable  and  fallible;  (2)  clinical  di- 
agnosis of  DH  may  be  facilitated  by 
detection  of  bilateral  adrenal  enlarge- 
ment; (3)  confirmation  of  DH  rests 
upon  culture  or  biopsy  of  infected 
tissue;  (4)  CT-directed  adrenal  biopsy 
is  an  accurate  means  of  diagnosis 
with  a low-risk  profile;  and  (5)  final- 
ly, DH  can  be  contracted  in  the 
Southwestern  United  States  as  well  as 
in  the  more  commonly  recognized  re- 
gions of  endemic  disease  (the  Missis- 
sippi-Ohio  River  Valley). 
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Central  Texas,  considered  represen- 
tative of  the  state,  has  experienced 
closure  of  many  of  its  rural  hospitals 
and  the  loss  of  many  practicing 
physicians  hi  rural  areas.  The  rea- 
sons for  these  losses  are  complex. 
One  important  reason  is  that  rural 
hospitals  and  physicians  do  not 
compete  successfully  against  urban 
hospitals  and  their  specialty  staffs. 
We  suggest  that  rural  practice  areas 
can  he  made  attractive  to  physicians 
and  that  rural  communities  can  be 
provided  access  to  health  care 
through  a system  of  regionalization. 
Rural  and  urban  physicians  can  col- 
laborate in  providing  health  care  by 
using  rural  health  clinics  and  small 
hospitals  centered  on  urban  referral 
hospitals  that  serve  as  the  hub  for 
each  system. 


Dr  Bernstein,  former 
Commissioner  of 
Health,  and  Dr  Webb, 

Director,  Public  Health 
Region  1,  Texas  De- 
partment of  Health. 

Send  reprint  requests 
to  Dr  Webb,  Texas 
Department  of  Health, 

Public  Health  Region 
1,  2408  South  37th  St, 

Temple,  TX  76504- 
7168. 

Texas  Medicine  /The  Journal  Volume  87 


Central  Texas,  seen  as  the  30- 
county  area  served  by  the 
Texas  Department  of  Health’s 
Region  1,  consists  of  22  rural  coun- 
ties (e.xcluded  are  the  eight  counties 
that  have  large  urban  areas  — 
Coryell,  Washington,  Travis,  Hays, 
Williamson,  Bell,  McLennan,  and 
Brazos).  In  these  22  rural  counties, 
15  of  the  33  hospitals  that  were  op- 
erating 7 years  ago  have  closed;  of 
these  15  hospitals,  3 have  been  able 
to  reopen,  at  least  temporarily. 
Many  of  the  21  hospitals  open  at 
this  time  are  in  danger  of  closing;  all 
are  experiencing  serious  financial 
difficulty,  which  has  necessitated  al- 
teration of  the  services  offered.  Com- 
munities that  lose  their  hospitals  lose 
an  asset  upon  which  physicians  de- 
pend — physicians  who  lose  the  ca- 
pacity to  hospitalize  patients  near  to 
their  offices  must  revise  the  way  they 
practice.  When  there  are  not  enough 
physicians  to  admit  patients,  hospi- 
tals have  difficulty  keeping  their 
doors  open. 

From  a public  health  perspective, 
the  foundation  upon  which  our  ru- 
ral, nurse-based  programs  can  deliv- 
er our  services  is  the  support  provid- 
ed by  physicians  who  practice  in 
rural  communities.  The  economic 
crisis  in  rural  health  care  relates  to 
the  large  and  increasing  proportion 
of  rural  Texans  whose  health  care  is 
supported  by  Medicare  and  Medi- 
caid and  the  unrealistically  low  fed- 
eral payment  provided  in  rural  areas 
(as  compared  with  urban  areas).  We 
also  have  increasing  numbers  of 
“working  poor”  rural  people  who 
do  not  qualify  for  public  assistance 
but  cannot  afford  health  care.  Physi- 
cians are  being  driven  away  from  ru- 
ral practices  because  of  numerous 
reasons,  but  low  income  must  be 
viewed  as  an  important  one.  Al- 
though some  established  physicians 

No.  4 April  1991 


are  able  to  keep  their  practices  open 
after  their  rural  hospital  closes, 
younger  physicians  are  not  likely  to 
come  to  rural  communities  that  have 
no  hospital.  In  our  experience,  very 
few  of  those  physicians  who  have  at- 
tempted to  establish  themselves  in 
rural  towns  in  which  the  hospital  re- 
mains in  business  have  remained 
longer  than  a year  or  two. 

The  system  has  broken  down 

Rural  hospitals  cannot  admit  enough 
patients  to  support  an  adequate  nurs- 
ing staff,  much  less  the  many  special- 
ty services  (eg,  respiration  therapy 
and  physical  therapy)  required  for  an 
acceptable  level  of  medical  care.  The 
technologically  advanced  diagnostic 
innovations  of  recent  decades,  espe- 
cially those  in  imaging  and  laborato- 
ry services,  are  affordable  only  in  the 
economy  of  scale  offered  by  large  ur- 
ban medical  centers.  The  limitation 
of  available  services  causes  patients 
to  seek  admission  elsewhere.  This  is 
truly  a vicious  cycle. 

Until  this  broken-down  “system” 
is  replaced  by  a system  that  works, 
many  rural  people  — seniors,  chil- 
dren, workers,  and  especially  preg- 
nant women  and  newborns  — will 
have  no  access  to  competent  medical 
care.  Until  we  organize  efforts  to 
work  with  providers  of  private 
health  care  in  forming  a new  system, 
Texas  will  persist  in  its  progressive 
medical  abandonment  of  the  rural 
20%  of  its  people. 

Components  of  regionalization 

We  have  come  to  believe  that  an  effec- 
tive new  system  will  depend  on  what 
some  experts  call  “regionalization.” 
In  our  view,  regionalization  combines 
the  following  five  components:  urban 
medical  centers,  outlying  facilities. 
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emergency  medical  services,  physi- 
cians, and  competent  administration. 

Urban  medical  centers  would  not 
only  serve  as  the  hub  of  each  “re- 
gional” system,  providing  highly 
technical  diagnostic  and  therapeutic 
services,  but  would  be  the  home 
base  of  specialists  and  subspecialists. 
Such  medical  staff  members  and  spe- 
cialty therapists  could  in  many  cases 
visit  outlying  facilities,  as  may  be 
practical  and  medically  appropriate. 

Outlying  facilities  needed  would 
be  smaller  hospitals  and  rural  health 
clinics.  Some  of  our  current  rural  hos- 
pitals will  continue  to  serve  their 
communities.  Their  location  and  sur- 
vival would  depend  on  the  presence 
of  a served  population  large  enough 
to  maintain  a modest  inpatient  census 
and  to  sustain  a small  hospital  staff. 
These  hospitals  would  depend  also  on 
that  population  having  confidence  in 
the  local  facility  and  its  staff.  The 
public  needs  to  be  educated  as  to 
what  constitutes  adequate  and  appro- 
priate care  in  each  community. 

As  for  rural  health  clinics,  under 
the  provisions  of  PL  95-210,  the  Ru- 
ral Health  Clinic  Services  Act,  in- 
creased Medicare  and  Medicaid  re- 
muneration is  available  to  sustain 
rural  clinics  that  qualify  by  meeting 
specified  operational  guidelines  and 
by  offering  basic  diagnostic  and 
therapeutic  services.  Such  clinics 
may  include  any  and  every  service 
appropriate  to,  and  supportable  by, 
the  population  served.  The  rural 
health  clinic  should  offer  the  capaci- 
ty to  stabilize  patients  in  emergen- 
cies and  to  prepare  them  for  transfer 
to  the  urban  referral  facility.  Limited 
overnight  observation  and,  in  some 
localities,  birthing  facilities  could  be 
included,  among  the  many  options. 

Emergency  medical  sendees  would 
be  coordinated  and  directed  from  the 
referral  facility.  Through  electronic 


communication,  these  services  would 
provide  appropriate  medical  manage- 
ment of  emergency  patients  as  well  as 
movement  of  patients  to  appropriate- 
ly staffed  facilities. 

Physicians  must  be  recruited  to 
serve  rural  areas.  There  are  physi- 
cians who  would  choose  to  achieve 
professional  satisfaction  and  fulfill- 
ment in  a rural  practice  setting!  We 
believe  that  competent  young  physi- 
cians can  be  recruited  and  main- 
tained in  rural  settings  if  they  are 
provided  the  following  incentives: 

•The  opportunity  to  use  their 
talents  and  the  skills  learned  in 
residency  training. 

•A  system  of  consultation  and 
professional  support  that  guar- 
antees against  their  being 
left  “holding  the  bag”  in  diffi- 
cult cases.  They  must  receive 
“feedback”  and  feel  that  their 
services  are  not  belittled  by  the 
specialty  staff  at  the  urban  re- 
ferral facility. 

• Assurance  that  their  patients  will 
be  well  served  by  adequate 
hospital  and  emergency  medical 
services  with  which  the  physician 
is  firmly  associated.  Referral  to 
and  acceptance  by  the  referral 
facility  must  be  unrelated  to 
payment  category.  Each  rural 
physician’s  role  in  the  system 
must  be  preserved  and  nurtured. 

•Relief  must  be  provided.  A 
system  of  scheduled  time  “on” 
and  time  “off”  must  provide 
access  to  continuing  medical  ed- 
ucation and  opportunities  for 
professional  growth  in  addition 
to  days  of  rest. 

• Extenders.  Physicians  currently 
coming  from  Texas’  university 
medical  centers  have  been  pro- 
vided generally  with  experience 
that  tends  to  make  them  com- 
fortable with  circumstances  in 


which  their  skills  are  extended  by 
nurse  practitioners  and  physician’s 
assistants.  Incorporating  the  use 
of  these  midlevel  practitioners  is 
an  essential  part  of  the  provisions 
of  PL  95-210.  Pertinent  legislation 
in  the  71st  Texas  Legislature  has 
paved  the  way  for  midlevels  to 
participate  in  bringing  health  care 
to  rural  Texas. 

• Adequate  income. 

Administrative  competence  is  the 
final  component  of  regionalization. 
Urban  medical  centers,  with  hun- 
dreds of  beds  and  relatively  com- 
plete specialty  staffs,  frequently  have 
the  needed  administrative  strength 
to  make  regional  systems  work.  The 
complexities  of  present-day  adminis- 
tration of  medical  facilities,  the  hos- 
tile legal  climate,  and  financial 
stresses  on  hospitals  and  clinics 
amount  to  an  overwhelming  admin- 
istrative burden  for  small  facilities. 
We  believe  that  the  solution  to  the 
health  problems  of  rural  Texas  re- 
quires extending  the  expertise,  re- 
sources, and  economies  that  can  be 
provided  by  the  administrative  staffs 
of  large  centers  to  the  medical  facili- 
ties of  small  communities. 

The  case  for  regionalization 

Regionalization  of  health  care  facili- 
ties in  rural  Texas  should  be  seen 
not  as  ominous  but  as  part  of  an  ir- 
resistible evolution  of  medical  eco- 
nomics driven  by  the  progress  of 
technology  and  by  worldwide  eco- 
nomic change.  Small  rural  hospitals 
and  medical  practices  will  neither 
survive  as  they  were  nor  as  they  are. 
Governmental  stimulation  and  com- 
munity support  can  speed  successful 
transition.  We  note  that  without 
purposeful  intervention,  regionaliza- 
tion will,  predictably,  be  blocked  by 
the  rural  reverence  for  local  endeavor 
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and  individual  enterprise.  Some  re- 
sistance will  come  from  established 
rural  physicians  and  from  members 
of  hospital  boards  who  have  given 
much  of  themselves  to  “save”  their 
local  hospitals,  which  they  may  see 
as  part  of  the  way  medicine  ought  to 
be  practiced. 

Our  large  medical  centers  have 
the  capability  and  capacity  to  build 
regional  networks.  They  are  already 
in  the  business  of  training  health 
professionals  at  all  levels.  They  co- 
ordinate staffing  and  supply  the 
manpower  and  personnel  manage- 
ment for  large-scale  provision  of 
health  care.  Electronic  data  and 
billing  systems  are  in  place.  The 
many  written  procedural  guides  re- 
quired for  patient  care  are  in  daily 
use.  A full  array  of  medical  special- 
ties and  subspecialties  is  contribut- 
ing to  patient  care  and  case  manage- 
ment. Our  large  centers  already 
possess  the  advanced  and  expensive 
technological  equipment  needed  for 
accurate  diagnosis  and  for  successful 
management  of  patients. 

Can  Texas  solve  the  health  care 
problems  of  rural  Texans?  Medically 
underserved  residents  of  rural  Texas 
include  aged  individuals,  poor  individ- 
uals, and  members  of  ethnic  and  social 
minorities.  We  note  that  relatively 
affluent  rural  dwellers  are  among 
those  without  adequate  health  care 
services.  All  rural  Texans  living  in  an 
area  remote  from  adequate  providers 
would  benefit  from  an  efficient  region- 
alized health  care  system. 

Initial  public  interest  and  politi- 
cal support  for  improvements  in  the 
delivery  of  services  in  rural  areas 
will  not  be  great,  however.  Recent 
years  have  revealed  little  enthusiasm 
among  our  urban  majority  for  pro- 
posals to  solve  rural  (“someone 
else’s”)  problems.  Earlier  in  this  arti- 
I cle,  we  predicted  that  rural  physi- 
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cians  and  hospital  boards  now  in 
place  might  resist  change.  It  is  a sad 
truth  in  rural  politics  that  those 
most  in  need  are  too  estranged  from 
the  mainstream  of  politics,  too  scat- 
tered and  unorganized,  too  ignorant 
of  health  information,  and  too  pre- 
occupied with  other  more  pressing 
problems  to  exert  credible  political 
support  for  the  seeming  abstractions 
of  planning  for  health  services. 

Support  from  the  rural  middle 
class  may  be  difficult  to  mobilize  be- 
hind proposals  for  a system  of  re- 
gionalized health  care  facilities.  Like 
all  intelligent  Americans,  these  peo- 
ple are  wary  of  monopolies.  Also, 
some  rural  people  have  become  in- 
discriminately wary  of  all  rurally  sit- 
uated health  providers.  They  may 
view  these  hospitals  and  physicians 
as  having  been  unable  to  keep  up 
with  the  technologic  advances  of 
medical  care.  Such  people  have  re- 
signed themselves  to  the  inconve- 
niences and  expense  of  using  urban 
providers,  located  30,  50,  and  70  or 
more  miles  away  from  home.  Einal- 
ly,  as  taxpayers,  they  fear  being 
called  upon  further  to  support  activ- 
ities that  they  may  perceive  as 
benefit  mostly  for  someone  else. 

We  believe  that  little  federal  and 
less  state  money  will  be  available  for 
the  development  of  regionalized 
health  care  facilities.  In  support  of 
the  establishment  of  regional  sys- 
tems, state  agencies  will  probably  be 
able  to  offer  little  more  than  data 
and  advice.  The  burden  of  creating 
regionalized  systems  cannot  be  borne 
solely  by  urban  medical  centers.  Lo- 
cal political  leaders  must  mobilize  lo- 
cal support  and  confidence  and  must 
work  to  redirect  local  funds,  current- 
ly subsidizing  obsolete  local  hospi- 
tals, towards  an  improved  system. 
Einally,  local  residents  must  be  able 
to  “buy  into”  the  direction  and  con- 
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trol  of  the  health  care  services  upon 
which  they  depend. 

We  conclude  that  most  small  rural 
communities  in  Texas  that  formerly 
supported  the  independent  presence 
of  a local  hospital  can  no  longer  do 
so.  All  Texans  deserve  competent 
medical  management.  A system  of  re- 
gional arrangements  among  hospi- 
tals, clinics,  and  health  care  profes- 
sionals drawn  into  cohesive  consortia 
is  needed  for  rural  Texans  to  receive 
appropriate  medical  care. 
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Texas  Physicians’ 
Directory 

Allergy  Dermatology 


HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-Allergy-Nutrition-Stress) 

Established  in  1984.  (Concept  of  treatment  outlined  & published  in  International 
Rhinology  Supp.  2 1987)  S.  Hoover  MD 

(Oto-Rhino-laryngologist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recurrent 
Headaches  (namely:  Class,  Migraine,  Clusters,  tension,  premenstrual,  sinus, 
everyday,  and  headache  of  relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives, 
muscle-relaxants,  cafe-ergot,  methylsergide  nor  B Blockers 

1/45  N.  Frwy.  7324  SW  Frwy  @ Fondren 

150  W.  Parker  Rd.  Arena  Tower  II  #755 

Houston,  TX  77076  Houston,  TX  77074 

713  694-8188 
FAX  713  650-1941 


CORPUS  CHRISTI  ALLERGY  & 
ASTHMA  CENTER 
JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks 
Dorsal  Column  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
77082;  713  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 
XOOHITL  B.  SANOHEZ,  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain 
Differential,  Diagnostic  & Therapeutic  Nerve  Blocks 
Thermography  Dorsal  Column  Stimulation 

7777  Forest  Lane  Suite  C-538  (214)  661  -4890 

Dallas,  Texas  75230  Answered  24  hours 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  641 1 Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients.  The  center's  total  management  of  each  patient's  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 
Director 

ZACHARIAH  GERGER,  DO  AARON  CALODNEY,  MD 

Coordinator,  Outpatient  Services  Coordinator,  Inpatient  Services 

Diplomates  American  Board  of  Anesthesiology 


JOHN  ADNOT,  MD 

Mohs  Micrographic  Surgery  for  Skin  Cancer 

4200  S,  Hulen  #400 

Ft.  Worth.  Texas  76109;  817  377-0626 


DAVID  R.  WEAKLEY,  MD,  FACP 
DENIS  L.  BEAUDOING,  MD 

Dermatology  and  related  Allergy 

Dermatologic  Surgery,  Cosmetic  and  Laser  Surgery 

Diseases  of  the  skin,  dermabrasion,  chemical  peeling,  collagen,  sclerotherapy, 
lipoinjection,  allergy  and  cosmetic  counseling 

Medical  City,  Dallas  Suite  21 4A,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661  -7460 


DERMATOLOGY  ASSOGIATES  OF 
SAN  ANTONIO 
James  Lewis  Pipkin,  MD 

Diseases  of  the  Skin,  Skin  Oancer, 
Mucocutaneous  Virology 

1 08  Tendick,  San  Antonio,  Texas  78209; 

512  222-8651,222-2001 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410:  806  797-6631 


Endocrinology 

ERIO  A.  ORZECK,  MD,  FAOP 
Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


Family  Practice 

DALLV\S  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  F/AAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment, biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomats  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 


94 


Texas  Medicine  Volume  87  No.  4 April  1991 


Texas  Physicians’  Directory 


Hand  Surgery 


L.  LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas.  Texas  75246:  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St,  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


PHILLIP  E,  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Landry  Towers.  41 1 North  Washington,  Suite  7000,  Dallas.  Texas  75246:  (214)  823-7090 

Medical  City  Dallas  II.  7777  Forest  Lane.  Suite  8116,  Dallas,  Texas  75230: 

214  661-7010 


REGIONAL  HAND  CENTER  FOR  WEST  TEXAS 
AND  EASTERN  NEW  MEXICO 
Royce  C.  Lewis,  Jr.,  MD 

3502  9th  Street.  Suite  G10 

Lubbock,  Texas  79415-3300:  806  744-7003 


Neurological  Surgery 


DOCTORS  SMITH,  WHEELER,  PARKER, 
AND  CRAVENS,  PA 

Ronald  Smith.  MD,  Retired 
Joe  Ellis  Wheeler.  MD 
Leighton  B.  Parker,  MD 
George  F.  Cravens,  MD 

920  South  Lake.  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
Gamma  Knife  Radiosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  Terry  Hodd,  MD 

W.  Robert  Hudgins,  MD 

St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd. .Suite  620 
Dallas,  Texas  75235;  214  637-0420 

Presbyterian  Professional  Bldg.,  8230  Walnut  Hill  Lane,  Suite  610; 

Dallas,  Texas  75231 : 214  369-7596 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 
HERBERT  0.  ALLEN,  MD,  FACNM 

Texas  Medical  Center,  641 1 South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology.  Gastroenterology, 
Cardiology.  Neurology,  Neurosurgery,  Urology,  Ophthalmology.  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen.  Jr.,  MD,  FACNM,  Director— 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Occupational  Medicine 


OCCUPATIONAL  AND  ENVIRONMENTAL  MEDICINE  CENTER 

Diagnosis  & Treatment  of  Chemical  Exposures 
Occupational  and  Disability  Evaluations 
Tertiary  Care  in  a Major  Teaching  Hospital 

Physicians  Board  Certified  in  Occuptional  and  Pulmonary  Medicine 

Hermann  Hospital 
641 1 Fannin 
Houston,  Texas  77030 
713  797-2111 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue.  Dallas.  Texas  75246:  21 4 821  -4540 


BRUCE  0.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso.  Texas  79902:  915  545-2333 


RETINA-VITREOUS  ASSOCIATES 
W.  Rex  Hawkins,  MD 

Diabetic  Retinapathy-Muscular  Degeneration-Retinal  Detachment 

1200  Binz,  Suite  400,  Houston,  Texas  77004 
7 1 3 528- 1 1 22  or  1 -800-638-0 1 1 4 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 
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Orthopedic  Surgery 


Pediatric  Ophthalmology 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Brack,  MD 


W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


ROBERT  D.  GROSS,  MD,  FAAP 

Children's  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 


A Prr~ifocci(~»nal  AccApiation 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385:  214  220-2468;  FAX  214  720-1982 


ANDREI  A.  CZITROM,  MD,  EROS,  PHD 


Physical  Medicine  & 
Rehabilitation 


Diplomate  American  Board  of  Orthopedic  Surgery 
Surgery  of  Musculoskeletal  Tumors,  Complex  Reconstructions 
Bone  and  Joint  Transplantation,  Limb  Salvage  Surgery 

Medical  City,  Dallas  7777  Forest  Lane,  Suite  C-707 
Dallas,  Texas  75230;  214  788-6700 


ROBERTO  G,  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

1 02  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M,  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


J.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 


THE  INSTITUTE  EOR  REHABILITATION 

AND  RESEARCH  (TIRR) 

in  the  Texas  Medical  Center,  Houston,  Texas 


Comprehensive  care  hospital  specializing  in  rehabilitation  care  for  persons  dis- 
abled by  injury  or  disease.  Inpatient  and  outpatient  services. 


Spinal  Cord  Injury 
Brain  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 
Restorative  Surgery 
Scoliosis 
Spina  Bifida 
Neuromuscular 


ORTHOPEDIC  ASSOCIATES  OF  ABILENE 


Accredited  by:  Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


1701  Pine  Street,  Abilene,  Texas  79601 : 915  677-6219 


Patient  Services  Coordinator:  713  797-5922  or  1 -800-44REHAB 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.W.  Bendel,  Jr,  MD 

E.E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OE  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W,  Brodsky,  MD 

Phillip  E.  Hansen,  MD  Kurt  W.  Rathjen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116 
Dallas,  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  SURGERY  AT  DALLAS 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas,  Texas  75235  214  350-7500 


Richard  E.  Jones,  MD 
Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Kevin  Gill.  MD 
James  L.  Ough,  MD 
Marvin  E.  Van  Hal  MD 


Scott  L.  Blumenthal,  MD 
Scott  O.  Paschal,  MD 
L.  T.  Johnson,  MD 
Kenneth  Driggs,  MD 
Charles  E.  Cook,  MD 


WARM  SPRINGS  REHABILITATION  HOSPITALS 

Specialized  in-patient  and  out-patient  rehabilitation  programs  and  elec- 
trodiagnotic  evaluation  for  adults  and  children. 

Brain  Injury 

Spinal  Cord  Injury 

Stroke  and  Neurological  Disorders 

Orthopedic 

Gonzales:  PO  Box  58,  Gonzales,  Texas  78629 
800/792-WARM,  512/672-6592-Admisslons  Coordinator 

Larry  Browne,  MD  Medical  Director 

William  F.  Blackerby,  Ph.D.  Director  of  Brain  Injury  Systems 

Robert  McNew,  Administrator 

San  Antonio:  5101  Medical  Drive,  San  Antonio,  Texas  78229  800/451-1350. 
512/691  -01 00-Admissions  Coordinator 

Alex  C.  Willingham,  MD,  Medical  Director 
Brian  C.  Buck,  MD,  Director  of  Pediatric  Rehabiliation 
William  F.  Blackerby,  Ph.D.  Director  of  Brain  Injury  Systems 
Rick  Marek,  Administrator 
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Plastic  Surgery 


Pulmonary  Medicine 


HOUSTON  PLJVSTIO  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD.  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  Steven  M.  Hamilton,  MD 

David  J.  Katrana,  DDS,  MD,  FACS 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston.  Texas  77030:  713  795-5575 


PIJ\STIC  SURGERY  CENTER  OF  THE  SOUTHWEST 

Charles  A.  Wallace,  MD 

Plastic  and  Reconstructive  Surgery  Including: 

Burn  Care  Microsurgery  and  Replantation 

Birth  Defects  Complex  Reconstruction  (Breast  and  Facial) 

Presbytenan  Medical  Offices  North 
17110  Dallas  North  Parkway.  Suite  100 

Dallas.  Texas  75248  21 4 380-7090  1 -800-299-9299 


Psychiatry 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


TEXAS  LUNG  INSTITUTE 

Diagnosis  & Treatment  of  Pulmonary  Illness  & Injuries 

Occupational  Disability  Evaluations 

Toxic  Chemical  Exposures 

Tertiary  Care  in  a Major  Teaching  Hospital 

Physicians  Board  Certified  in  Occupational  and  Pulmonary  Medicine 

Hermann  Hospital 
641 1 Fannin 
Houston,  Texas  77030 
713  797-2111 


Radiation  Oncology 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 


3450  Wheatland  Road.  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate.  ABPN:  Psychiatry  Diplomate,  ABPN:  Child-Adolescent 

Presbytenan  Professional  Building  II,  Suite  404 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231 : 21 4 696-0964 


DALLAS  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Services 

• Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Cutpatient  Programs  for  Alcohol  & Chemical 

• Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for  Adolescents 

• Emergency  Evaluation  Services 


Larrie  Arnold,  MD 
Howard  Cohen,  MD 
Gary  Etter,  MD 
Ronald  Flesichmann,  MD 
Bradford  Goff,  MD 
Fred  L,  Griffin.  MD 
Joan  R.  Hebeler,  MD 
Lynne  Inman,  MD 
R.  Sanford  Kiser.  MD 


Prema  Manjunath,  MD 
Gretchen  Megowen,  MD 
Gary  Morton,  MD 
Wiliiam  M,  Pederson,  MD 
Jaime  Quaintanilla,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Practice  Limited  to  Radiation  Oncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACR  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204:  214  823-4151 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FAGS* * 

ROBERT  W,  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 
Diplomates  American  Board  of  Surgery  and  Board 
of  Thoracic  Surgery 

* Also  certificate  of  special  qualification  in  general  vascular  surgery,  American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104:  817  332-7878 


Offices:  Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center.  Medical  City,  Irving  North  Hills  Professional  Building  Suite  303 

Health  Care  System  Phone  214  247-1 150  435I  Booth  Calloway  Road.  North  Richland  Hills,  Texas  76180 


DAY  TREATMENT  CENTER  OF  DALLAS 
Gonzalo  A.  Aillon,  MD 
Medical  Director 

AN  ALTERNATIVE  TO  PSYCHIATRIC  HOSPITALIZATION 
1326  Stemmons  Avenue,  Dallas.  Texas  75208:  (214)  943-1878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  R MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas.  Texas  75246;  214  827-3890 
Hours  by  Appointment 
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Urology 

SOUTHWEST  UROLOGY  ASSOOIATES 
Adult  and  Pediatric  Urology 

Ted  Boone,  MD  James  T.  Coggins,  MD 

Warren  M.  Greene,  MD  Wm.  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W,  Wheatland  Road.  #60,  Dallas,  Texas  7521 1 

C.F.  SKRIPKA,  JR,  MD,  FAOS 

Urology,  Neurourology,  Endourology,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL. 

1101  North  19th,  Suite  1 14,  Abilene,  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $80  per  column  inch  per  month  and  listings  must  run  for 
a minimum  of  six  months.  A discount  of  5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes,  or  cancella- 
tions should  be  sent  to  Mark  Bizzell,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is  the  1st  of 
the  month  preceding  publication  month. 
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BEAN 
AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 

USAF 

Health  Professions 
Toll  Free  “STAT” 
1-800-423-USAF 


Classified 

Advertising 


Opportunities  Available 

Academics 


The  Department  of  Family  Practice  and  Commu- 
nity Medicine  at  the  University  of  Texas  Medical  School 
at  Houston  is  seeking  a board  certified  family  physician 
for  clinical  faculty  physicians.  The  clinical  skills  needed 
are  for  the  comprehensive  practice  of  family  medicine 
and  for  teaching  of  medical  students  and  family  practice 
residents.  Attractive  salary  and  benefit  package.  Please 
send  CV  to  Harold  T.  Pruessner,  MD,  Chairman,  Depart- 
ment of  Family  Practice  and  Community  Medicine,  Uni- 
versity of  Texas  Medical  School  at  Houston,  Room  6.100 
MSB.  PO  Box  20708,  Houston.  Texas  77225.  The  Uni- 
versity of  Texas  is  an  Equal  Opportunity  Employer. 
Women  and  minorities  are  encouraged  to  reply. 

Anesthesiology 


Anesthesiologist  — BE  available  immediately  for 
locum  tenens  or  long  term  work.  Call  713  862-6521 . 

Texas  Gulf  Coast  — Anesthesiologist  is  needed  to 
establish  practice  in  the  Texas  Gulf  Coast  community  of 
Beaumont.  Successful  candidate  will  provide  one  third  of 
the  coverage  in  the  24  hour  labor  and  delivery  unit  at  our 
250-bed  hospital,  where  OB  services  were  established  in 
September  1 988.  Fee-for-service  with  an  extremely  gen- 
erous income  guaranteed.  Beaumont,  pop.  140,000,  is 
located  70  miles  east  of  Houston  on  1-10,  and  has  a ser- 
vice area  of  300,000.  Send  CV  to:  Gordon  Crawford, 
Manager,,  Professional  Relations,  Humana  Inc.,  Dept  II- 
4A,  500  West  Main  Street.  Louisville,  KY  40201-1438. 
Or  call  TOLL-FREE  1 -800-626-1 590. 

Cardiology 


Cardiologist  — Invasive/Non-Invasive  BC/BE  to  join 
two  BC  cardiologists  located  in  southwest  Houston. 
Good  salary,  fringe  benefits,  partnership  after  two  years. 
Send  CV  to  P.  McKenzie,  7737  Southwest  Frwy.,  Suite 
900  Houston,  TX  77074. 

Position  Vacant  — Board  certified  cardiologist  desires 
an  associate  to  practice  in  El  Paso,  TX.  Good  opportunity 
for  dedicated  and  motivated  person.  Reply  Ad  Box  778, 
Advertising  Dept.,  1801  North  Lamar,  Austin,  TX  78701 . 

Emergency  Medicine 


Needed:  Emergency  physicians  — North  Central 
Texas  area,  full  and  part-time.  For  an  application  call 
817-336-8600  or  write  Emergency  Medicine  Consul- 
tants, PA;  1525  Merrimac  Circle,  Suite  107,  Fort  Worth, 
TX  76107. 


Dallas-Ft.  Worth 

Excellent  Emergency  Medicine  group 
committed  to  quality  patient  care  as  well  as 
individual  growth  and  professional  fulfillment 
desires  emergency  physicians  for  CAREER 
opportunities.  For  more  information,  please 
call  or  submit  CV  in  confidence  to: 

Jerry  Weissman,  Metroplex  Emergency 
Physicians,  841 1 Preston  Road,  Suite  695, 
LB  34,  Dallas,  Texas  7523 1,214  373- 1115. 


Emergency  Physician  — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service  with 
guarantee.  Contact  Greater  Houston  Emergency  Physi- 
cians Associates,  RO.  Box  7445,  Houston,  TX  77248; 
713-869-6235. 


Texas 
Medicus, 
P.A. 

Medicus  is  a group  of  career  emergency 
and  primary  care  specialists  who 
combine  high  standards  in  physician 
staffing  with  expertise  in  emergency 
department  and  primary  care  manage- 
ment. We  offer  outstanding  director- 
ship and  staff  opportunities  for  qualified 
physicians  with  lucrative  compiensa- 
tion,  incentives  and  paid  malpractice. 
We  currently  staff  over  25  facilities  in 
ideal  locations  throughout  Texas  & 
Louisiana. 

Call  our  Recruiting  Department  today  or 
send  your  C.V.  for  career  opportunities  in: 

Texas  East  Texas 

Dallas,  Ft.  Worth  Hill  Country 

Houston  Area  North  Texas 

San  Antonio  Area 

Texas  Medicus,  P.A. 

4514  Cole  Ave,  Suite  804 
Dallas,  Texas  75205 
(800)486-3763  (214)522-9591 


EMERGENCY  CARE 

Emergency  Physician  Practice  Opportunities 
Available  In  The  Following  Areas: 


• Houston,  Texas 

• Baytown.  Texas 

• Pasadena,  Texas 


• Arkansas 

* Otlier  Opportunities  Available 


Medical  Networks  has  excellent  career  and  part-time 
practice  oi'iporiuntties  available  foi‘  physicians  eX[X"fi- 
enced  in  emergency  medicine,  in  addition  to  paid 
SiiM/S3M  professional  liability  insurance,  our  attractive 
compensation  packages  range  up  to  S’bO.OOU  plus 
annualiv’.  Hourly  rate-vs. -percentage  arrangements  avail- 
able in  some  locations. 

.See  t)ur  classified  ads  in  this  issue  for  more  details,  or 
contact: 

Physician  Resources  Department 
Medical  Networks,  Inc. 

P.O.  Box  4-148  ' 

Hou.stoii.  Texas  '“2 10-4448 


In  Texas  call  collect: 
(713)  446-9696 


Outside  Texas 
(800)®23l-0225 


San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $1 00,000  for 
4-day  week,  13  hr.  days,  50  weeks/year.  Profit  sharing 
above  guarantee.  Contact  Wayne  Williams,  MD,  915- 
942-861 1 , Shamrock  Clinics,  4208  College  Hills.  San 
Angelo,  TX  76904. 


EmCare 


EmCare.  a progressive  physician  oriented  group  commit- 
ted to  excellence  in  emergency  medicine,  has  academic 
faculty,  directorship  and  staff  positions  available  for  well 
qualified  career  oriented  emergency  physicians.  Practice 
opportunities  include: 


■ Orlando.  FL 

■ SI.  Petersburg,  FL 

■ Albany.  GA 

■ New  Orleans.  LA 

■ Las  Cruces.  NM 

■ Ithaca,  NY 

■ Rome,  NY 

■ Abilene.  TX 


Amarillo,  TX 
Athens,  TX 
Austin,  TX 
Corpus  Chrlsti,  TX 
Dallas/Ft.  Worth,  TX 
Greenville,  TX 
Longview,  TX 
Waco.  TX 


Houston/Galveston,  TX 


EmCare  combines  the  flexibility  of  independent  contractor 
status,  competitive  guarantees  vs.  fee-for-service  remun- 
eration, providing  compensation  packages  of  $125,000  to 
$225,000.  Professional  liability  insurance  provided,  with  the 
opportunity  to  establish  a secure  emergency  medicine 
practice  Excellent  health,  life  and  disability  package  available 
to  independent  contractors. 


For  details  on  EmCare  opportunities,  contact: 
Professional  Services/EmCare 
1717  Mam  Street,  Suite  5200  • Dallas,  Texas  75201 
(214)  761-9200  • (800)  527-2145 


Liberty,  Texas  — Seeking  full-time  and  part-time 
physicians  for  a low  volume  emergency  department. 
Position(s)  offer  flexible  scheduling,  competitive  compen- 
sation package  Including  malpractice  insurance,  (bon- 
tact:  Emergency  Consultants,  Inc.,  2240  S.  Airport  Rd., 
Room  29,  Traverse  City,  Ml  49684:  1-800-253-1795  or 
in  Michigan  1 -800-632-3496. 


EmCare 

GOVERNMENT  SERVICES,  INC. 

Currently  Recruiting  Qualified  Physicians 

Work  without  the  administrative  headaches 
associated  with  running  an  office... 

Earn  a competitive  guaranteed  income  with 
fee-for-.service  potential... 

Be  an  independent  contractor  but  qualify 
for  terrific  group  rales  on  major  medical  life, 
disability  insurance  and  be  offered  excellent 
liability  insurance  coverage. . . 

Then  seriously  consider  what  EGSI  can  offer  you. 

For  additional  information  on  opportunities, 
specialties,  and  nationwide  locations  contact 

Catherine  M.  Dawson 
Direetor  of  Recruitment 

Glenn  W.  Farmer 
Chief  Operating  Of  ficer 

1-800-527-2145 

EGSl.  1717  Main  Street,  Suite  5200 
Dallas,  Texas  75201 
214/761-9200 


Family  Practice 


Family  Practice  — Well  rounded,  experienced  practi- 
tioner, GP  or  FP  with  Texas  license  tor  full  time  position. 
Ideal  candidate  should  have  particular  interest  or  strong 
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background  in  pain  management.  Competitive  salary  & 
benefits.  Send  replies  with  CV  to:  Deanna  Courreges, 
Manager;  3417  Hillcrest  Drive,  Waco,  Texas  76708. 

Beaumont,  Texas  — A busy  and  well-established,  four 
physician  group  here  is  now  seeking  to  add  another 
member.  Also  a young  solo  FP  with  two  offices  and  a 
growing  practice  now  needs  an  associate.  Send  CV  to: 
Gordon  Crawford,  Professional  Relations,  Humana  Inc., 
Dept.  11-4,  500  West  Main  Street,  Louisville,  KY  40201- 
1438.  Or  call  Toll-Free  1-800-626-1590. 


NETWORK 


The  proven  professionals 
in  locum  tenens 
and  interim  physician  staffing 


1-800-531-1122 


PRN  Physician  Staffing 
since  1982 


Austin,  Texas  — Physician(s)  needed  for  full  time,  part 
time,  weekdays,  weekends  to  staff  a free  standing  urgent 
care  center.  Remuneration  commensurate  with  experi- 
ence. Send  CV  and  application  to  Austin  Medicenter,  c/o 
Sheila  Twyman,  Medical  Administrator,  6343  Cameron 
Rd..  Austin,  TK  78723  or  call  512-467-2052 


Family  Practice  Opportunity 

Texas  City- Outstanding  opportunity  for  Family 
Practitioner  with  Industrial  and  Emergency 
Medicine  experience.  Hospital  Is  seeking  Medical 
Director  with  desire  to  build  Industrial  medicine 
practice.  Compensation  package  $1 20,000 
annually  plus  malpractice. 

Contact  Lori  Clay,  1 -800-486-3763, 

841 4 Cole  Ave,  Suite  804,  Dallas,  Texas75204. 


East  Texas  — Busy  solo  FP  desires  associate.  Each 
physician  to  see  patients  in  office  5 hours  per  day.  OB 
optional.  Excellent  call-coverage.  Contact  Tom  Beets, 
MD  903  983-3535. 

Expanding  15-Physician  multi-specialty  group  has 
excellent  opportunity  for  a Family  Practice  physician  in 
friendly  West  Texas  community  of  25,000.  Adjacent  to 
153-bed  modern  hospital.  Excellent  guaranteed  salary 
with  no  first  year  expenses  in  addition  to  benefits.  Mov- 
ing allowance  also  available.  Direct  inquiries  or  send  CV 
to  Rhonda  Hayes,  Malone  & Hoganc  Clinic,  1501  W 1 1th 
Place,  Big  Spring,  TX  79720.  915  267-6361 

Practice  where  others  want  to  vacation!  FP  to  join 
active  full  range  3-man  family  practice  in  Salida  CO  near 


skiing,  golfing,  fishing,  hunting.  Write  T.  Sandell  MD,  1 1 1 
Shavano,  Salida  CO  81201 . 

Houston  — 2 outstanding  opportunities!  One  tor  an 
associate  or  partner  who  will  share  call  with  another 
physcian.  The  other  is  to  share  call  with  4 other  Family 
Practitioners  in  a multi-specialty  clinic  with  opportunity  to 
buy  in.  Contact:  Garofolo,  Curtis,  Lambert  & MacLean 
Atnn:  Barbara  Kershner,  326  W.  Lancaster  Avenue,  Ard- 
more, PA  19003.  Call  1-800-441-0996.  In  PA  (collect) 
215  896-5080. 


Family  Practice  Physician  Wanted 

Northwest  Houston  clinic  is  seeking  a caring, 
hardworking  Family  Practitioner  for  private  prac- 
tice, Good  community  hospital.  No  OB.  Located 
in  the  suburbs  with  good  schools,  great  housing 
reasonably  priced.  Close  to  recreational  facili- 
ties. Clinic  hours  are  9 a m.  to  10  p.m.,  seven 
days  a week.  X-ray  and  Laboratory  on  site. 
Qualified  staff.  Excellent  salary  and  benefits. 
Some  evenings  and  occasbnal  weekends. 

Call  Dr.  McClendon,  (713)890-3010 
for  further  information. 


Houston,  Dallas,  Corpus  Christ!  — Hospital  spon- 
sored solo  and  group  family  practice  opportunities.  Com- 
petitive guarantees,  all  have  ample  call  coverage.  For 
details  contact:  PRACTICE  DYANAMICS,  11222  Rich- 
mond, Ste.  1 25,  Houston,  TX  77082;  1 -800-933-091 1 . 

General  Surgery 


General  Surgeon  — Board  Certified,  sought  to  estab- 
lish private  practice  associated  with  99-bed  hospital  in 
West  Texas  town  of  12,000  plus.  Income  guarantee  and 
other  financial  incentives  are  available.  Contact:  Tim  Lan- 
caster, CEO,  Cogdell  Memorial  Hospital,  Cogdell  Center, 
Snyder.  TX  79549;  915-573-6374. 

General  Surgeon  needed  for  rapid  growth  area  in 
North  Houston  Suburb.  Competitive  financial  package. 
For  details  contact;  PRACTICE  DYNAMICS,  11222  Rich- 
mond, Ste.  125,  Houston,  TX  77082;  1-800-933-0911 

Geriatrics 


The  Department  of  Family  Practice  and  community 
medicine.  University  of  Texas  Medical  School  @ Houston, 
seeks  a board-certified  family  physician  or  internist  with 
training  and  experience  in  geriatric  medicine  to  provide 
medical  leadership  in  the  development  of  in  and  outpa- 
tient geriatric  programs.  Geriatric  assessment,  multidisci- 
plinary home  care,  clinical  research,  and  the  teaching  of 
geriatrics  to  family  practice  residents  are  special  areas  of 
interest.  A geriatric  fellowship  or  CAQ  in  geriatrics  is 
highly  preferred.  Send  CV  to:  Harold  T.  Pruessner,  MD, 
Chairman,  Department  of  Family  Practice  and  Commu- 
nity, 6431  Fannin,  Suite  6.100,  Houston,  TX  77030.  The 
University  of  Texas  is  an  equal  opportunity  employer. 
Women  and  minorities  are  encouraged  to  apply. 

Internal  Medicine 


A prosperous  and  well-established  22-physician  multi- 
specialty  group  serving  an  eight  county  area  of  rural 
southeast  Texas  has  an  excellent  opportunity  for  an 
internist.  The  group  is  an  independent,  fee-for-service 
entity  offering  an  attractive  salary  and  benefits.  No  initial 
investment  required  by  the  physician.  If  interested,  con- 
tact William  Schlotter  at  1 -800-333-61 53  or  send  cur- 
riculum vitae  to  Brenham  Clinic  Association.  600  North 
Park,  Brenham,  TX  77833. 


Third  Internist  Needed  for  Busy  Office  — January 
1991  or  until  right  one  comes  along.  Opportunities  unlim- 
ited for  hard  working  and  caring  physician  who  wants  to 
do  better  than  average.  Salary  $105,000  plus  bonus. 
Call  214-586-0776  or  write  Vincent  H.  Wang  MD,  1005 
S.  Jackson,  Jacksonville,  TX  75766. 

Gold  Mine  for  Internist  — Wanted,  aggressive  and 
energetic  physician,  BE/BC  to  join  a group  of  family 
physicians.  Must  be  able  to  do  procedures.  Very  com- 
petitive fee  for  service  income  available,  including  bene- 
fits. Send  CV  to  Nancy  Bloomfield,  4010  College  St.. 
Suite  200,  Beaumont,  TX  77707. 

Progressive  internist  needed  — Central  Austin, 
Texas.  Fully-staffed  and  furnished  attractive  office  space. 
Affability,  flexibility,  and  personality  a must.  Unbeatable 
deal,  very  flexible,  Anita  Bradley,  Office  Manager,  512 
477-3282. 

Internists  (3)  — Houston  city  and  surrounding  areas. 
Group  and  solo  opportunities  with  outstanding  practice 
settings  and  excellent  financial  arrangements.  All  facilities 
are  state  of  the  art  and  well  recognized  in  the  community. 
Health  Care  Specialties  Group.  2600  North  Loop  West, 
#620,  Houston.  TX  77092.  713  683-2054 

Bryan/College  Station  — Two  busy  Internist  with  13 
years  total  experience  here  are  seeking  another  associ- 
ate. Income  guarantee  or  possible  first  year  salary.  Send 
CV  to:  Gordon  Crawford,  Professional  Relations, 
Humana  Inc.,  Dept.  II-4C,  500  West  Main  Street, 
Louisville,  KY  40201-1438.  Or  call  TOLL-FREE  1-800- 
626-1590 

Internal  Medicine  — join  group  practice  in  Clear  Lake 
area.  Salary  gurantee  leading  to  partnership.  For  details 
contact:  PRACTICE  DYNAMICS,  11222  Richmond.  Ste. 
1 25.  Houston.  TX  77082;  1 -800-933-091 1 . 

OB/GYN 

OB/GYN  to  join  another  established  OB/GYN  within  a 
well-established,  expanding  multi-specialty  group  in  a 
choice  rural  area  of  central  Texas.  Salary  with  an  incen- 
tive bonus  opportunity.  Excellent  benefits.  Independent 
tee-for-service  22-physician  group  with  drawing  area  of 
100,000-r.  Send  curriculum  vitae  or  call  William  Schlotter, 
Brenham  Clinic  Association,  600  North  Park,  Brenham, 
TX  77833,  or  call  1 -800-333-61 53. 

OB/GYN  (2)  — Exceptional  opportunities  in  areas  sur- 
rounding Houston.  Texas.  Both  are  state  of  the  art  facili- 
ties operated  by  a highly  respected  hospital  group.  Solo 
and  group  practice  available.  Outstanding  income  poten- 
tial. Health  Care  Specialties  Group.  2600  North  Loop 
West  #620,  Houston,  TX  77092  713  683-2054. 

Expanding  15-Physician  multi-specialty  group  has 
excellent  opportunity  for  an  OB/GYN  physician  in  friendly 
West  Texas.  Community  of  25,000.  Adjacent  to  a 153- 
bed  modern  hospital.  Excellent  guaranteed  salary  with 
no  first  year  expenses  in  addition  to  benefits.  Moving 
allowance  also  available.  Direct  inquiries  or  send  CV  to 
Rhonda  Hayes,  Malone  & Hogan  Clinic.  1501  W.  11th 
Place,  Big  Spring,  Texas  79720,  915  267-6361 

Dallas  — OBG  seeking  associate.  Office  is  in  POB 
attached  to  hospital.  Hospital  just  completed  new  OB- 
wing  with  birthing  center.  For  details  contact:  PRACTICE 
DYANAMICS.  11222  Richmond,  Ste.  125,  Houston,  TX 
77082:  1-800-933-0911, 

Occupational  Medicine 


Medical  Director  is  needed  for  an  expanded  office 
tor  the  comprehensive  care  of  private  patients  which  also 
include  employee  and  student  health  of  the  University  of 
Texas  Health  Science  Center  at  Houston.  The  office  is  the 
model  office  for  training  Family  Physicians  in  a newly  initi- 
ated family  practice  residency  program  and  clinical 
research  by  the  department.  Attractive  salary  and  benefit 
package.  Please  send  CV  to  Harold  T.  Pressner,  MD, 
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Chairman,  Department  of  Family  Practice  and  Community 
Medicine,  University  of  Texas  Medical  School  at  Houston, 
Room  6.100,  PO  Box  20708,  Houston,  TX  77225.  The 
University  of  Texas  is  an  equal  opportunity  employer. 
Women  and  minorities  are  encouraged  to  apply. 

Dynamic  Occupational  Medicine  Practice  — 

Active,  innovative  private  Occupational  Medicine  Clinic  in 
Amarillo,  Texas  looking  for  physician  in  BC/BE  in  Occu- 
pational Medicine,  Family  Practice,  or  Emergency  Room 
Medicine.  Clinic  open  811-5,  Mll-F.  Will  be  third  full-time 
physician.  Very  competitive  salary  with  excellent  fringe 
benefits.  Profit  sharing  and/or  equity  postition  available. 
Contact  Cindy  Renyolds  at  806  372-1 1 35  for  more  infor- 
mation. 

Ophthalmologist 


Ophthalmologist  — Board  eligible  or  certified  to  join 
busy  30  year  old  solo  medical  and  surgical  practice  with 
future  buy  out  potential  in  Dallas.  Texas.  Send  CV  to:  Ad 
Box  777.  ADVERTISING  DEPT,  Texas  Medical  Associa- 
tion, 1801  North  Lamar,  Austin,  TX  78701 . 

Orthopedic 


Orthopedic  Surgeon  to  join  group  with  6 orthopods, 
established  practice  in  north  Houston  suburbs.  Excellent 
opportunity  with  salary  plus  incentive  bonuses  and  paid 
benefit  package.  Send  resume  to:  Doctors.  P.O.  Box 
1 200,  #115,  Humble,  Texas  77347. 

Orthopedic  Surgeon  — Southwest  Texas  within  90 
minutes  of  major  city,  excellent  quality  of  life.  Join  an  out- 
standing three  doctor  group  doing  general  orthopedics. 
Large  patient  base  with  a 300K  drawing  area  and  state 
of  the  art  facilities.  $180,000  guarantee,  malpractice 
insurance  plus  other  benefits.  Partnership  available  in 
short  term.  Health  Care  Specialties  Group.  2600  North 
Loop  West,  #620,  Houston,  TX  77092  713  683-2054. 

Pathology 


Pathologist 

A BOARD  CERTIFIED  OR  BOARD  ELIGIBLE  PA- 
THOLOGIST FOR  DUTY  IN  AN  ITINERANT 
PRACTICE  IS  SOUGHT.  WE  HAVE  AVAILABLE 
AN  EXCELLENT  OPPORTUNITY  FOR  A PHYSI- 
CIAN WHO  IS  INTERESTED  IN  LEARNING  BY 
SERVING  IN  A MULTIPLICITY  OF  SMALLER 
TEXAS  HOSPITALS  AS  A PATHOLOGIST.  THE 
RIGHT  APPLICANT  WILL  FIND  IT  AN  ADVAN- 
TAGE TO  HAVE  A SPANISH/AMERICAN  BACK- 
GROUND OR  A SPANISH  LANGUAGE  CAPAC- 
ITY. HIS  RESIDENCY  EXPERIENCE  SHOULD 
PROVIDE  GOOD  BALANCE  SKILLS  IN  BOTH 
CLINICAL  AND  ANATOMICAL  PATHOLOGY. 
SALARY  IS  COMMENSURATE  WITH  EXPERI- 
ENCE. CAR  ALLOWANCE  IS  $500.00  A MONTH 
PLUS  GAS.  FULL  MALPRACTICE  AND  HEALTH 
BENEFITS  PROVIDED.  THIS  PRACTICE  IS  EX- 
PANDING AND  OFFERS  A GREAT  OPPORTU- 
NITY FOR  THE  RIGHT  INDIVIDUAL.  CONTACT 
ADVACARE  CONSULTING  AT  609  261-7686. 


Pediatrics 


A Well  Established  and  expanding  multi-specialty 
group  in  a choice  rural  area  of  central  Texas  wishes  to 
add  a pediatrician  to  two  established  pediatricians  within 
the  group.  Salary  with  incentive  opportunity.  Excellent 
benefits.  Independent  fee-for-service.  A 22-physician 
group  with  drawing  area  of  100.000-r.  Send  curriculum 
vitae  or  call  William  Schlotter,  Brenham  Clinic  Associa- 
tion. 600  North  Park,  Brenham,  TX  77833,  or  call  1 -800- 
333-6153. 


Primary  Care 


Growing  Community  25  minutes  from  Austin  has 
excellent  package  for  primary  care  doctor.  For  complete 
details  contact  Jerry  Lewis  @ The  Lewis  Groupl-800- 
666-1377. 

Psychiatric 


Dallas  Psychiatric  Associates  — A sixteen  psychia- 
trist group  practice,  seeks  Texas-licensed,  board  eligible 
or  board  certified  psychiatrists  to  fill  needs  in  our  child, 
adolescent  and  adult  services,  in  both  inpatient  and  out- 
patient settings.  The  available  positions  range  from  part- 
time  to  full-time  and  are  compensated  contractually  on  a 
base-plus-bonus  program.  For  detailed  information 
about  positions,  call  Fred  Griffen,  MD  at  214  247-1150. 

Radiology 


Radiology  — Immediate  opening  for  BE/BC  Radiologist 
in  Dallas  area  hospital  based  practice.  All  modalities. 
Contact  Medical  Director,  Radiology,  PO  Box  4446,  Dal- 
las, Texas  75208. 

Expanding  15-Physician  multi-specialty  group  has 
excellent  opportunity  for  a radiologist  in  friendly  West 
Texas  community  of  25,000.  Adjacent  to  a 153-bed 
modern  hospital.  Excellent  guaranteed  salary  with  no 
first  year  expenses  in  addition  to  benefits.  Moving 
allowance  also  available.  Direct  inquiries  or  send  CV  to 
Rhonda  Hayes.  Malone  & Hogan  Clinic.  1501  W 11th 
Place,  Big  Spring.  TX  79720,  915  267-6361. 

Rheumatology 


College  Station,  Texas  — A rheumatologist  is 
needed  in  this  university  community,  where  our  hospital 
has  established  a Physical  Medicine  and  Rehabilitation 
Institute  which  includes  water  therapy.  The  successful 
candidate  will  be  welcomed  by  a newly  established 
Physiatrist  and  our  Orthopedic  Surgeons,  as  many 
patients  are  now  referred  out  of  the  community.  Excellent 
financial  assistance.  Send  your  CV  to:  Gordon  Crawford, 
Manager,  Professional  Relations,  Dept.  11-4B,  500  West 
Main  Street,  Louisville.  KY  40201-1438.  Or  call  TOLL- 
FREE  1-800-626-1590. 

Rheumatologist  — Prestigious  Houston  Medical  Cen- 
ter establishing  upscale  orthopedic  center.  This  is  an 
opportunity  to  be  involved  in  the  development  aspect  of 
the  center.  Very  liberal  compensation  available  along  with 
future  financial  involvement.  Health  Care  Specialties 
Group,  2600  North  Loop  West  #620,  Houston,  TX 
77092  713  683-2054. 

Urology 

Busy,  Established,  Metropolitan  urology  group 

wishes  to  add  experienced  partner.  Send  resume  to  PO 
Box  29000  #166,  San  Antonio.  TX  78229. 


INTRACORP 


is  seeking  physicians  to  act  as  advisors  for 
our  Medical  Review  Services.  Qualified  phy- 
sicians will  work  in  the  comfort  of  their  own 
offices,  receiving  excellent  compensation  for 
cases  reviewed. 

For  further  information  contact: 

Dr.  B.V.  Carnovale,  Medical  Director 
or 

Julie  DuVal  R.N.,Q.A.  Coordinator 

IntraCorp  Medical  Review  Services 
1 620  Valwood  Parkway, 

Carrollton,  Texas  75006 

(2 1 4)  406-8080  or  1 -800-237-0377 

Invitations  are  opened  to  the  following  specialties: 
Internal  Medicine,  Family  Medicine,  ENT,  Orthopedic, 
Cardiovascular  Surgery,  Psychiatry,  Psychology, 

Pu  Imonary,  Gastroenterology,  Physical  Medicine 
and  Rehabilitation,  Pedlatrics,and  Ophthalmology, 

Hours  spent  in  service  to  INTRACORP 
may  be  documented  to  qualify 
physicians  to  take  certification 
examinations  by  the  American  Board  of 
Quality  Assurance  and  Utiiization  Review 
Physicians. 


General  Physician  III  — BD  elig.  cr  cert.,  Texas  Medi- 
cal License.  Wichita  Falls  State  Hospital,  accredited 
JCAHO.  Salary:  from  73-87K,  -r  board  certification  pay. 
Opportunity  tor  additional  income  with  dual  employment. 
Wichita  Falls,  Texas  is  a progressive  university  city  of 
100,000  located  two  hours  from  Dallas/Fort  Worth 
metroplex.  Write:  Richard  Bruner.  Superintendent;  Box 
300;  Wichita  Falls,  Texas  76307.  or  call  collect  817-692- 
1 220.  An  equal  opportunity/affirmative  action  employer. 


PRIVATE  PRACTICE  OPPORTUNITIES 

(In  oil  specialties) 

Texas  & Sunbelt  States 
Call  1 -800-284-4660 

Houston:  785-3722  Reuben 

orsendCV:  1 1 1 40  Westheimer  Bronstein 

Suite  144  

Houston,  TX  77042  & As«)ciai« 


Other  Opportunities 


Correctional  FaclHtles-Severai 
locations,  full-time  Physicians,  63K-84K, 
Psychiatrists,  82K-1 29K.  Excellent 
Benefits,  Texas  Lie.  Huntsville,  Rusk, 
(Satesville,  Palestine,  Amarillo,  Marlin, 
Houston  area.  Inquiries:  TDC,  BX  99, 
Pers.  Annex,  Huntsville,  TX  77342 
(409)  294-2755 


Position  Available  — Seeking  BC/BE  Family  Practice, 
General  Internist,  Endocrinologist,  OB/GYN  to  join  estab- 
lished multi-specialty  clinic.  Excellent  benefits  and  guar- 
antee. Send  CV  to  Leroy  W.  Kitch,  Administrator,  Skinner 
Clinic,  124  Dallas  St.,  San  Antonio.  TX  78205. 


Physician  (GP,  Physiatrist,  etc...)  needed  to  work  in 
multi-disciplinary  back  and  neck  clinic.  Job  description 
to  include  physical  examinations  and  conservative  care. 
Competitive  renumeration.  Practice  inciudes  P.I.,  W.C., 
M.M.,  and  Medicare.  Please  send  CV  to  PO  Box  94902- 
111,  Wichita  Falls,  TX  76308 

Clinical  Director  — unique  opportunity  for  physician 
to  engage  in  medical  practice  plus  supervise  personnel 
in  clinical  services.  Minimum  qualifications  include 
licensed  to  practice  medicine  by  Texas  State  Board  of 
Medical  Examiners,  plus  certification  by  an  American 
Board  of  Medical  Specialty  (preferably  internist/pulmo- 
nologist/family practitioner),  plus  four  years  of  full-time 
employment  In  medical  practice  of  which  two  years  are 
in  area  of  certification  in  a supervisory  or  administrative 
capacity  in  Hospital  or  Health  Agency.  Competitive  salary 
and  excellent  state  benefits.  Call  Dalia  Tovar,  South 
Texas  Hospital  for  more  information.  (512)  423-3420, 


Continued  on  p 104 

Texas  Medicine  Volume  87  No.  4 April  1991 


102 


Medical  Practice 

■ Appraisal 

■ Brokerage 

■ Establishment 

■ Management 
Consulting 


Physician 
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Physician 
Resource 
Network 


P.O.  Box  37102 

Fort  Worth,  TX  76117-8102 


1-800-525-6055 
(817)  595-1128 
FAX  (817)  595-0167 


Endorsed  by  the  Texas  Medical  Association 


ACADEMIC 


Director/Associate  Professor 

Tarrant  County  Hospital  District  and  The  Univer- 
sity of  Texas  Southwestern  Medical  Center  at 
Dallas,  seek  Director  for  Family  Practice 
Residency  Program  at  John  Peter  Smith 
Hospital,  Fort  Worth,  Texas.  The  largest  Family 
Practice  training  program  (on  one  campus)  in 
the  country,  this  program  is  acclaimed  for  its 
comprehensive,  hands-on  training  in  all 
aspects  of  Family  Medicine,  including  obstetrics. 
Board  Certification,  excellent  communication 
skills,  demonstrated  clinical  capabilities  required 
Fonward  CV,  and  copy  of  current  licensure,  to:  FP 
Director  Search  Committee,  c/o  Vicki  Truitt  AA/EOE. 


CARDIOLOGY 


SOUTH  TEXAS 

Thirty  minutes  from  Padre  Island.  Young,  growing, 
cardiology  group  seeks  non-invasive 
associate.  Must  be  BC  or  BE  seeking  certifica- 
tion. Spanish  speaking  helpful  but  not  required. 
Excellent  locatbn.  Great  opportunity  for 
qualified  candidate.  Contact:  Barry  Strittmatter 


DIAGNOSTIC  radiology 


FORT  WORTH 

Several  diagnostic  radiology  positions  available 
in  Fort  Worth  and  NE  Texas.  Please  call  for 
details.  Contact:  Vicki  Truitt. 


FAMILY  PRACTICE 


CENTRAL  TEXAS 

Medical  staff  of  50-bed  hospital  in  beautiful 
central  Texas  (within  one  hour  of  Austin),  seeks 
BE/BC  family  physician  for  private  practice  (to 
share  a call  with  three  other  BC  TP's).  Solo  or 
group  environment.  OB  a plus,  but  not  required. 
Progressive,  family-oriented  community  with 
excellent  schools.  Many  social  and  recreational 
opportunities  Competitive  incentive  package 
to  qualified  physician.  Contact:  Jim  Truitt. 

NEAR  AUSTIN  AND  SAN  ANTONIO 

Community  of  5,000  (referral  area  24,000)  seeks 
board  certified  family  physicians.  Shared  call 
with  another  family  physician;  OB  needed. 
Financially  sound,  30-bed  hospital  offering 
competitive  incentive  package  to  qualified 
physician.  Contact:  Jim  Truitt 

DALLAS 

Established  fee-for-sennce  practice  available 
for  assumption.  Full  scope  of  family  medicine, 
except  OB.  Average  gross  $320K-f  annually. 
Bilingual  (Spanish)  skills  helpful.  Retiring 
physician  will  introduce.  Financing  available  to 
qualified  candidate 
Contact;  Jim  Truitt. 


WEST  TEXAS 

Three  board  certified  family  physicians  seek 
fourth  associate  for  busy  practice.  OB  pre- 
ferred Friendly  town,  good  schools.  Within  35 
minutes  of  larger  city.  Very  lucrative  financial 
situation.  Attractive  group  practice. 

Contact:  Jim  Truitt. 


PANHANDLE 

Texas  community  of  8,000  (referral  area 
1 6,000)  seeks  BC  FPs  for  group.  Share  call 
with  two  recently  trained  BC  FPs.  New  hospital 
under  construction.  Sound  economy,  good 
schools,airport  Generous  incentive  package 
including  income  guarantee,  relocation,  office 
space,  more  Contact:  Jim  Truitt. 


PANHANDLE 

Community  seeks  BE/BC  family  practitioner 
to  complement  very  busy,  recently  trained,  BC 
family  practitioner.  Excellent  hospital  facilities. 
Ideal  location  for  outdoorsman.  Generous  in- 
centive package  available  tor  qualified  can- 
didate. Contact:  Barry  Strittmatter. 


D/FW  METROPLEX 

Recently  trained,  BC  family  physicians,  sought 
for  private,  single  specialty  group  or  solo  (shar- 
ing call)  practice  in  growing,  northern  Met- 
roplex  area.  Modern  hospital  will  sponsor 
qualified  physicians.  Excellent  schools  and 
quality  of  life  in  this  popular  area. 

Contact:  Vicki  Truitt. 


SOUTH  TEXAS 

Within  one  hour  of  San  Antonio— South  Texas 
community  seeks  BE/BC  family  practitioner 
for  service  area  of  20,000.  OB  is  availabie,  but 
not  required  Hunting,  fishing  (fresh  and  salt 
water)  and  other  recreational  activities  abound. 
Forty-two  bed  hospital  will  offer  generous  incen- 
tive package  to  qualified  candidate. 

Contact:  Barry  Strittmatter 


AMARILLO 

Well  established  FP  seeks  associate  for  prac- 
tice in  community  ot  1 50,000-1- . No  OB.  356- 
bed  hospital  offering  competitive  incentive 
package.  Excellent  schools,  quality  of  life;  four 
season  climate.  Ideal  location  for  outdoor 
sports  enthusiast.  Easy  access  to  snow  and 
water  skiing,  boating,  fishing,  and  more. 
Contact:  Jim  Truitt 


FORT  WORTH 

Board  certified  family  physician  needed  for 
office-based  practice  in  community  health 
clinic.  No  evening  or  weekend  call.  Generous 
compensation.  Academic  appointment  avail- 
able. Contact;  Vicki  Tmitt. 


THE  TEXAS  SPECIALISTS 


— Working  in  Texas  for  Texans,  since  1984  — 


INTERNAL  MEDICINE 


EAST  TEXAS 

Two  BC  internists  seek  compatible  associate 
tor  group  practice  in  community  of  approx- 
imately 1 2,000  (referral  area  50,000)  Shared 
call  and  overhead.  Ultra-modem,  100-bed 
hospital.  Attractive  community;  many  social 
and  recreational  opportunities.  One  hour  from 
Dallas.  Competitive  incentive  package. 
Contact:  Jim  Pruitt 


WEST  TEXAS 

Four  American  trained,  board  certified  inter- 
nists seek  compatible  associate  for  busy 
group  practice  in  Texas  community  of 
1 00,000-1- . Office  adjacent  to  modern  hospital. 
Excellent  call  arrangement,  salary  and  bene- 
fits, Full  associate  status  in  second  year. 
Contact:  Jim  Truitt 


SOUTH  TEXAS 

Thirty  minutes  from  Padre  Island.  BC  IM 
specializing  in  critical  care  seeks  compatible 
associate.  Great  climate  and  lifestyle;  Rec- 
reational opportunities  abound.  Excellent  income 
potential.  Contact:  Barry  Strittmatter, 


WEST  TEXAS 

Community  of  approximately  9,000  (referral 
area  population  17,000)  seeks  BE/BC  inter- 
nist. Modern  50-bed  hospital.  Friendly  town, 
good  schrxrls.  Within  35  miles  of  200,000-1- 
population  center.  Especially  attractive  to  sports- 
minded  individuals.  Many  recreational  ameni- 
ties available.  Generous  incentive  package  to 
qualified  candidate.  Contact:  Barry  Strittmatter. 


AMARILLO 

Busy  BC  IM  seeks  associate  for  rapidly  expan- 
ding practice.  Fully  equipped  office  facilities. 
356-bed  hospital  offering  competitive  incentive 
package.  Excellent  schools  and  quality  of  life; 
four  season  climate.  Ideal  Irxation  lor  the  out- 
door sports  enthusiast.  Easy  access  to  snow 
and  water  skiing,  boating,  fishing,  etc. 

Contact:  Jim  Truitt, 


NEUROLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  1 50,000  seeks 
BE/BC  neurologists  for  associate  practice  (or 
solo  sharing  call);  fee  for  service.  Modern  medi- 
cal facilities;  lOO-l-  doctors  in  town.  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy,  excellent  schools. 
Many  social  and  recreational  opportunities. 
Generous  incentive  package  to  qualified 
physician.  Contact:  Vicki  Truitt. 


OBSTETRICS/GYNECOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000 
seeks  BE/BC  OB/GVN  for  private  practice  (to 
share  call  with  three  other  OB/GYNs).  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy,  excellent  schrxrls. 
Many  social  and  recreational  opportunities. 
Competitive  incentive  package  to  qualified 
physician.  Contact:  Vicki  Truitt. 


ONCOLOGY 


NORTH  DALLAS 

Well-established,  board  certified  oncologist 
seeks  compatible  associate  for  busy  practice. 
Office  adjacent  to  modern,  934-bed  hospital. 
Competitive  incentive  package;  excellent  poten- 
tial tor  clinically  interesting  and  financially 
rewarding  pracfice.  Attractive  life  style  in 
dynamic  Dallas/Fort  Worth  metropolitan  area. 
Contact:  Jim  Truitt. 


ORTHOPEDIC  SURGERY 


EAST  TEXAS 

Board  certified  orthopedic  surgeon  seeks  com 
patible  assrxiate  for  practice  in  community  o 
approximately  12,000  (referral  area  50,000; 
Shared  call  and  overhead.  Well-equipped,  ultra 
modern,  1 00-bed  hospital.  Attractive  communi' 
ty,  many  social  and  recreational  opportunities. 
One  hour  from  Dallas.  Competitive  incentive 
package  to  qualified  physician. 

Contact:  Jim  Truitt. 

EAST  TEXAS 

Medical  staff  of  100-bed  hospilal  seeks  ortho- 
pedic surgeon  for  referral  area  of  approximately 
50,000.  Attractive  community  of  14,000  with 
strong,  diversified  economy.  Excellent  fishing 
and  hunting.  One  hour  from  Dallas.  Competi- 
tive incentive  package  to  qualified  physician. 
Contact:  Barry  Strittmatter. 


PEDIATRICS 


FORT  WORTH 

Medical  staff  in  well  established  Metroplex 
hospital  seeks  BE/BC  pediatrician  to  establish 
nucleus  of  single  specialty  group.  Solo  prac- 
tice option  also  available.  Competitive  incen- 
tive package  from  hospital  and  medical  staff 
support  will  be  offered  to  qualified  candidates. 
Contact:  Barry  Strittmatter. 

D/FW  METROPLEX 

Young  American  trained,  BC  pediatrician  seeks 
associate  for  practice  in  affluent  suburban  com- 
munity in  the  heart  of  thriving  D/FW.  Office  on 
campus  with  modern  hospital.  Excellent 
schools  and  quality  of  life. 

Contact:  Vicki  Truitt. 

NORTHEAST  TEXAS 

Dynamic  group  of  American  trained,  BC  pediat- 
ricians seek  fourth  associate  for  group  practice 
in  attractive  community  of  27,000  (referral  area 
150,000).  Progressive,  family-oriented  com- 
munity with  strong  diversified  economy  excel- 
lent schools.  Social  and  recreational  opportu- 
nities abound.  Modem  hospital  with  Level  II  nur- 
sery and  designated  pediatric  care  unit.  Shared 
call;  excellent  income  and  benefits;  early  part- 
nership. Contact:  Vicki  Truitt. 


PULMONARY  MEDICINE 


WEST  TEXAS 

Four  man  group  of  American  trained,  board 
certified  internists  seeks  compatible  pulmonary 
medicine  associate.  Community  of  100,000-1-. 
Office  adjacent  to  modem  250-bed  hospital. 
Shared  call,  excellent  income  and  benefits.  Full 
associate  in  second  year. 

Contact  Jim  Tnjitt. 


UROLOGY 


D/FW  METROPLEX 

Urologist  needed  for  solo  or  associate  practice 
in  affluent  NE  Tarrant  County  community.  On 
campus  with  modem  hospital.  Competitive 
incentive  package  to  qualified  candidate.  Ex- 
cellent schools  and  quality  ot  life  with  attractive 
amenities  of  both  Dallas  and  Fort  Worth, 
Contact:  Vicki  Truitt. 


Advertising  Rates  & Data:  Regular  classified  advertising  sells  for  $2.00  per  word,  minimum  25  words  or  $50.  per 
issue.  We  do  not  count  articles  (a.  an.  the).  Display  classified  advertising  sells  for  $95  per  column  inch,  per  mohth.  A 
variety  of  typefaces,  logos,  and  borders  may  be  used  in  display  classified  ads.  Ad  box  numbers  can  be  substituted  for 
formal  addresses  upon  request  at  no  extra  cost.  Name  and  address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The  advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race,  color,  religion,  sex.  natural  origin,  or  age  unless  bona  fide  occu- 
pational qualifications.  Copy  deadline  is  the  1st  of  the  month  preceding  publication.  Send  copy  to  Mark  Bizzell.  Classi- 
fied Manager.  TEXAS  MEDICINE.  1801  North  Lamar  Blvd..  Austih,  TX  78701. 


Needed:  Senior  Internist/Leader 

To  organize,  develop  and  direct  4-6  member  private  practice  group  for 
463-bed  teaching  and  referral  hospital  on  beautiful  new  campus  of 
Methodist  Medical  Center  in  Dallas,  Texas.  Will  require  experienced 
member  of  successful  internal  medicine  group  who  has  been  involved  in 
governance  and  administration  of  the  group.  Individual  will  have  outstand- 
ing professional  opportunity  in  area  with  large  internal  medicine  patient 
demand,  excellent  practice  conditions,  and  superior  facilities,  with  assis- 
tance on  practice  management,  marketing  and  enhancement.  Alternative 
arrangements  open  to  discussion.  Confidentiality  of  inquiries  assured. 
Contact:  Patrick  Rhodes,  Physician  Recruiting  - 1-800-727-6131 


Give  Your 
Medical  Career  A 
Shot  In  the  Arm 


By  choosing  Hood  General  Hospital,  you 
will  have  the  best  of  both  worlds  - working 
in  a 57-bed  acute  care  facility  with  state-of- 
the-art  technology  and  living  in  a beautiful 
lake  area  conducive  to  a relaxed  lifestyle. 

Pediatrician 

OB/GYN 

YouH  enjoy  the  professional  atmosphere  as 
you  work  with  a competent  and  dedicated 
staff  in  our  recently  refurbished  hospital. 
You  will  join  our  10  Family  Practitioners 
and  21  total  physicians  who  have  made  a 
commitment  to  providing  quality  care  for 
patients  in  our  friendly  community. 

You  will  also  enjoy  the  country  setting  of 
Hood  County  that  is  so  close  to  Fort  Worth 
and  the  Metroplex,  yet  not  too  small  to  find, 
with  a population  of  30.000.  The  cosmo- 
politan lifestyle  of  the  city  coupled  with 
the  relaxed  atmosphere  of  our  rural  area 
and  a team  of  medical  professionals  to 
work  beside,  combine  to 
be  a career  alternative 
worth  investigating. 

Please  call  Terrie 
Henderson  at  (817) 

573-2683  or  forward 
your  C.V.  in  complete 
confidence  to:  Larry 
Winder,  Administrator, 

Hood  General  Hospital, 

1310  Paluxy  Rd.. 

Granbury,  TX  76048. 

Equal  Opportunity 
Employer. 


Oncologist/Hematologist  — Northwest  Louisiana. 
New  cancer  center  — state  of  the  art  — located  within 
625  bed  regional  center.  Join  prestigious  group  as  an 
associate  with  partnership  in  the  near  future.  Exceptional 
income  guarantee  with  liberal  benefits.  Health  Care  Spe- 
cialties Group,  2600  North  Loop  West  #620,  Houston. 
TX  77092  713  683-2054. 


iTiPiR  MEDICAL,  INC. 
Placement  and  Recruitment 

Permanent  and  Locum  Tenens 
Placement  for  Physicians 
We  work  Nationwide  and  specialize  in  . . .YOU 

San  Antonio,  TX  1-800-486-8485 


Houston  — BE/BC  Internist,  BE/BC  Pulmonologist  and 
BE/BC  Family  Practitioner  needed  for  busy,  well-estab- 
lished 15  physician  multi-specialty  group,  SW  Houston. 
Attractive  benefits  plus  salary,  bonus,  and  early  equal  part- 
nership. Send  CV  to  Pierre  Gendron,  Administrator,  Hillcroft 
Medical  Clinic,  6630  DeMoss,  Houston,  Texas  77074. 

Thinking  Retirement?  Busy  practice  in  popular  retire- 
ment area  needs  experienced  FP/GP  to  work  2-3  days 
weekly.  60  minutes  southeast  of  Dallas  on  large  lake  with 
several  area  golf  courses.  Contacf  Steve  Spain,  MD  429 
N.  Gun  Barrel  Ln,,  Mabank  TX  75147  903  887-2704, 
Family  Practice  or  Internist  — Olln  E.  Teague  Veter- 
ans Center,  Temple,  Texas,  is  recruiting  for  board  certi- 
fied/eligible family  practitioner  or  general  internist  for 
Ambulatory  Care  area.  Well  staffed  Veteran's  Affairs  Hos- 
pital in  central  Texas  city  of  50.000.  Faculty  appointment 
available  Texas  A&M  College  of  Medicine.  Contact  asso- 
ciate Chief  of  Staff/Ambulatory  Care  817  778-4811  ext 
4304  Clin  E.  Teague  Veterans  Center,  Temple,  TX  76504 
equal  opportunity  employer 

Lubbock  State  School  — Staff  physician  with  current 
Texas  license.  Excellent  benefits:  40  hour  work  week, 
malpractice  protection,  paid  holidays,  vacation/sick 
accruals,  retirement,  tax  sheltered  income  program, 
salary  negotiable.  Includes  augmentation.  Contact  Liz 
Smitten,  Director  of  Human  Resources,  Lubbock  State 
School,  PC  Box  5396,  Lubbock,  Texas  79417-7596  806 
763-7041  EOE 


Dallas  — BC/BE  Family  Practitioner  and/or  OB/GYN  to 
join  established  three  physician  group  near  Super  Col- 
lider area.  On  site  Laboratory/X-Ray/Mammogram,  adja- 
cent to  new  Charlton  Methodist  Hospital.  Fastest  grow- 
ing are  of  Dallas  County.  Send  CV  to  CMM/SWR  PO  Box 
382392,  Duncanville.  TX  75137. 

Assistant  Director  — Harris  County  Health  Department 
provides  direction  to  medical,  nursing,  pharmacy,  dental, 
laboratory,  and  epidemiology  services;  provides  some 
patient  care.  Requires  Texas  medical  license;  manage- 
ment skills  and  experience  in  public.  $70,000  -r  benefits. 
Qualified  applicants  should  send  a letter  of  interest  and 
resume  to  Thomas  Hyslop,  MD,  M.RH.,  Director,  Harris 
County  Health  Department,  PO  Box  25249,  Houston, 
Texas  77265  or  call  713  620-6840  for  more  information. 

Situations  Wanted 

Positions  Wanted 


Radiologist  — board  certified  with  Interventional  fellow- 
ship, desires  to  locate  in  Texas.  Proficient  in  all  modali- 
ties. University  trained  with  academic  experience.  Per- 
manent, part-time  and  locum  positions  will  be 
considered.  Reply  to:  Texas  Medical  Association,  Adver- 
tising Depart.,  Ad  Box  776,  1801  N.  Lamar,  Austin,  TX 
78701 . 

Neurosurgeon  with  Texas  license  seeking  oppor- 
tunity in  Texas  where  there  is  a need  for  a neurosurgeon. 
Inquiries  should  be  directed  to  PO  Box  177,  Austin  TX 
78767, 


For  Sale  or  Lease 

Office  Space 


Harlingen/Rio  Grande  Valley  — excellent  opportu- 
nity. Office  and  partnership  interest  in  new  building  adja 

cent  in  major  area  Medical  Center.  Call  David  Newton 
(512)  428-5351. 

Lease  — NE  Fort  Worth  (Watauga)  completely 
equipped  physician's  office-including  x-ray-treadmill 
available.  81 7 831  -0321  Dr.  McNeff. 

Practices 


Selling  Your  Practice?  We  offer  practice  evaluations  & 
brokerage,  physician  recruiting,  and  partnership  buy-in  ser- 
vices. We  can  help  you  make  the  right  decisions.  For  a free 
brochure,  call  or  write:  Practice  Dynamics.  Dept  T.  11222 
Richmond,  Ste  125,  Houston,  TX  77082:  713-531-091 1 . 


Property 

Repossessed  Texas  Real  Estate  — Foreclosed 
income  properties,  commercial  land,  farms,  ranches  and 
small  acreage  tracts.  Seller/bank  financing.  Call  512  479- 
2726  for  information  and  brochure. 


FOR  SALE 

Small  ranch  in  Live  Oak  County  with 
beautiful  Nueces  River  frontage.  Fine 
ranch  neighbors:  close  to  Choke  Canyon 
Lake  and  only  a short  distance  from  San 
Antonio.  The  ranch  has  excellent  newly 
established  Kline  grass  pasture  alter- 
nated with  brush;  a 28  aciB  lake  and  three 
other  established  ponds  and  a good  fresh 
water  system.  Abundant  game  including 
deer,  ducks,  turkey,  javalina,  hog,  cranes, 
blue  and  bob  white  quail  and  dove. 

County  maintained  road  and  good 
mineral  prospects.  Call  Dick 
@512  853-0349  or  office  512  289-5350 


Business  and  Financial 
Services 

Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  cour- 
teous service.  Competitive  fixed  rate.  Physicians  Service 
Association,  Atlanta,  Georgia.  Toll  free  1-800-241-6905. 
Serving  MDs  for  over  1 0 years. 

Consulting  Services  — Assistance  with:  Starting,  Relo- 
cations, Selling  or  Reorganizing  your  Practice  — Employ- 
ment Contracts  — Professional  Association  and  Partner- 
ship Agreements  — Compliance  with  Medicare  Rules  and 
Regulations.  PLEASE  CONTACT:  Doug  McSwane, 
McSwane  and  Associates,  1121  Hampshire  Ln.,  Suite 
235,  Richardson,  Texas  75080,  Phone  214-669-3359. 

Continuing  Education 

Flex-Spex-NBME  Preparation  — May  1991  Inten- 
sive Refresher  Course,  Norfolk,  Virginia.  Lectures,  Audio- 
visuals, test  sessions  and  a considerable  amount  of 
medical  study  material.  USNBE  Review  Center  PO  Box 
767  Friendswood  TX.  77546  713  482-8597. 
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Courses 


May 

TMA  Annual  Session  Scientific 
Programming 

1 he  following  continuing  medical  educa- 
tion courses  will  be  offered  during  TMA’s 
124th  Annual  Session,  May  9-12,  1991,  in 
Dallas.  All  courses  are  scheduled  in  Loews 
Anatole  Hotel.  For  further  information, 
contact  Dale  Willimack,  CAE,  Director, 
Annual  Session  and  Scientific  Program- 
ming Department,  TMA,  1801  N Lamar 
Blvd,  Austin,  TX  78701  (512)  477-6704. 

Aerospace  Medicine 

May  11,  1991 

Flyiug  Physicians  Association,  Southwest 
Region 

Alcoholism 

May  9,  1991 

Symposium  on  Codependency  and  Medi- 
cal Illness 

May  9,  1991 

Symposium  on  Revitalization  of  Skills  for 
Physicians 

Allergy  and  Immunology 

May  11,  1991 

Section  on  Allergy,  Asthma  and  Clinical 
Immunology 

Anesthesiology 

May  11-12,  1991 

Texas  Society  of  Anesthesiologists 

Cardiovascular  Disease 

May  9,  1991 

Symposium  on  Cardiovascular  Diseases 

Chest  Disease 

May  9,  1991 

Section  on  Diseases  of  the  Chest 

Colon  and  Rectal  Surgery 

May  11,  1991 

Section  on  Colon  and  Rectal  Surgery 

Critical  Care  Medicine 

May  9-11,  1991 

Advanced  Cardiac  Life  Support  Provider 
Course 

May  9,  1991 

Basic  Life  Support  for  Physicians 


CME  / Continuing 
Education  Directory 


May  9 

Symposium  on  Emergency  Management 

Dermatology 

May  10-12,  1991 

Texas  Dermatological  Society 

Endocrinology  and  Metabolism 

May  10,  1991 

Section  on  Endocrinology 

Family  Medicine 

May  9,  1991 

Texas  Academy  of  Family  Physicians 

May  10,  1991 

Section  on  Family  Practice 

Gastroenterology 

May  10,  1991 

Section  on  Digestive  Diseases 

Geriatrics 

May  11,  1991 

Symposium  on  Geriatrics 

Hematology 

May  10,  1991 

Symposium  on  Controversies  in  Transfu- 
sion Medicine 

Internal  Medicine 

May  10,  1991 

Section  on  Internal  Medicine 

Legal  Medicine 

May  9,  1991 

Symposium  on  Medicine  and  the  Law 

Nephrology 

May  11,  1991 

Renal  Physicians  of  Texas 

Neurology 

May  10-11,  1991 

Section  on  Neurology 

Neurosurgery 

May  10-11,  1991 

Section  on  Neurological  Surgery 

Nuclear  Medicine 

May  9,  1991 

Symposium  on  Medical  Aspects  of  Nuclear 
Weapons 

May  11,  1991 

Section  on  Nuclear  Medicine 


Obstetrics  and  Gynecology 

May  10,  1991 

Section  on  Obstetrics  and  Gynecology 

Occupational  Medicine 

May  9,  1991 

Symposium  on  Workers’  Compensation 
Impairment  Guidelines 

May  10-11,  1991 

Section  on  Occupational  Medicine 

Oncology 

May  11,  1991 

Section  on  Oncology 

Ophthalmology 

May  10-11,  1991 

Section  on  Ophthalmology 

Orthopedic  Surgery 

May  10,  1991 

Texas  Orthopaedic  Association/Texas  So- 
ciety of  Sports  Medicine 

May  1 1-12,  1991 

Texas  Orthopaedic  Association 

Otolaryngology 

May  10-11,  1991 

Section  on  Otolaryngology 

Pathology 

May  11,  1991 

Section  on  Pathology 

Pediatrics 

May  1 1,  1991 

Section  on  Pediatrics 

Physical  Medicine  and  Rehabilitation 

May  11,  1991 

Section  on  Physical  Medicine  and  Rehabil- 
itation 

Plastic  Surgery 

May  11-12,  1991 

Section  on  Plastic,  Reconstructive  and 
Maxillofacial  Surgery 

Preventive  Medicine  and  Public 
Health 

May  10,  1991 

Section  on  Public  Health 

Psychiatry 

May  10,  1991 

Section  on  Psychiatry 
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Sports  Medicine 

May  10,  1991 

Symposium  on  Sports  Medicine 

Surgery 

May  10,  1991 
Section  on  Surgery 

Transplantation 

May  10,  1991 

Texas  Transplantation  Society 

Urology 

May  10,  1991 
Section  on  Urology 

General  Sessions 

May  9,  1991 

Perspectives  on  Affordable  Health  Care: 
Questions,  Solutions  and  Answers 

May  10,  1991 

Advanced  Medical  Technology:  Benefits  vs 
Costs 

May  11,  1991 

Advances  in  the  Diagnosis  and  Manage- 
ment of  HIV  Disease 

Other 

May  9-10,  1991 

Forum  of  Original  Research 

May  9,  1991 

2 1 Steps  to  Successful  Practice  Succession 
May  10,  1991 

Texas  Society  of  Plastic  Surgeons  Workshop: 
Asset  Protection,  Estate  Preservation  and 
Malpractice  Defense  Seminar 

Cardiology 

May  15-17,  1991 

Clinical  Auscultation  of  the  Heart.  Wash- 
ington, DC.  Contact  American  College  of 
Cardiology,  Extramural  Programs,  Dept 
5080,  Washington,  DC  20061-5080  (I- 
800)  897-5400 

May  20-21,  1991 

Surgery  for  Coronary  Artery  Disease. 
Durham,  NC.  Contact  American  College 
of  Cardiology,  Extramural  Programs,  Dept 
5080,  Washington,  DC  20061-5080  (1- 
800)  897-5400 

Emergency  Medicine 

May  5-7,  1991 

Quality  Assurance  in  Emergency  Medicine. 
Toronto.  Contact  American  College  of 


Emergency  Physicians,  PO  Box  619911, 
Dallas,  TX  75261-9911  (1-800)  798-1822 
or (214) 550-0911 

May  8-9,  1991 

Risk  Management  in  Emergency  Medicine. 
Toronto.  Contact  American  College  of 
Emergency  Physicians,  PO  Box  619911, 
Dallas,  TX  75261-9911  (1-800)  798-1822 
or (214) 550-0911 

Family  Practice 

May  9,  1991 

Management  of  Common  Gastrointestinal 
Problems  and  Obesity.  Dallas.  Contact 
Texas  Academy  of  Eamily  Physicians,  8733 
Shoal  Creek  Blvd,  Austin,  TX  78766  (512) 
451-8237 

General  Medicine 

May  10,  1991 

What’s  New  in  Wound  Care?  Dallas.  Con- 
tact Presbyterian  Healthcare  System,  Office 
of  CME,  8160  Walnut  Hill  Ln,  Dallas,  TX 
75231  (214)  891-2323 

May  18,  1991 

Peripheral  Vascular  Disease.  Dallas.  Con- 
tact St  Paul  Medical  Center,  Office  of 
CME,  5909  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)  879-3789 

May  20-22,  1991 

Symposium  on  Pain  Research.  Galveston, 
Tex.  Contact  Office  of  CME,  The  Universi- 
ty of  Texas  Medical  Branch,  Route  J-34, 
Shearn  Moody  Plaza  #7101,  Galveston, 
TX  77550  (409)  761-2934 

Neurology 

May  11,  1991 

Neurologic  Expressions  of  Systemic  Dis- 
ease. Dallas.  Contact  Presbyterian  Health- 
care System,  Office  of  CME,  8160  Walnut 
Hill  En,  Dallas,  TX  75231  (214)  891-2323 

May  18,  1991 

Epilepsy  Symposium.  Houston.  Contact 
The  University  of  Texas  Medical  School  at 
Houston,  Office  of  CME,  1100  Holcombe 
Blvd,  HMB  15.1509,  Houston,  TX  77030 
(713)  792-5346 

May  31-June  1,  1991 

Restorative  Neurology.  Houston.  Contact 
Baylor  College  of  Medicine,  Office  of 
CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Oncology 

May  10-14,  1991 


International  Conference  on  Polyamines  in 
Cancer.  Houston.  Contact  The  University 
of  Texas  M.D.  Anderson  Cancer  Center, 
1515  Holcombe  Blvd,  Houston,  TX  77030 
(713)  792-2121 

Ophthalmology 

May  4,  1991 

Ptosis  and  Blepharoplasty.  Dallas.  Contact 
Office  of  CME,  The  University  of  Texas 
Southwestern  Medical  Center,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235 
(214) 688-2166 

Orthopedic  Surgery 

May  9-10,  1991 

Brandon  Carrell  Visiting  Professorship.  Dal- 
las. Contact  Louise  Hamilton,  2222  Well- 
born St,  Dallas,  TX  75219  (214)  521-3168 

Pathology 

May  16-18,  1991 

Current  Issues  in  Surgical  Pathology.  Dal- 
las. Contact  Continuing  Education,  The 
University  of  Texas  Southwestern  Medical 
Center,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)  688-2166 

Pediatrics 

May  18,  1991 

Pediatric  Symposium.  San  Antonio,  Tex. 
Contact  Southwest  Texas  Methodist  Hos- 
pital, 7700  Eloyd  Curl  Dr,  San  Antonio 
78229  (512)  692-4546 

Psychiatry 

May  3-5,  1991 

Diagnostic  Advances  in  Neurology  and 
Psychiatry.  Point  Clear,  Ala.  Contact 
Southern  Medical  Association,  35 
Lakeshore  Dr,  PO  Box  190088,  Birming- 
ham, AL  35219-0088  (1-800)  423-4992 

Pulmonary  Medicine 

May  31,  1991 

Blood  Products  Seminar.  Tyler,  Tex.  Con- 
tact The  University  of  Texas  Health  Sci- 
ence Center  at  Tyler,  PO  Box  2003,  Tyler, 
TX  75710  (903)  877-7255 

Radiology 

May  13-17,  1991 

Radiation  Safety  Officer’s  Course.  San  An- 
tonio, Tex.  Contact  The  University  of 
Texas  Health  Science  Center,  Office  of 
CME,  7703  Eloyd  Curl  Dr,  San  Antonio, 
TX  78284  (512)  567-4444 
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May  20-24,  1991 

Advanced  Radiological  Health.  San  Anto- 
nio, Tex.  Contact  The  Ihiiversity  of  Texas 
Health  Science  Center,  Office  of  CME, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)  567-4444 

May  20-24,  1991 

Board  Certification  Preparation  in  Radia- 
tion Oncology  Physics.  San  Antonio,  Tex. 
The  University  of  Texas  Health  Science 
Center,  Office  of  CME,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284  (512)  567-4444 

May  20-24,  1991 

Resident's  Review  in  Physics  & Radiation 
Biology  of  Radiation  Oncology.  San  Anto- 
nio, Tex.  The  University  of  Texas  Health 
Science  Center,  Office  of  CME,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  (512) 
567-4444 

June 

Cardiology 

Jun  6-7,  1991 

New  Frontiers  in  Vascular  Interventions. 
Los  Angeles.  Contact  American  College  of 
Cardiology,  Extramural  Programs,  Dept 
5080,  Washington,  DC  20061-5080  (1- 
800)  897-5400 

Jun  16-21,  1991 

Two-Dimensional  Echocardiography  & 
Cardiac  Doppler.  Orlando,  Fla.  Contact 
American  College  of  Cardiology,  Extramu- 
ral Programs,  Dept  5080,  Washington,  DC 
20061-5080  (1-800)  897-5400 

Family  Practice 

Jun  1,  1991 

Clinical  Encounters  1991.  Dallas.  Contact 
Office  of  CME,  The  University  of  Texas 
Southwestern  Medical  Center,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

General  Medicine 

June  1-2,  1991 

Pain  Symposium.  Lubbock,  Tex.  Contact 
Office  of  CME,  Texas  Tech  University 
Health  Sciences  Center,  Lubbock,  TX 
79430  (806)  743-2929 

Jun  9-13,  1991 

ISth  Lung  Symposium.  Sea  Island,  Ga. 
Contact  Southern  Medical  Association,  35 
Lakeshore  Dr,  PO  Box  190088,  Birming- 
ham, AL  35219-0088  (1-800)  423-4992 


Internal  Medicine 

Jun  24-26,  1991 

Highlights  in  Women's  Health  Care.  Santa 
Fe,  NM.  Contact  Scott  &:  White  Memorial 
Hosp,  Office  of  CME,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

Obstetrics  and  Gynecology 

June  10-12,  1991 

Ob-Gyn  Seminar.  South  Padre  Island,  Tex. 
Contact  Office  of  CME,  Texas  Tech  Uni- 
versity Health  Sciences  Center,  Lubbock, 
TX  79430  (806)  743-2929 

June  15,  1991 

Current  Clinical  Practice  in  Ob-Gyn  Infec- 
tions. Dallas.  Contact  St  Paul  Medical 
Center,  Office  of  CME,  5909  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)  879-3789 

Otolaryngology 

Jun  5-6,  1991 

Anatomy  of  the  Nose.  Galveston,  Tex. 
Contact  Office  of  CME,  The  University  of 
Texas  Medical  Branch,  Rte  J-34,  Shearn 
Moody  Plaza,  Galveston,  TX  77550  (409) 
761-2934 

Jun  6-8,  1991;  June  20-22,  1991 
Updates  in  Otolaryngology.  Galveston, 
Tex.  Contact  Office  of  CME,  The  Llniversi- 
ty  of  Texas  Medical  Branch,  Rte  J-34, 
Shearn  Moody  Plaza,  Galveston,  TX 
77550  (409)  761-2934 

Pediatrics 

Jun  10-14,  1991 

Acute  Care  Pediatrics.  Hilton  Head  Island, 
SC.  Contact  Baylor  College  of  Medicine, 
Office  of  CME,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-6020 

Jun  20-22,  1991 

Pediatric  Review  and  Update.  Galveston, 
Tex.  Contact  Office  of  CME,  The  Universi- 
ty of  Texas  Medical  Branch,  Rte  J-34, 
Shearn  Moody  Plaza,  Galveston,  TX 
77550  (409)  761-2934 

Perinatal  Medicine 

Jun  21-22,  1991 

Conference  on  Perinatal  Medicine.  Dallas. 
Contact  Methodist  Medical  Center,  301  W 
Colorado,  Dallas,  TX  75265  (214)  944-8008 

Pulmonary  Medicine 

Jun  9-13,  1991 

Symposium  on  Lung  Disease.  Sea  Island, 
Ga.  Contact  Southern  Medical  Association, 


35  Lakeshore  Dr,  PO  Box  190088,  Birming- 
ham, AL  352 1 9-0088  ( I -800)  423-4992 

Radiology 

Jun  3-7,  1991 

Visiting  Fellowship  in  MRI.  San  Antonio, 
Tex.  Contact  The  University  of  Texas 
Health  Science  Center,  Office  of  CME, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)  567-4444 

July 

Cardiology 

Jul 26-27,  1991 

Echocardiography  1991.  Dallas.  Contact 
Presbyterian  Healthcare  System,  Office  of 
CME,  8160  Walnut  HUI  Ln,  Dallas,  TX 
75231  (214)  891-2323 

Family  Practice 

Jul 3-6,  1991 

The  First  24  Hours.  Corpus  Christi,  Tex. 
Contact  Nueces  County  Medical  Educa- 
tion Foundation,  Family  Practice  Residen- 
cy Program,  2606  Hospital  Blvd,  Corpus 
Christi,  TX  78405  (512)  881-4467 

Pediatrics 

Jul  15-17,  1991 

Update  in  Pediatrics.  Santa  Fe,  NM.  Con- 
tact Scott  & White  Memorial  Hosp,  Office 
of  CME,  2401  S 31st  St,  Temple,  TX 
76508  (817)  774-4083 

Practice  Management 
Workshops 

The  following  workshops  and  seminars  are 
sponsored  by  the  Texas  Medical  Associa- 
tion Department  of  Practice  Management 
Services.  For  further  information,  contact 
the  TMA  Department  of  Practice  Manage- 
ment Services,  1801  N Lamar  Blvd,  Austin, 
TX  78701  (512)  477-6704,  ext  350. 

April-July,  1991 

lCD-9  and  CPT  Coding/Third  Party  Re- 
imbursement 

Apr  2,  Tyler;  Apr  4,  Dallas;  Apr  9,  San  An- 
tonio; Apr  10,  Houston;  Apr  16,  Amarillo; 
Apr  17,  Fort  Worth;  Apr  19,  Corpus 
Christi;  Apr  23,  Lubbock 

Improving  Patient  Service 

Jun  4,  Houston;  Jun  5,  San  Antonio;  Jun  6, 

Dallas 
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Medical  Office  Management  Institute 
Jul  9-12,  Houston;  Jul  23-26,  Dallas 

2 1 Steps  to  Successful  Practice  Transition 
May  9,  Dallas 

Risk  Management 
Seminars 


The  following  course  is  sponsored  by  the 
Texas  Medical  Association  Risk  Manage- 
ment Department.  All  seminars,  unless 
otherwise  announced,  will  be  held  from  7 
pm-10  pm.  For  further  information,  con- 
tact the  TMA  Department  of  Risk  Man- 
agement, 1801  N Lamar  Blvd,  Austin,  TX 
78701  (512)  477-6704,  ext  351. 

April-Sept,  1991 

Malpractice  Proof  Your  Practice 
Apr  25,  Amarillo 

May  9,  Dallas  (during  TMA  Annual  Ses- 
sion; 2-5  pm;  May  23,  Beaumont;  May 
29,  San  Antonio;  May  30,  El  Paso 

Jun  12,  Tyler;  Jun  19,  Austin,  6-9  pm  ; Jun 
26,  McAllen;  July  6,  Corpus  Christ!  (with 
Nueces  County  Medical  Education  Foun- 
dation; 1:30-5:30  pm) 

Sept  14,  Austin  (during  TMA  Fall  Leader- 
ship Conference;  2-5  pm);  Sept  19,  Dallas; 
Sept  26,  Houston 

Calendar  of  Meetings 


•Denotes  Texas  meeting 

April 

•April  5-7,  1991,  Austin,  Tex 
Texas  Academy  of  Family  Physicians  In- 
terim Session 

Contact  TAFT,  8733  Shoal  Creek  Blvd, 
Austin,  TX  78766  (512)  451-8237 

Apr  8-18,  1991,  Kauai,  Hawaii 
American  Society  for  Plead  & Neck 
Surgery  Annual  Meeting 
Contact  ASHN,  Rl-30  University  Hosp, 
Seattle,  WA  98195  (206)  543-8383 

Apr  1 1-14,  1991,  New  Orleans 
American  College  of  Physicians  Annual 
Meeting 

Contact  ACP,  W Sixth  St  at  Race,  Philadel- 
phia, PA  19106  (215) 243-1200 

Apr  14-17,  1991,  New  York. 

American  College  of  Surgeons  Spring 
Meeting 


Contact  ACS,  44  E Erie  St.,  Chicago,  IL 
60611  (312)  664-4050 

•Apr  18-21,  1991,  Corpus  Christi 
Texas  Radiological  Society  Annual  Meeting 
Contact  TRS,  1801  N Eamar  Blvd,  Austin, 
TX  78701  (512)  477-4704,  ext  240 

Apr  21-27,  1991,  Boston 

American  Academy  of  Neurology  Annual 

Meeting 

Contact  AAN,  2221  University  Ave,  SE, 
Ste  335,  Minneapolis,  MN  55414  (612) 
623-8115 

Apr  2 1-25,  1991  New  Orleans 
American  Association  of  Neurological  Sur- 
geons Annual  Meeting 
Contact  AANS,  22  S Washington  St,  Park 
Ridge,  IE  60068  (708)  692-9500 

Apr  21-25,  1991,  New  Orleans 
American  Association  of  Neurological  Sur- 
geons Annual  Meeting 
Contact  AANS,  22  S Washington  St,  Park 
Ridge,  IL  60068  (312)  692-9500 

May 

May  1-5,  1991,  Waioloka,  Hawaii 
American  Academy  of  Facial  Plastic  & Re- 
constructive Surgeons  Annual  Meeting 
Contact  AFPRS,  1110  Vermont  Ave,  NW, 
Washington,  DC  20005  (202)  842-4500 

May  5-9,  1991,  New  Orleans 

American  College  of  Oh-Gyn  Annual 

Meeting 

Contact  ACOG,  409  12th  St,  SW, 
Washington,  DC  20005  (202)  347-5445 

May  6-8,  1991,  Washington,  DC 
American  Association  for  Thoracic  Surgery 
Contact  AATS,  13  Elm  St,  Manchester, 
MA  01944  (505)  526-8330 

May  9-12,  1991,  Dallas 

•Texas  Medical  Association  1991 
Annual  Session 

Contact  Mrs  Dale  Willimack,  TMA,  1801 
N Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704 

May  1 1-16,  1991,  New  Orleans 
American  Psychiatric  Association  Annual 
Meeting 

Contact  APA,  1400  K St,  NW,  Washing- 
ton, DC  20005  (202)  682-6100 

May  19-21,  1991,  Houston 
•American  Society  of  Clinical  Oncology 
Annual  Meeting 

Contact  ASCO,  435  N Michigan  Ave, 
Chicago,  IL  6061 1 (312)  644-0828 


May  22-26,  1991,  Washington,  DC 
Society  of  Critical  Care  Medicine  Annual 
Meeting 

Contact  SCCM,  25 1 E Imperial  Hwy,  Ste 
480,  Fullerton,  CA  92635  (714)  870-5243 

May  23-26,  1991,  Houston 
•American  Association  for  Cancer  Re- 
search Annual  Meeting 
Contact  AACR,  330  Market  St,  2nd  FI, 
Philadelphia,  PA  19106  (215)  440-9300 

May  29-June  1,  1991,  Orlando,  Fla 
American  College  of  Sports  Medicine  An- 
nual Meeting 

Contact  ACSM,  401  W Michigan  Ave,  In- 
dianapolis, IN  46254  (317)  637-9200 

June 

June  2-6,  1991,  Toronto 

American  Urological  Association  Annual 

Meeting 

Contact  American  Urological  Association, 
Office  of  Fiducation,  6750  W Loop  South, 
Ste  900,  Bellaire,  TX  77401  (713)  665- 
7500 

June  5-8,  1991,  Dallas. 

•American  Society  for  Bariatric  Surgery 
Annual  Meeting 

Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

June  7-8,  1991,  Austin,  Tex 

•Texas  Medical  Education  1991  CME 
Provider’s  Conference,  Physician 
CME:  A Cooperative  Responsibility 

Contact  TMA  Dept  of  Medical  Education, 
1810  N Lamar  Blvd,  Austin,  TX  78701 
(512) 477-6704,  ext  253 

June  26-29,  1991,  Seattle 
Western  Thoracic  Surgical  Association 
Contact  WTSA,  13  Elm  St,  Manchester, 
MA  01944  (505)  526-8330 
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TEXAS  MEDICAL  ASSOCIATION  • MAY  1991 
Nixon  to  be  installed  as  TMA  president  at  Annual  Session  / 12  • Prevention  and  early  detection  of 
testicular  cancer  / 66  • Confusion  reigns:  private  enforcement  of  patient  transfer  laws  / 55 


Get  your  next  new  car  from  us.. 
aTMA  endorsed  company! 


When  the  Texas  Medical  Association 
wanted  to  endorse  a car  company,  they  had 
some  requirements!  They  wanted  a company 
with  integrity,  volume  buying  power,  and 
above  all  SERVICE.  The  TMA  chose  Autoflex 
Leasing. 

Just  one  call  to  us  and  you  get  all  of  the 
above  and  more.  Our  "FLEXLEASE"  is  the 
best  lease  available,  and  it  includes  free  rent 
cars,  no  down  payment  & no  deposit.  You 
pick  out  the  car  of  your  choice  and  we  will 
deliver  it  to  your  home  or  office  the  next  day! 
Sound  simple?  It  is! 

Axxtoflex 

(I  i A s i N ^ 


Since  tax  reform,  there  are  no  advantages 
to  owning  a car.  Interest  write  offs  and  invest- 
ment tax  credits  have  been  eliminated  and 
sales  tax  can  no  longer  be  deducted.  Call  one 
of  our  professionals  today  so  we  can  explain 
our  special  programs  created  exclusively  for 
TMA  members.  So  for  your  next  vehicle, 
whether  you  buy  or  lease,  choose  a company 
the  TMA  endorses.  Choose  Autoflex  Leasing. 


^ Tex 

tt 
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PHYSICIANS  CARING  FOR  TEXANS 


CONTACT;  LOUIS  MURAD 
OR  PATRICK  MORRISSEY 


1-800-634-0304 


212  W.  Spring  Valley  • Richardson,  TX  75081  • 214-234-1234 


1-800-252-9318 

YOUR  HOTLINE 
FOR  TMAIT 
INSURANCE 
ANSWERS 


We  know  that  insurance  can  be  com- 
plicated and  confusing.  You  and  your 
staff  have  more  important  things  to  do 
than  worry  about  your  personal  and 
staff  insurance.  That’s  why  TMAIT 
has  an  INSURANCE  HOTLINE  to 
simplify  things. 

Just  call  1-800-252-9318  any  weekday 
between  8:15  a.m.  and  5:15  p.m. 

You’ll  get  a friendly  TMAIT  insurance 
specialist  who  can  usually  answer  your 
questions  immediately.  If  they  can’t, 
they’ll  get  the  answer  and  promptly 
call  you  back. 

Your  INSURANCE  HOTLINE  is  just 
one  more  valuable  member  service. 

TMAIT  offers  you  Safety,  Financial 
Stability,  Excellent  Service  and 
Reliability. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


Created  and  endorsed  by  the  Texas  Medical  Association 


TexasMedical 

Association 


1901  NORTH  LAMAR  BLVD 
AUSTIN,  TEXAS  78705 
1-800-252-9318 
IN  AUSTIN  476-6551 
FAX:  512/469-9336 


Underwritten  by  PRUCO  Life  Insurance  Company  of  Texas, 
a subsidiary  of  The  PRUDENTTAE. 
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Successful 
rehabilitation 
after  a brain  injury 
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the  mind  and 
the  human  spirit. 
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integrated  spectrum  of  resources  for  spiritual 
as  well  as  physical  healing.  In  this  way,  he  or 
she  builds  the  foundation  for  as  richly  reward- 
ing and  meaningful  lifetime  as  it  is  possible  to 
achieve.  Warm  Springs  provides  a complete 
continuum  of  care  from  coma  to  community 
re-entry.  To  learn  more  about  our  unique 
approach,  call  us. 
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"vicodin 

(hydrocodone  bitortrote  7 5mg  [Warning:  May  be  habit  forming] 
and  acetamirvDphen  7M  mg) 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or 
hydrocodone. 

WARNINGS: 

Allergic-Type  Reactions:  VICODINA/ICODIN  ES  Tablets  contain  sodium 
metabisulfite,  a sulfite  that  may  cause  allergic-type  reactions  including 
anaphylactic  symptoms  and  life-threatening  or  less  severe  asthmatic 
episodes  in  certain  susceptible  people. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients, 
hydrocodone  may  produce  dose-related  respiratory  depression. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory 
depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospi- 
nal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  otner  intracranial  lesions  or  a preexisting  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may 
obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal 
conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN/VICODIN  ES  Tablets  should  be  used 
with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism.  Addison's  dis- 
ease, prostatic  hypertrophy  or  urethral  stricture. 

Cougn  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  as  with  all 
narcotics,  caution  should  be  exercised  when  VICODINA/ICODIN  ES  Tab- 
lets are  used  postoperatively  and  in  patients  with  pulmonary  disease. 
Drug  Interactions : Patients  receiving  other  narcotic  analgesics,  antipsy- 
chotics,  antianxiety  agents,  or  other  CNS  depressants  (including  alcohol) 
concomitantly  with  VICODINA/ICODIN  ES  Tablets  may  exhibit  an  additive 
CNS  depression.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants 
with  hydrocodone  preparations  may  increase  the  effect  of  either  the 
antidepressant  or  hydrocodone.  The  concurrent  use  of  anticholinergics 
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Usage  in  Pregnancy: 

Teratogenic  Effects:  Pregnancy  Category  C.  Hydrocodone  has  been 
shown  to  be  teratogenic  inhamsters  when  given  in  doses  700  times  the 
human  dose.  There  are  no  adequate  and  well-controlled  studies  in 
pregnant  women.  VICODIN/  VICODIN  ES  Tablets  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  tak- 
ing opioids  regularly  prior  to  delivery  will  be  physically  dependent.  The 
withdrawal  signs  include  irritability  and  excessive  crying,  tremors,  hyper- 
active reflexes,  increased  respiratory  rate,  increased  stools,  sneezing, 
yawning,  vomiting,  and  fever. 

Labor  and  Delivery:  Administration  of  VICODIN/VICODIN  ES  Tablets  to 
the  mother  shortly  before  delivery  may  result  in  some  degree  of  respira- 
tory depression  in  the  newborn,  especially  if  higher  doses  are  used. 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk  and 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  VICODIN/VICODIN  ES  Tablets,  a decision  should  be  made  whether 
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importance  of  the  drug  to  the  mother. 
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dizziness,  sedation,  nausea  and  vomiting.  These  effects  seem  to  be  more 
prominent  in  ambulatory  than  in  nonambulatory  patients  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down.  Other 
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suppressing  the  nausea  and  vomiting  which  may  occur  (see  above); 
however,  some  phenothiazine  derivatives  seem  to  be  antianal^esic  and 
to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  while 
other  phenothiazines  reduce  the  amount  of  narcotic  required  to  produce 
a given  level  of  analgesia.  Prolonged  administration  of  VICODIN/VICODIN 
ES  Tablets  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters 
and  urinary  retention  have  been  reported. 

Respiratory  Depression:  Hydrocodone  bitartrate  may  produce  dose- 
related  respiratory  depression  by  acting  directly  on  the  brain  stem  respi- 
ratory center.  Hydrocodone  also  affects  the  center  that  controls  respiratory 
rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  significant 
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DRUG  ABUSE  AND  DEPENDENCE: 
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stance Act  (Schedule  III).  Psychic  dependence,  physical  dependence,  and 
tolerance  may  develop  upon  repeated  administration  of  narcotics;  there- 
fore, VICODIN/  VICODIN  ES  Tablets  should  De  prescribed  and  adminis- 
tered with  caution. 

OVERDOSAGE: 

Acetaminophen  Signs  and  Symptoms : In  acute  acetaminophen  over- 
dosage, dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most 
serious  adverse  effect.  Renal  tubular  necrosis,  hypoglycemic  coma,  and 
thrombocytopenia  may  also  occur.  Early  symptoms  following  a poten- 
tially hepatotoxic  overdose  may  include:  nausea,  vomiting,  diaphoresis 
and  general  malaise.  Clinical  and  laboratory  evidence  of  hepatic  toxicity 
may  not  be  apparent  until  48  to  72  hours  post-ingestion. 
Hydrocodone  Signs  and  Symptoms;  Serious  overdose  with 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease  in 
respiratory  rate  and/or  tidal  volume,  Cheyne- Stokes  respiration,  (cyano- 
sis), extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  muscle 
flaccidity,  cold  and  clammy  skin,  and  sometimes  bradycardia  and  hypo- 
tension. In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest 
and  death  may  occur. 
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Letters 


If  this  isn’t  charity  . . . 

■ know  it  pays  to  know  what  the 
enemy  is  thinking,  but  I get  so 
tired  of  jerks  with  PhDs  telling  others 
what  to  do  with  their  time  and  tal- 
ents (“Are  physicians  obligated  to 
treat  indigent  patients?”  Texas 
Medicine,  February  1991,  pp  81-85). 

I know  of  no  profession  that 
gives  back  more  to  society  than 
physicians. 

Medicare  now  pays  me  less  than 
it  did  5 years  ago  (plus  cost  of  living 
loss),  and  Medicaid  pays  about  half 
of  what  Medicare  allows.  If  this  isn’t 
a form  of  charity,  I give  up! 

It  is  scary  how  medicine  is  being 
led  down  the  path  to  destruction. 
Don’t  people  realize  that  fewer  and 
fewer  young  people  are  going  into 
medicine,  and  those  who  do  are  not 
going  into  primary  care?  The  crisis 
is  nationwide,  not  only  in  rural 
Texas,  and  it  will  get  worse  for  the 
poor  and  elderly  as  the  government 
continues  to  discourage  us. 

Why  doesn’t  organized  medicine 
stand  up  and  say,  “No  more!”  Let’s 
treat  people,  bill  them  fairly,  and  let 
them  be  responsible  for  collecting 
from  Medicare/Blue  Cross/AARP,  etc. 

Let’s  encourage,  by  fair  payment, 
the  care  of  the  poor  and  elderly,  and 
encourage  young  people  to  again  go 
into  medicine  and  primary  care. 

It  is  getting  late! 

David  S.  Moore,  MD 
107  South  Avenue  M,  PO  Box  367, 
Olney,  TX  76374. 

Must  we  gamble? 

The  article,  “Are  physicians  ob- 
ligated to  treat  indigent  pa- 
tients?” was  well-reasoned  and 
thoughtful. 


Now,  I eagerly  await  Dr  McCul- 
lough’s response  to  the  second  half 
of  the  question:  “Are  physicians  ob- 
ligated to  risk  their  futures  by  giving 
indigent  patients  free  malpractice 
lottery  tickets?” 

Joel  Potasznik 
4355  Hwy  67  E,  Mesquite,  TX  75150. 

The  author  replies  . . . 

People  with  PhDs  in  philoso- 
phy, such  as  myself,  are  not  in 
the  business  of  telling  other  folks 
what  to  do  with  their  time  and  tal- 
ent. To  do  so  would  be  presumptu- 
ous, at  least.  Instead,  our  role  is  to 
explore  what  it  means  to  submit 
oneself  to  disciplined  intellectual 
consideration  of  complex  issues  such 
as  those  involved  in  ethics  and 
health  policy.  No  academic  philoso- 
pher worth  his  or  her  salt,  especially 
one  who  spends  most  of  his  teaching 
time  in  the  clinical  setting,  would 
expect  the  result  of  such  exploration 
to  be  irrefutable  truths.  We  expect 
disagreement  and  the  need  that  it 
may  occasion  to  rethink  arguments. 

I am  not  sure  that  Dr  Moore’s 
comments  amount  to  a convincing 
case  that  such  a need  exists.  It  is  true 
that  public  and  private  payers  are 
shifting  some  of  their  costs  from 
themselves  to  physicians  and  from 
patients  to  physicians.  In  effect, 
physicians  are  obligated  to  become 
financiers  of  medical  care,  not  simply 
providers.  Is  this  fair?  Dr  Moore 
asks.  This  question  is  precisely  about 
justice  and  medical  care  and  needs  to 
be  addressed  in  those  terms.  Interest- 
ingly, this  major  public  policy  shift 
occurred  in  the  absence  of  any  de- 
bate about  its  fairness.  I am  hard 
pressed  to  understand  how  Dr 


Moore’s  recitation  of  complaints  ad- 
vances that  debate. 

Dr  Moore’s  solution  to  the  prob- 
lem of  care  for  the  indigent  is  fair 
billing  practices.  Since  many  indi- 
gent folks  cannot  pay  anything  for 
medical  care,  fair  payment  would  in 
many  cases  be  no  payment  — chari- 
ty. But,  as  I tried  to  show  in  my  arti- 
cle, charity  is  an  inadequate  re- 
sponse to  the  national  scale  of  the 
problem,  and  to  its  scale  in  Texas. 

I agree  that  fewer  young  people 
are  choosing  medicine.  But  physi- 
cians need  to  take  a hard  look  at 
themselves.  Dr  Moore,  like  many  of 
my  colleagues,  complains  vigorous- 
ly. But  there  is  no  evidence  to  sup- 
port his  unstated  view  that  a com- 
mitment to  excellence  in  the  care  of 
patients  will  not  result  in  a fully  sat- 
isfying professional  and  personal 
life.  That  scientifically  trained  peo- 
ple could  hold  views  that  are  not 
supported  by  empirical  evidence 
may  speak  volumes  to  why  young 
people  are  not  choosing  medicine. 

To  Dr  Potasznik’s  question,  I am 
obliged  to  answer,  “Yes.”  The  rea- 
son? Being  held  legally  accountable 
for  practicing  standard  of  care 
medicine  goes  with  being  a physi- 
cian. That  fact  is  independent  of 
how  and  whether  patients  pay  for 
their  care.  That  the  present  malprac- 


Express  your  point  of  view  in 
Texas  Medicine. 

To  submit  a letter,  send  it  to  Texas  Medicine, 
TMA,  1801  N Lamar  Blvd,  Austin  78701. 
Please  type  letters  you  submit  for  publication, 
and  keep  the  length  to  400  words  or  less.  If 
necessary,  you  may  include  a few  references, 
preferably  less  than  five.  Letters  are  published 
at  the  discretion  of  the  managing  editor  and 
editorial  advisors,  and  are  subject  to  editing 
and  abridgment.  Letters  represent  the  opinions 
of  the  authors  and  do  not  necessarily  reflect 
the  policies  of  the  Texas  Medical  Association. 
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tice  “crisis”  might  amount  to  an  in- 
justice to  physicians  and  patients 
alike  may  well  be  the  case.  But  this 
is  a matter  for  further  careful  con- 
sideration and  argument. 

Laurence  B.  McCullough,  PhD 
Professor  of  Medicine  and  Medical  Ethics, 
Center  for  Ethics,  Medicine,  and 
Public  Issues,  Baylor  College  of  Medicine, 
Houston,  TX  77030. 

People  in  glass 
houses  . . . 

Ido  not  understand  the  congres- 
sional ire  over  pharmaceutical 
promotion  as  it  pertains  to  physi- 
cians. Congress  should  clean  up  its 
own  yard  first  before  involving  itself 
in  the  ethics  of  the  pharmaceutical 
industry.  Ted  Kennedy,  in  particular, 
should  tend  to  his  own  ethics.  Some- 
one in  his  shoes  has  no  business  dic- 
tating ethical  issues  to  anyone. 

The  Congress  has  yet  to  tackle 
seriously  its  own  ethical  problems.  I 
suppose  it  is  acceptable  for  congress- 
men to  accept  nice  paychecks  with 
plenty  of  perks  — in  excess  of  their 
worth  — but  it  is  unethical  for  a 
physician  to  accept  pens,  note  pads, 
and  educational  promotions. 

In  17  years  of  practice,  I know  of 
no  physician  who  received  a gift  of 
any  monetary  significance.  And  I do 
not  know  of  any  drug  company  that 
offered  any  inducement  to  write  a 
particular  prescription.  Further- 
more, I do  not  know  any  physician 
who  would  change  his  or  her  pre- 
scription profile  even  if  an  induce- 
ment were  offered. 

The  Bible  states,  “He  that  is 
without  sin  cast  the  first  stone,”  and 
an  old  adage  states,  “People  who 
live  in  glass  houses  should  not  throw 
stones.” 


The  trite  guidelines  issued  by  the 
AMA’s  Council  on  Ethical  Judicial 
Affairs  are  unnecessary  and  con- 
trived. Physicians  are  ethical  by  the 
nature  of  their  profession.  Infrac- 
tions of  these  ethical  issues  by  physi- 
cians and  drug  companies  must  be 
extremely  rare,  and  I feel  the  issue 
has  received  unwarranted  attention. 
The  cost  of  medication  has  nothing 
to  do  with  physicians;  more  fairly,  it 
reflects  research  and  development 
costs,  advertising  and  legal  fees,  and 
the  cost  of  delivering  their  services. 

I would  be  most  happy  to  give  up 
my  “free  lunch”  if  Ted  Kennedy  and 
his  buddies  give  up  theirs. 

Michael  W.  McShan,  MD 
738  Hwy  259  N,  Kilgore,  TX  75662. 

The  good  guys  win  one 

A recent  Texas  Medicine  article, 
“Confidentiality,  privilege, 
and  release  of  medical  records  under 
a subpoena  duces  tecum"  (January 
1991,  pp  34-35)  was  very  helpful  to 
an  El  Paso  orthopedic  surgeon’s 
office  that  was  served  with  this  type 
of  subpoena  last  December. 

The  physician  and  his  staff  had 
not  responded  to  the  subpoena  be- 
cause it  did  not  include  a patient  re- 
lease or  payment  for  copies,  but  an 
attorney  advised  them  they  probably 
would  wind  up  in  court.  In  Febru- 
ary, they  noticed  the  small  news  item 
in  our  journal  about  the  article  in 
Texas  Medicine.  Since  there  was  a 
court  date  set,  they  called  us  and  we 
provided  them  a copy  of  the  article. 

In  court,  the  office  manager  was 
asked  to  read  a copy  of  a sentence 
on  the  subpoena  that  said,  in  effect, 
“This  subpoena  outweighs  any  is- 
sues of  confidentiality.”  She  then  re- 
I sponded,  “No,  it  does  not,”  and 


handed  the  attorney  and  judge 
copies  of  the  Texas  Medicine  article. 
Based  on  the  article,  the  court  ruled 
in  favor  of  the  physician. 

Isn’t  it  great  to  win  occasionally? 

Robin  B.  Weinman 
Executive  Director, 
El  Paso  County  Medical  Society, 
1301  Montana  Avenue, 
El  Paso,  TX  79902. 

Even  the  phone 
company  adds  to  the 
burden 

In  addition  to  all  the  oppressive 
burdens  that  Medicare  et  al  have 
put  on  the  public  and  the  medical 
profession,  the  telephone  company, 
specifically  Southwestern  Bell, 
through  the  courtesy  of  the  Public 
Utilities  Commission,  has  joined  the 
lynch  mob  by  making  our  profession 
more  expensive  and  exasperating. 

Here’s  the  problem:  Your  patient 
calls  your  office  and  leaves  his  or  her 
telephone  number  for  you  to  call 
them  back,  but  their  line  is  repeated- 
ly “busy.”  It  now  costs  you  $1.30  to 
inquire  if  the  line  is  out  of  order  or 
otherwise  tied  up,  and  no  exceptions 
are  made  for  possible  medical  or 
other  potentially  serious  problems. 

Our  profession  needs  to  be  alert- 
ed to  this  further  iniquitous  imposi- 
tion on  ourselves  and  the  public. 
(Do  you  reckon  Medicare  would 
consider  assigning  a code  number  to 
this  “attempt  to  practice  medicine” 
and  reimburse  us?) 

W.  Doak  Blassingame,  MD 
PO  Box  131,  501  W Gandy  Street, 
Denison,  TX  75020. 
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Trust.  Confidence.  And  people  who  care.  These  are  some 
of  the  things  that  have  made  Medical  Personnel  Pool,  one 
of  the  nation’s  largest  providers  of  health  care  specialists. 

For  home  care  or  staffing,  short-term  or  long-term, 
call  us  first. 


Temporary 

Zeroes' 


Austin 

(512)  454-5711 

San  Antonio 
(512)  699-8299 


Corpus  Christi 
(512)  851-8676 

Ft.  Worth 
(817)  336-4411 


El  Paso 

(915)  544-7665 

Arlington 
(817)  265-8484 


Houston 

(713)  681-7832 
Dallas 

(214)  220-0020 


Medical  Personnel  Pool. 
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One  NUMBER  Gives  you 
Direct  ACCESS  To  Our  Entire 
Medical  Center. 


The  UT  Southwestern  Medical 
Center®  Clinical  Referral  Network  is 
now  available  to  link  practitioners 
with  UT  Southwestern  faculty,  patient 
care  programs,  and  facilities.  By 
simply  dialing  one  number,  you  will 
be  provided  direct  access  to  a 
comprehensive  network  of  physicians 
and  administrative  staff  who  are 
ready  to  provide  prompt  assistance 
and  personal  service.  The  program 
expands  the  services  currently 
available  through  Southwestern 
Information  System®  (SWIS®). 


UT  Southwestern  Medical  Center’ 
Clinical  Referral  Network 


In  Dallas  688-8678 
7-800-688-8678 


For  Professional  Use  Only 


The  University  of  Texas  Southwestern  Medical  Center  at  Dallas  / 5323  Harry  Hines  Boulevard /Dallas,  Texas  75235-7786 
J\n  equal  opportunity  institution 


Upfront 


Nixon  to  be  installed 
as  TMA  president  at 
Annual  Session 

Sam  A.  Nixon,  MD,  Houston, 
will  be  installed  as  TMA  pres- 
ident for  1991-1992  during  the 
membership  luncheon  at  the  1991 
TMA  Annual  Session  in  Dallas.  The 
luncheon  is  scheduled  at  12:15  pm 
on  Friday,  May  10,  in  the  Loews 
Anatole  Hotel. 

Dr  Nixon,  who  was  chosen  TMA 
president-elect  by  the  House  of  Dele- 
gates last  May,  is  director  of  the  Divi- 
sion of  Continuing  Education  at  The 
University  of  Texas  Health  Science 
Center  at  Houston,  and  assistant 
dean  for  continuing  education  and 
special  assistant  to  the  president  for 
community  and  professional  rela- 
tions at  The  University  of  Texas 
Medical  School  at  Houston. 

Also  during  the  luncheon,  TMA 
will  present  its  Anson  Jones  Awards 
to  Texas  news  media.  At  Texas 
Medicine’s  press  time,  final  details  on 
the  luncheon  speaker  were  pending. 

Tickets  for  the  luncheon  ($25) 
will  be  available  at  the  registration 
area  at  Annual  Session,  which  begins 
May  9 and  runs  through  May  12. 

Among  the  other  highlights  of 
this  year’s  Annual  Session  are: 

•The  House  of  Delegates  meets 
8-9:30  am,  Thursday,  May  9, 
and  Friday,  May  10,  9 am-12 
noon  and  2-4  pm  in  the  Loews 
Anatole  Hotel.  Reference  com- 
mittee meetings  begin  at  10  am, 
Thursday,  May  9. 

•Three  general  sessions  will  be 
held.  They  are:  “Perspectives  on 
Affordable  Health  Care:  Ques- 
tions, Solutions,  and  Answers” 
(May  9);  “Advances  in  Medical 
Technology:  Benefits  vs  Costs” 
(May  10);  and  “Advances  in  the 


Diagnosis  and  Management  of 
HIV  Disease”  (May  11). 

•More  than  350  other  scientific 
presentations  are  scheduled,  in 
addition  to  200  technical  and  sci- 
entific exhibits. 

What  have  you  done 
for  me  lately? 

Responding  to  the  need  to  keep 
its  members  aware  of  the  work 
it  does  for  the  medical  profession,  the 
American  Medical  Association  has 
launched  a newsletter.  This  Week, 
written  for  leaders  in  medicine. 

In  its  March  25  issue,  the  publi- 
cation lists  examples  of  AMA  ex- 
pressing its  views  to  the  federal 
government: 

• Outlined  the  steps  the  Associa- 
tion is  taking  to  inform  physi- 
cians of  its  guidelines  on  accept- 
ing gifts  from  drug  companies. 

• Lauded  successful  Congressional 
efforts  to  convince  the  manufac- 
turer of  Cisco,  a fortified  wine,  to 
redesign  its  packaging.  Teenage 
alcohol  poisonings  and  violent 
teenage  group  behavior  have  been 
attributed  to  confusion  about  the 
product’s  alcohol  content. 

• Opposed  an  attempt  by  the  manu- 


facturers of  Virginia  Slims  cig- 
arettes to  use  a national  park  to 
stage  a tennis  tournament  because 
the  purpose  of  the  event  was  to 
promote  tobacco  consumption. 

Commented  on  a proposal  to 
modify  the  list  of  dangerous  conta- 
gious diseases  used  for  restricting 
immigration  to  the  United  States. 

Described  the  Association’s  ethi- 
cal position  that  HIV-infected 
physicians  should  refrain  from 
performing  invasive  procedures 
or  proceed  only  with  the  patient’s 
informed  content,  in  testimony 
before  the  Centers  for  Disease 
Control.  [For  more  information, 
see  this  month’s  cover  story,  pp 
36-46.] 

Special  thanks  for 
Annual  Session  grants 

Five  companies  lead  the  list  of 
those  that  contributed  financial- 
ly to  the  1991  TMA  Annual  Session. 

“Gold  sponsors”  are  Sandoz 
Pharmaceuticals  Corporation,  East 
Hanover,  NJ,  and  Texas  Medical  Li- 
ability Trust,  Austin. 

“Silver  sponsors”  are  Allen  &c 
Hanburys,  Division  of  Glaxo,  Inc, 
Research  Triangle  Park,  NC,  and 
Sandoz  Pharmaceuticals  Corp. 

“Bronze  sponsors”  are  Hoechst- 
Roussel  Pharmaceuticals,  Inc, 
Somerville,  NJ,  and  Wyeth-Ayerst 
Laboratories,  Philadelphia,  Pa. 

Companies  wishing  to  sponsor 
the  1992  Annual  Session  to  be  held 
in  San  Antonio,  May  14-17,  should 
contact  the  Department  of  Annual 
Session  and  Scientific  Programming, 
Texas  Medical  Association,  1801  N 
Lamar  Blvd,  Austin,  TX  78701, 
phone  (512)  477-6704. 
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Texas  Medicine  wins 
first  place  in  competition 

Texas  Medicine  has  taken  top 
honors  among  state  medical 
publications  in  the  sixteenth  annual 
medical  journalism  competition  con- 
ducted by  Sandoz  Pharmaceuticals. 
Texas  Medical  Association  also  re- 
ceived honorable  mention  for  its 
newsletter,  Action. 

According  to  Sandoz,  this  is  the 
first  year  a state  association  has  re- 
ceived more  than  one  award  in  the 
same  year.  TMA  and  the  Florida 
Medical  Association  received  two 
awards  each. 

Texas  Medicine  received  the  $500 
first  prize  in  the  category  of  state 
medical  associations.  The  awards 
program  recognizes  outstanding  de- 
sign and  editorial  qualities. 

Sandoz  judges  commented  that 
the  magazine  is  “very  pleasant  to 
look  at  and  to  read.  There  is  very  lit- 
tle to  criticize,  very  much  to  praise. 
Very  simply,  Texas  Medicine  is  doing 
many  things  very  well.” 

Craig  D.  Burrell,  MD,  vice  presi- 
dent of  Sandoz  Pharmaceuticals, 
said  of  the  winners  in  this  year’s 
competition,  “Readers  of  medical 
and  pharmaceutical  publications  re- 
ceive stacks  of  journals,  magazines, 
and  other  mail.  It  is  a tribute  to  the 
editorial  staffs  of  these  publications 
that  they  are  so  avidly  read  by  many 
readers  who  rank  them  with  major 
national  media.” 


Highlights:  TMA  1991  Winter  Leadership  Conference 


Physicians  at  TMA’s  1991  Winter  Leadership  Conference  held  in  Austin, 
March  2,  heard  from  a full  package  of  speakers.  Among  the  nuggets  of 
wisdom  shared  were: 

The  medical  federation’s  response  to  challenges  such  as  the  Resource 
Based  Relative  Value  Scale  (RBRVS)  must  be  to  “think  better,  plan  better,  and 
fight  smarter,”  said  Joseph  T.  Painter,  MD,  Houston,  chairman  of  the  AMA 

Board  of  Trustees.  He  warned  that  RBRVS  and 
the  push  to  reform  the  health-care  system  will 
strain  the  coalition  and  that  medicine  must  not 
allow  the  partnership  to  fragment. 

What’s  his  prescription  for  successful  leader- 
ship? “We  must  have  a strong  team,  using  all  the 
skills  and  expertise  that  are  available;  we  need 
to  have  a sound  plan  and  practice  that  plan  so 
that  we  have  good  execution;  we  also  need  flex- 
ible strategies  that  will  bend  when  the  situation 
changes;  and  every  one  of  us  must  root  for  the 
team  through  thick  and  thin.” 

TIME  magazine  associate  editor  Nancy 
Gibbs  talked  about  the  medical  profession’s 
public  image.  She  mentioned  four  reasons 
the  public  has  devalued  the  profession:  the 
tendency  to  view  physicians  as  miracle  workers  and  to 
be  disappointed  when  they  fail  to  live  up  to  that  image;  seeing  physicians  as 
salesmen  who  are  competing  for  patients;  view- 
ing physicians  as  adversaries  who  should  be  sued 
for  anything  less  than  perfect  results;  and  view- 
ing physicians  as  employees  who  are  “just  doing 
a job”  rather  than  as  professionals  committed  to 
patient  care.  Ms  Gibbs  said  the  best  way  to  heal 
the  profession’s  image  was  through  good  rap- 
port. “Overall,  good  communication  is  good 
medicine,”  she  said. 

Former  TMA  president  Max  C.  Butler,  MD, 
moderated  a panel  that  reviewed  TMA’s  legisla- 
tive proposals  for  solving  the  state’s  health  in- 
surance crisis.  Panelist  Jo  Ann  Howard,  a for- 
mer member  of  the  State  Board 
of  Insurance,  told  the  audience,  “Health  care  in 
this  country  is  viewed  as  an  entitlement.  It’s  eco- 
nomically hazardous  to  write  health  insurance 
in  this  state.”  Also  members  of  the  panel  were 
John  Hildreth,  director  of  the  southwest  region- 
al office  of  Consumers  Union,  and  Lisa  McGif- 
fert,  legislative  coordinator,  representing  Sena- 
tor Chet  Brooks  (D-Pasadena). 

For  highlights  from  former  City  of  San  Anto- 
nio mayor  Henry  G.  Cisneros’  speech  to  the 
conference,  see  “Cisneros:  education  is  the  cur- 
rency of  tomorrow,”  p 28.  And  for  a report  on 
Gary  W.  Eiland’s  speech  on  the  pros  and  cons  of 
government-financed  health  care  reform,  see  “How  do  you  spell  relief?  Better 
not  be  R-B-R-V-S,”  p 22. 
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Commentary 

Operation  Desert 
Storm;  a Texas 
physician  turns 
correspondent 

G.  Richard  Holt,  MD 

Colonel,  MC,  FS,  USAR,  13th  Evacuation 
Hospital,  The  Persian  Gulf. 

[Editor’s  note:  When  Dr  Holt,  a 
member  of  the  Editorial  Committee 
for  Texas  Medicine  and  a San  Anto- 
nio head  and  neck  surgeon  specializ- 
ing in  facial  reconstruction,  was 
called  to  active  military  duty  last 
December,  we  asked  him  to  write 
about  his  experiences  and  about  the 
medical  aspects  of  Operation  Desert 
Storm.  Dr  Holt  sent  these  two  re- 
ports from  Saudi  Arabia.  He  re- 
turned to  San  Antonio  March  28.] 

January  31,  Saudi  Arabia 

Activated  as  an  Army  Reserve  Physi- 
cian, I was  assigned  to  the  13th 
Evacuation  Hospital,  a Wisconsin 
National  Guard  Unit  out  of  Madi- 
son, Wisconsin.  I joined  their  unit  at 
Eort  McCoy,  Wisconsin  and  de- 
ployed to  Saudi  Arabia  with  them, 
arriving  January  13,  1991. 

The  deployment  phase  of  the  op- 
eration created  both  psychological 
and  physical  problems.  On  the  phys- 
ical side,  the  temperature  at  Eort 
McCoy  was  around  0°  E and  lower, 
and  the  buildings  for  housing  were 
drafty  and  heated  by  coal.  Quite  a 
number  of  individuals  developed 
persistent  upper  and  lower  respirato- 
ry infections,  which  were  aggravated 
by  coal  dust  inhalation.  These  were 
treated  symptomatically,  but  some 
personnel  required  antibiotics  and 
bronchodilators,  inhaled,  for  reactive 
airway  disease.  For  many,  the  chron- 
ic, non-productive  coughs  lasted  4 to 
6 weeks  and  likely  related  to  decilia- 


tion  of  the  lower  respiratory  tract. 

Upon  arrival  in  Eastern  Saudi 
Arabia,  we  were  maintained  in  a 
large  military  compound  at  El  Kho- 
bar, just  adjacent  to  Dhahran.  Here 
the  living  conditions  were  crowded 
and  the  respiratory  symptoms  per- 
sisted. A further  aggravation  was  the 
uncharacteristically  rainy  weather 
for  the  region  which  caused  some 
personnel  to  develop  new  upper  res- 
piratory conditions.  When  the 
weather  was  dry,  the  blowing  sand 
and  low  humidity  were  problems  for 
those  with  chronic  and  recurrent  re- 
active airway  disease. 

The  most  overriding  problem  for 
the  personnel  has  been  psychologi- 
cal. It  started  at  Fort  McCoy  with 
the  separation  crisis  of  leaving  fami- 
ly and  friends  to  travel  halfway 
around  the  world  to  a pending  war 
for  an  uncertain  period  of  time. 
Many  of  the  younger  personnel  had 
not  been  separated  from  their  fami- 
lies for  any  period  of  time  and  did 
not  know  what  to  expect.  However, 
because  of  the  unit  integrity  and  be- 
cause many  had  been  together  in  the 
unit  for  some  time,  the  personnel 
were  able  to  offer  significant  support 
to  each  other.  This  support  was  less 
available  to  those  of  us  who  joined 
the  unit  from  the  outside  to  augment 
positions.  The  anxieties  and  separa- 
tion problems,  usually  situationally- 
driven,  continue  to  surface  repeated- 
ly with  most  individuals. 

While  staying  at  the  military 
compound  in  Eastern  Saudi  Arabia, 
we  were  subjected  to  nightly  attacks 
by  Iraqi  SCUD  missiles.  Since  chemi- 
cal and  biological  warfare  was  and 
still  continues  to  be  a possibility,  the 
missile  attacks  were  quite  anxiety- 
provoking  and  stress-producing. 
Many  individuals  were  claustropho- 
bic and  were  unable  or  unwilling  to 
keep  the  gas  masks  on  during  the 


entire  alert.  This  created  additional 
problems  because  of  fear  of  chemi- 
cal gas.  Our  psychiatrist  was  quite 
busy  working  with  fearful  and  anx- 
ious individuals  during  the  first  3 to 
4 days  of  missile  attacks.  Once  we 
knew  of  the  capability  of  the  Patriot 
missiles  to  intercept  the  SCUDs,  less 
anxiety  was  provoked.  Hyposensiti- 
zation was  used  with  those  individu- 
als with  gas  mask  claustrophobia  in 
order  to  get  them  to  wear  their 
masks  for  increasingly  greater  peri- 
ods of  time.  However,  for  some  this 
problem  is  not  solved. 

As  we  have  moved  into  northern 
Saudi  Arabia  to  set  up  our  hospital 
in  the  desert,  our  area  sick  call  has 
been  quite  busy.  In  this  “pre-ground 
war”  period,  most  problems,  aside 
from  anxiety,  are  medical  and  or- 
thopedic. The  anti-nerve  gas  agent, 
pyridostigmine,  causes  gastrointesti- 
nal distress  and  diarrhea  in  many 
individuals.  High  fat  food  in  the 
MREs  (meals-ready-to-eat)  has  also 
caused  diarrhea  in  many  who  are 
not  used  to  high-fat  content.  Ortho- 
pedic injuries  associated  with  high 
activity-level  troops  are  quite  com- 
mon. Ruptured  vertebral  discs,  dis- 
located knees  and  shoulders,  frac- 
tured arms,  hands,  and  feet  are  all 
relatively  common  as  troops  work 
hard  to  load  and  unload  supplies 
and  get  heavy  equipment  ready  for 
use.  The  medical  supplies  are  quite 
limited  and  most  injuries  are  sent, 
after  stabilization,  to  the  only  evac- 
uation hospital  in  the  area  that  is 
operational. 

An  additional  interesting  obser- 
vation is  that  many  of  the  deployed 
troops  here  are  in  the  reserve  com- 
ponents — Army  Reserve  and 
National  Guard  — and  in  general 
are  somewhat  older  than  the  active 
duty  troops.  This  may  account  for 
the  seemingly  greater  numbers  of 
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Upfront 


myofascial  strain  syndromes,  chest  j 
pain,  and  pre-existing  medical  prob-  j 
lems  (ie,  drug-controlled  diabetes)  1 
we  are  seeing.  j 

March  4,  Saudi  Arabia 

Our  hospital  was  fully  set  up  for  ca-  | 
sualties  well  before  the  ground  war  | 
started.  In  fact,  we  started  receiving 
casualties  from  the  front  line  3 to  5 
days  before  the  “official”  start  of  ! 
ground  hostilities.  These  casualties  | 
were  due  to  probes  and  reconnais-  | 
sance-in-force  by  the  7th  Corps’  ar- 
mored cavalry  regiments  as  well  as  i 
artillery  counter-fire  by  the  Iraqis.  j 

In  addition  to  these  battle  in-  j 
juries,  we  were  managing  a large  ! 
number  of  motor  vehicle  accidents  I 
that  occurred  on  Tapline  road,  the 
major  east-west  highway  in  the  * 
northern  Arabian  Desert.  It  served 
as  the  major  transportation  route 
from  the  supply  depots  and  seaports 
to  the  battle  units  stationed  along 
the  Iraqi  border.  In  fact,  we  func-  | 
tioned  much  like  a Level  I trauma  i 
center  in  any  major  metropolitan 
area  served  by  busy  interstate  high- 
ways. In  addition  to  the  sheer  num- 
bers of  vehicles,  which  were  on  the 
road  24  hours  a day,  there  was  also 
the  worrisome  problem  of  “fearless” 
drivers  turning  a two-lane  road  into 
a six-lane  highway.  At  night,  many 
18-wheelers  driven  by  Arabs  would 
barrel  down  the  road  without  head- 
lights. Too  many  casualties  resulted 
from  this  highway  carnage. 

In  the  early  morning  hours  of  the 
beginning  of  the  ground  war,  we  be- 
gan receiving  casualties.  These  were 
primarily  front-line  Iraqi  soldiers 
who  were  injured  by  artillery  and 
tank  fire.  Next  came  the  American 
casualties,  mostly  tankers  or  mech- 
anized infantrymen  from  the  heavily 
armored  7th  Corps.  Finally,  late  in 
the  ground  war,  we  treated  nearly 


exclusively  Iraqi  enemy  prisoners  of 
war  (EPW),  primarily  the  Republi- 
can Guard.  Our  command  directive 
was  to  treat  friendly  and  enemy  ca- 
sualties the  same,  and  base  the  ur- 
gency of  their  resuscitation  on  the 
extent  and  seriousness  of  the 
wounds,  not  on  nationality. 

Those  of  you  who  have  seen 
trauma  from  hunting  accidents, 
gunshot  wounds,  and  industrial  and 
vehicular  accidents  have  some 
idea  of  how  the  injured  casualties 
appeared.  How- 
ever, although  I 
have  had  consid- 
erable trauma  ex- 
perience, I was 
not  fully  prepared 
for  the  massive 
injuries  sustained 
by  the  occupants 
of  a tank  that  ex- 
plodes or  by  per- 
sons in  shallow 
foxholes  near  ar- 
tillery round  ex- 
plosions. 

The  greatest 
number  of  injuries 
were  orthopedic  in  nature,  and  pri- 
marily of  the  lower  extremities. 
Land  mine  explosions  are  particular- 
ly devastating  and  cause  tremendous 
soft  tissue  and  bony  damage,  with 
bone  fragments  serving  as  secondary 
fragments  for  additional  damage.  In 
spite  of  the  extent  of  extremity  dam- 
age, modern  techniques  of  revascu- 
larization of  injured  major  vessels 
as  well  as  fasciotomies,  extensive  de- 
bridement and  internal  and  external 
skeletal  fixation  saved  nearly  all 
limbs.  In  fact,  amputation  of  a limb 
was  rarely  necessary. 

Fragment  wounds  to  the  chest 
were  nearly  always  adequately  taken 
care  of  by  the  insertion  of  a chest 
tube  — thoracotomies  were  rarely 


needed.  Extensive  debridement  of 
soft  tissue  and  muscle  was  initially 
performed  and  the  fragments  re- 
moved. Debridement  under  anesthe- 
sia continued  on  a near  daily  basis 
until  the  wounds  could  be  closed. 
Primary  wound  closure  was  not  per- 
formed due  to  the  extrinsic  contami- 
nation. 

Abdominal  wounds,  strangely 
enough,  were  infrequent.  This  may 
have  been  due  to  the  fact  that  tank 
personnel  wore  the  Kevlar  vest, 
which  protects  the 
abdomen  and  flank 
when  a tanker  is 
seated.  By  far  the 
majority  of  all 
wounds,  both  US 
and  Iraqi,  were 
from  fragments 
(shrapnel).  Abdom- 
inal wounds  were 
explored  and  a 
colostomy  per- 
formed if  necessary. 

Head,  face,  and 
neck  wounds  were 
considerably  more 
common  in  the 
Iraqi  soldiers  than  in  the  Americans. 
It  appears  that  the  American  Kevlar 
helmet  was  more  protective  than  the 
smaller  profile  Iraqi  one.  When 
Americans  were  injured  in  the  face 
and  neck,  it  was  my  observation  that 
the  blast  was  more  directly  in  front 
of  the  soldier,  causing  lateral  or  up- 
ward fragment  mobility.  Many  of 
the  fragment  injuries  to  the  scalp 
were  associated  with  depressed  skull 
fractures.  If  the  dura  was  intact,  a 
craniectomy  was  performed,  remov- 
ing all  bone  fragments.  A formal 
craniotomy  with  exploration  and  de- 
bridement was  required  for  frag- 
ments that  penetrated  the  dura.  No 
microscopes  nor  sophisticated  neu- 
rosurgical or  neurootological  instru- 


“Land  mine 
explosions 
are  particularly 
devastating 
and  cause 
tremendous 
soft  tissue 
and  bony 
damage.” 
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ments  were  available  so  the  sur- 
geon’s expertise,  flexibility,  and  inge- 
nuity were  often  required.  Nearly  all 
of  the  Iraqis  with  head  injuries  had 
ruptured  eardrums  due  to  extensive 
artillery  shelling  or  B-52  bombing. 
Nothing  was  done  acutely  for  these. 

Facial  wounds  were  debrided,  the 
fragments  re- 
moved and  clo- 
sure delayed  un- 
til the  wounds 
were  clean.  Be- 
cause of  the  ir- 
regular shape  of 
metal  frag- 
ments, and  their 
erratic  course 
through  tissue, 
a complete 
opening  of  the 
soft  tissue  tract 
was  required  to 
completely  de- 
bride the  dead 
and  injured  tis- 
sue. Even  for 
delayed  primary 
closure,  a fine 
plastic  closure  of  facial  wounds  was 
not  performed,  opting  rather  for  a 
nice  approximation  of  anatomic  land- 
marks with  as  few  sutures  as  would 
suffice  — fearing  later  infection. 

All  neck  wounds  that  penetrated 
the  platysma  were  explored.  For  pa- 
tients with  active  bleeding  from  the 
neck  or  with  an  expanding  hema- 
toma, one  surgeon  would  compress 
the  neck  wound  and  accompany  the 
patient  to  the  operating  room  while 
the  second  surgeon  would  scrub  and 
prepare  the  patient  for  neck  explo- 
ration and  vessel  ligation.  On  more 
than  one  occasion,  the  patient 
would  lose  his  airway  in  the  emer- 
gency area  or  in  the  OR  and  an 
emergency  cricothyrotomy  would  be 
necessary  as  a life-saving  procedure. 


The  technique  is  a good  one  and  can 
be  converted  to  a formal  tracheosto- 
my at  the  end  of  the  procedure. 

Because  of  the  speed  of  control  of 
the  vascular  damage  and  the  excellent 
anesthesia,  blood  transfusions  were 
kept  to  a minimum.  Rapid  volume 
expansion  with  crystalloids  in  these 
otherwise  healthy 
men  was  suffi- 
cient for  control 
of  circulation. 

After  learning 
from  the  Viet- 
nam experience, 
“shock  lung”  or 
acute  respiratory 
distress  syn- 
drome  from  fluid 
overloading  was 
successfully 
avoided.  Fiow- 
ever,  a number 
of  patients  had 
significant  pul- 
monary contu- 
sions from  blast 
injuries  that  re- 
quired ventila- 
tion, respiratory  therapy,  and  occa- 
sionally flexible  bronchoscopy.  We 
were  fortunate  to  have  specialists  in 
intensive  care  and  pulmonary 
medicine  on  our  hospital  staff  to 
manage  these  serious  problems. 

On  the  human  side  of  this  experi- 
ence it  was  gratifying  to  see  all 
members  of  the  unit’s  staff  work  to- 
gether in  an  exceedingly  dedicated 
fashion  — from  the  litter  bearers  to 
the  physicians.  It  was  an  excellent 
example  of  the  adage  — “when  the 
going  gets  tough,  the  tough  get  go- 
ing.” I felt  very  proud  to  be  a mem- 
ber of  this  unit  as  it  fulfilled  its  obli- 
gation to  provide  medical  and 
surgical  care  to  our  war  casualties. 

I had  not  really  thought  about  it 
before  the  war,  but  I was  pleasantly 


. . all  of  us 
physicians 
and  the 
nurses 
viewed 
the  Iraqi 
casualties 
no  differentiy 
than  our  own 
American 
casualties.” 


surprised  to  see  that  all  of  us  physi- 
cians and  the  nurses  viewed  the  Iraqi 
casualties  no  differently  than  our 
own  American  casualties.  We  felt, 
individually  and  collectively,  that 
these  unfortunate  individuals  were 
also  human  beings  and  had  the  same 
feelings  as  anyone  else.  In  fact,  we 
became  fairly  friendly  with  the  Iraqi 
patients  as  well  as  our  own  and  they 
were  all  very  appreciative  of  our 
care,  regardless  of  their  nationality. 
As  physicians,  we  saw  no  color  or 
political  difference,  just  broken  hu- 
man bodies  that  needed  our  special 
talents  and  care. 
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BE  PROTECTION.” 


DORIAN  WEISS  IS  A SPECIALIST  IN 
PROFESSIONAL  LIABILITY  INSURANCE. 
HE  KNOWS  PRICING  AND  PROTECTION 
ARE  TWO  SEPARATE  CONCERNS.  AND 
EVERYDAY,  HE  WRESTLES  WITH  TOUGH 
PREMIUM  COST  ISSUES...KNOWING 
THERE  MUST  BE  ONLY  ONE  RESULT: 
PROTECTION  THAT  LASTS. 

IF  YOU’RE  A HEALTHCARE  PROVIDER 
CAUGHT  IN  THE  DILEMMA  OF  PRICING 
VERSUS  PROTECTION,  TALK  TO  DORIAN. 


Healthcare  Insurance  Services,  Inc. 


A Galtney  Group  Company 

820  Gessner.  Suite  1000  (713)  461-4000 
Houston,  Terns  77024  (800)  733-4474 

' Fax  (7 1 3)  46! -4334 


Dorian  Weiss 
Senior  Vice  President,  H.I.S: 


“The  most 


Newsmakers 

Luke  w.  Able,  MD,  known  as  the 
“father  of  pediatric  surgery  in 
Texas,”  has  been  chosen  the  Hous- 
ton Surgical  Society’s  “Distinguished 
Houston  Surgeon”  for  1991. 

The  Texas  Association  of  Obstetri- 
cians and  Gynecologists  has  an- 
nounced the  election  of  the  follow- 
ing officers:  Dudley  P.  Baker,  MD,  of 
Temple,  president;  Harry  M.  Little, 
Jr,  MD,  of  Galveston,  president- 
elect; Francis  Gary  Cunningham, 
MD,  of  Dallas,  vice-president;  and 
Haroid  J.  Miiier,  MD,  of  Houston, 
secretary-treasurer. 

Susanna  E.  Bedell,  MD,  has  been 
appointed  to  the  Hospital  Licensing 
Advisory  Council  by  former  Gover- 
nor Bill  Clements.  Dr  Bedell  is  an  in- 
ternist in  Palestine. 

George  T.  Bryan,  MD,  vice  president 
for  academic  affairs  and  dean  of 
medicine  at  The  University  of  Texas 
Medical  Branch  at  Galveston,  has 
been  appointed  to  the  Association  of 
American  Medical  Colleges’  Ad-hoc 
Committee  on  Physician  Payment 
Reform  Implementation. 

J.  Frank  Cadenhead,  MD,  Haskell 
family  practitioner,  has  been  award- 
ed the  first  “Life  Service  Award”  by 
the  Taylor-Jones-Haskell  Medical 
Society.  The  award  commemorates 
his  years  of  “commitment  and  ser- 
vice to  his  family,  patients,  church 
and  community.” 

The  Texas  Medical  Foundation  has 
announced  the  appointment  of  the 
following  Texas  physicians  to  com- 
mittees of  the  American  Medical 
Peer  Review  Association:  Charles  R. 


Cain,  MD,  Dallas  internist,  to  his 
third  term  on  the  Quality  Assurance 
Committee;  J.  Forrest  Fitch,  MD, 
McAllen  family  practitioner,  to  the 
Ambulatory  Review  Committee; 
Charles  A.  Marsh,  MD,  San  Angelo 
cardiologist,  to  the  Quality  Assur- 
ance Committee;  John  W.  Meyer, 
MD,  family  practitioner  in  Hondo, 
to  the  Continuing  Care  Committee; 
John  M.  Smith,  Jr,  MD,  San  Antonio 
family  practitioner,  to  the  Legislative 
Affairs  Committee;  and  Drue  o.D. 
Ware,  MD,  Fort  Worth  family  practi- 
tioner, to  the  Continuing  Education 
Committee. 

Jerry  C.  Daniels,  MD,  PhD,  has 

been  named  the  inaugural  holder  of 
the  Edna  S.  and  William  C.  Levin 
Professorship  in  internal  medicine  at 
The  University  of  Texas  Medical 
Branch  at  Galveston,  where  he  is 
professor  of  internal  medicine  and 
microbiology  and  vice  chairman  for 
clinical  affairs  of  internal  medicine. 

Gerald  H.  Holman,  MD,  has  been 
named  to  the  board  of  directors  of 
the  Academy  of  Hospice  Physicians. 
Dr  Holman  is  associate  chief  of  staff 
for  ambulatory  care  and  acting  chief 
of  staff  at  the  VA  Medical  Center  in 
Amarillo. 

LaDon  W.  Homer,  MD,  chief  pathol- 
ogist at  Huguley  Hospital,  has  been 
installed  as  the  president-elect  of  the 
Tarrant  County  Medical  Society.  Dr 
Homer  also  was  inducted  earlier  this 
year  as  president-elect  of  the  Texas 
Society  of  Pathologists. 

Mark  J.  Kubala,  MD,  Beaumont 
neurosurgeon,  has  been  elected  sec- 
retary of  the  board  of  directors  of 
the  Think  Eirst  Eoundation,  a na- 
tional Head  and  Spinal  Cord  Injury 
Prevention  Program. 


Jose  T.  Sandoval,  MD,  family  prac- 
titioner in  Donna,  has  been  awarded 
the  “Exemplary  Eormer  Migrant 
Student  and  Outstanding  Role  Mod- 
el Award”  for  1990  by  the  Texas 
Education  Agency. 

Thomas  L.  Shields,  MD,  Eort  Worth 
dermatologist,  has  been  named  the 

1990  recipient  of  the  Gold-Headed 
Cane  by  the  Tarrant  County  Medi- 
cal Society.  This  award  is  presented 
to  a physician  who  symbolizes  the 
pursuit  of  the  highest  standards  of 
scientific  excellence  and  integrity, 
and  has  been  a member  of  the  soci- 
ety for  at  least  20  years. 

Earl  F.  Singleton,  MD,  otolaryngolo- 
gist at  Wichita  General  Hospital  and 
Bethania  Regional  Health  Care  Cen- 
ter, has  been  elected  president  of  the 
Wichita  County  Medical  Society. 

Edward  B.  Singleton,  MD,  professor 
of  radiology  at  Baylor  College  of 
Medicine,  and  chief  of  radiology  at 
Texas  Children’s  Hospital,  St  Luke’s 
Episcopal  Hospital,  and  the  Texas 
Heart  Institute,  has  been  awarded 
the  Walter  B.  Cannon  Medal  for 

1991  by  the  Society  of  Gastrointesti- 
nal Radiologists. 


Please  let  Texas  Medicine  know 
about  your  honors  and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  sec- 
tion are:  TMA  member;  election  or  appoint- 
ment to  an  office  of,  or  honors  from,  a na- 
tional or  state  organization;  or,  space 
permitting,  recognition  at  the  local  level. 
Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  edi- 
tor. Submit  items  for  consideration,  with  pho- 
tos if  possible,  to  People,  Texas  Medicine, 
1801  N Lamar  Blvd,  Austin,  TX  78701. 
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Obituaries 


William  Hillory  Bridges,  MD,  79; 

Baytown;  Tulane  University  School 
of  Medicine,  1935;  died  February 
11,  1991. 


Robert  Patrick  Burpo,  MD,  42;  Dal- 
las; The  University  of  Texas  South- 
western Medical  School,  1974;  died 
February  3,  1991. 

Elbert  Hayes  Caldwell,  MD,  89; 

Tyler;  Johns  Flopkins  University 
School  of  Medicine,  1927;  died 
February  9,  1991. 


Bruce  Malcolm  Culvahouse,  MD, 

65;  Ten  Mile,  Tennessee;  University 
of  Tennessee  Center  for  Health  Sci- 
ences, 1951;  died  February  17, 
1991. 

Humberto  “Bert”  Guajardo,  MD, 

38;  Bedford;  Creighton  University 
School  of  Medicine,  1979;  reported 
deceased. 

Robert  Wesley  Gunn  Jr,  MD,  42; 

Houston;  Meharry  Medical  College, 
1974;  died  February  14,  1991. 

James  Allen  Hallmark,  MD,  78; 

Fort  Worth;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1936; 
died  February  16,  1991. 

Kenneth  S.  Reed,  MD,  43;  Weslaco; 
University  of  Mississippi  Medical 
Center,  1974;  died  January  29, 
1991. 

Claude  D.  Winborn,  MD,  86;  Dallas; 
Baylor  University  College  of 
Medicine,  1931;  died  February  13, 
1991. 


Let  Us  Take 
The  Hassle  Out'l 
of  Your  Billing 

K'-'J  I " 1 

CENTRAL  TEXAS  PROFESSIONAL 
BILLING  SERVICE 

FOR  MORE  INFORMATION  REGARDING  OUR  SERVICES, 
CALL:  %mi(,2\-l(Xi9 
Waco  817/754-4700 
FAX  817/754-4161 


FARMS  and  RANCHES 
FOR  SALE  IN  TEXAS 


The  Farm  Credit  Bank  of  Texas  is  offering  125  farms,  ranches, 
investment  and  recreational  properties  for  sale.  These  properties 
vary  from  small  units  up  to  very  large  tracts  in  all  areas  of  Texas. 
Attractive  financing  on  a negotiated  basis  is  available. 

Currently  available  are  three  VHS  videos  highlighting  select 
farms,  ranches  and  other  properties.  Also  available  is  a sales 
brochure  featuring  all  properties  the  Bank  has  for  sale  in  Texas, 
Louisiana,  Mississippi  and  Alabama. 

Video  #2 

featuring  16  properties  = $10.00 
Video  #3 

featuring  14  properties  = $10.00 
Video  #4 

featuring  Houston  area  property  = $10.00 

To  obtain  all  three  videos  send  a check  for  $20.00  payable  to 
Farm  Credit  Bank  of  Texas.  Obtain  the  sales  brochure  by  simply 
sending  your  name  and  address  to  the  address  shown  below. 

FARM  CREDIT  BANK  OF  TEXAS 
Ranch  Video/AMLO-MD 
P.O.  Box  15919  Austin,  Texas  78761 
1-800-447-5731 
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Who’s 
More 
Likely 
TbHave 
A Heart 
Attack? 


People  born  today  have  a much 
better  chance  of  avoiding  heart 
attack.  Since  1977,  death  rates 
from  heart  attack  have  dropped  by 
30.9%.  Death  rates  from  stroke 
have  dropped  by  37.3%. 

The  research  and  education  we 
support  have  helped  you  battle 
back  against  Americas  number 
one  killer.  So  keep  up  the  good 
work.  Quit  smoking.  Monitor 
blood  pressure.  Watch  your  diet. 

To  learn  more  about  reducing 
your  risk,  contact  your  local 
American  Heart  Association. 

Vbur  Life  Is  In  Your  Hands. 


American  Heart 
Association 


Texas  Medical  Association 
PRESENTS: 

♦ 

1991  CME  CONFERENCE 

June  7-8, 1991 

Stouffer  Hotel 
Austin,  Texas 


E 


TexasMcdical 

A,ssociati()n 


PHYSICIANS  CARING  FOR  TEXANS 

3<  

Please  add  me  to  your  mailing  list  for  final  program  and  registration  materials. 
Name 

Address 

Telephone 

Return  form  to: 

Carrie  Laymon,  1801  N.  Lamar  Blvd,  Austin,  TX  78701 
(512)  477-6704 


This  space  provided  as  a public  service. 


Puzzled? 


How  do  you  choose  who  can  provide  the  best  solution  to  your 
medical  liability  insurance  puzzle?  As  "Partners  in  Trust", 
TMLT  can  work  with  you  to  address  your  particular  medical 
liability  insurance  needs. 


Over  the  past  eleven  years,  TMLT  has 
carefully  constructed  a philosophy  of 
"Partners  in  Trust",  designing  our  prod- 
ucts and  services  to  meet  changing  poli- 
cyholder needs  in  a dynamic  liability 
environment.  At  the  same  time,  we  have 
remained  focused  on  the  fundamental 
concepts  that  make  us  strong  without 
compromising  our  unwavering  commit- 
ment to  our  policyholders.  Our  reputation 
has  been  built  on  the  sound  fundamentals 
of  stability,  integrity,  and  a value-added 
hands-on  approach  to  service. 


If  you  are  struggling  to  piece  together  a 
sound  medical  liability  insurance  pic- 
ture, compare  the  quality  and  scope  of 
TMLT's  products  and  services: 

e Reduced  Cost  Tail  Coverage 

• Opportunities  for  Premium  Discount 
e New  Master  Policy  Designed  for 

Groups 

• Strong  Claims  Management  and 
Defense 

e Loss  Prevention  Programs 
e Optional  Prior  Acts  Coverage 
e Non-assessable  Policies 


TEXAS  MEDICAL  LIABILITY  TRUST 


For  further  information,  contact  Marketing  and  Development,  P.O.  Box  14746,  Austin,  Texas  78761 

STATEWIDE  SERVICES  CENTER:  1-800-580-TMLT  Business  Offices:  512-454-6781 
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How  do  you  spell  relief? 
Better  not  be  R-B-R-V-S 

Despite  upcoming  changes  in 
government-financed  health 
programs,  we  will  continue  to  use  a 
crisis  management  style  when  deal- 
ing with  health  care  issues  until  a 
national  health  policy  is  in  place, 
said  Gary  W.  Eiland  during  his 
speech  on  “The  Pros  and  Cons  of 
Government-Financed  Health  Care 
Reform”  March  2 at  the  Texas 
Medical  Association’s  Winter  Lead- 
ership Conference  in  Austin. 

“We  don’t  have  a health  care  pol- 
icy, we  can’t  define  it,  and  if  we 
could  define  it,  how  would  we  im- 
plement it  and  who  would  be  in- 
volved?” said  Mr  Eiland,  a partner 
in  the  Houston  firm  of  Wood, 
Lucksinger  & Epstein. 

The  Medicare  Resource  Based 
Relative  Value  Scale  (RBRVS)  is  not 
the  answer,  said  Eiland,  who  seemed 
skeptical  of  the  government’s  ability 
to  pull  together  this  major  reform 
package  on  deadline.  For  example, 
RBRVS  reforms  will  not  be  effective 
until  1992,  however,  throughout 
1991,  guidelines  are  to  be  codified 
and  published  in  incremental  doses, 
and  so  far,  the  government  has  not 
kept  up  the  pace. 

“It’s  March  2,  and  we  have  no 
guidelines.  Now  we’re  supposed  to 
get  them  April  1 — and  I couldn’t 
help  but  notice  that  that  is  April 
Fools’  Day,”  he  said. 

Because  health  care  costs  are  ris- 
ing and  driving  the  federal  deficit, 
health  care  as  a budget  item  will 
continue  to  be  a vulnerable  target 
for  reductions.  “The  budget  recon- 
ciliation process  is  no  place  to  make 


Debi  Martin,  associate  editor,  writes  and  edits  the  Law 
and  Medical  Economics  sections  o/^Texas  Medicine. 


Medical  Economics 


national  health  care  policy,  but 
it’s  all  we’ve  got  right  now,” 
said  Mr  Eiland. 

RBRVS  may  very  well  end 
up  being  more  of  the  same. 
More  rules.  More  stop-gap 
measures.  But  no  overall  guid- 
ing vision  or  long-term  solu- 
tion, said  Mr  Eiland.  A bit  like 
having  laborious  discussions 
on  how  best  to  rearrange  the 
deck  chairs  on  the  Titanic. 

Gary  W.  Eiland 


Help  with  the  hassle  factor 


Got  those  paper  pushin’  blues?  Overhead  expenses  exceeding  reimburse- 
ments? Medicaid  code  charts  making  your  eyes  cross?  Need  a staff  of 
accountants  just  to  keep  up  with  it  all? 

A new  seminar  makes  Medicaid  easy  — well,  maybe  there  is  no  such 
thing.  But  TMA’s  Medicaid  Seminar  will  give  you  explanations  you  can  un- 
derstand. In  clear  English.  Not  in  bureaucrateez. 

TMA’s  medical  economists  wrote  the  book  on  Medicare,  Medicare  Maze, 
and  now  are  turning  their  attention  to  the  increasing  difficulties  physicians 
across  the  state  are  having  with  Medicaid.  To  help  physicians  learn  their  way 
around  the  Medicaid  labyrinth,  the  following  sections  of  this  new  seminar  will 
be  offered: 


June  1 1 Laredo 

June  1 2 Harlingen 

June  1 3 Dallas 

June  1 7 Abilene 

June  18 Fort  Worth 

June  19 Tyler 


June  20 Lufkin 

June  24 Amarillo 

June  25 El  Paso 

June  26 Houston 

June  27 San  Antonio 


Other  upcoming  practice  management  workshops  are: 

Understanding  and  improving  Third  Party  Reimbursement 


May  10 Lubbock  May  16 

May  14 Amariiio 

Improving  Patient  Service 

June  4 Houston  June  6 

June  5 San  Antonio 

Medicai  Office  Management  institute 

Juiy  9-1 2 Houston  July  23-24 

Malpractice  Proof  Your  Practice 

May  23 Beaumont  June  19.... 

May  29 San  Antonio  June  25.... 

May  30 El  Paso 


.Corpus  Christ! 


Dalias 


Dailas 


.Austin 

.Waco 
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New  committee 
considers  relativity 
theory  for  Medicaid 
reimbursements 

Anew  committee  has  formed  to 
make  recommendations  on 
payment  issues  for  the  Texas  Depart- 
ment of  Human  Services’  (DHS)  Med- 
icaid program.  The  Physician  Pay- 
ment Advisory  Committee’s  charges 
include  evaluating  whether  a resource 
based  relative  value  scale  approach, 
similar  to  the  (RBRVS)  model  being 
used  to  reform  payment  reimburse- 
ment rates  in  the  Medicare  program, 
might  be  applied  to  Texas  Medicaid. 

Medicaid  payments  for  physi- 
cians’ services  are  well  below  private 
insurance  payments  and  Medicare, 
and  certain  selected  procedures  — 
particularly  primary  care  services 
and  common  surgical  procedures  — 
are  paid  at  less  than  or  no  more  than 
physicians’  overhead  costs,  says  Lou 
Goodman,  PhD,  who  heads  TMA’s 
division  of  medical  economics. 

The  ever-widening  distance  be- 
tween physicians’  costs  and  reim- 
bursements is  “forcing  some  physi- 
cians to  consider  limiting  their  losses 
or  reducing  their  losses  just  to  be 
able  to  continue  to  pay  their  expens- 
es and  keep  seeing  their  patients,” 
says  Frederick  L.  Merian,  MD, 
chairman  of  TMA’s  Council  on  So- 
cioeconomics. “The  continued  un- 
dervaluing of  payment  levels  has 
been  a factor  in  creating  major  gaps 
in  access  to  care.” 

Raising  Medicaid  reimburse- 
ments for  physicians  to  the  average 
prevailing  Medicare  payment  level 
— which  would  mean  that  Medicaid 
payments  across  the  board  would 
increase  by  15%  to  20%  — is  an 
option  the  committee  may  consider 
in  coming  months. 


The  Physician  Payment  Advisory 
Committee  (PPAC),  which  was 
formed  in  March  and  authorized  by 
DHS’s  Medical  Care  Advisory  Com- 
mittee last  November,  is  composed 
of  physicians  from  a variety  of  spe- 
cialties and  regions.  Non-physicians 
representative  of  various  educational 
and  governmental  institutions  and 
consumers  groups  are  also  serving 
on  the  committee. 

In  addition  to  making  recommen- 
dations on  how  to  make  the  Medicaid 
reimbursement  system,  overall,  more 
equitable,  the 
committee  is 
reviewing  and 
evaluating  the 
possibility  of 
selective  incre- 
mental increas- 
es in  customari- 
ly undervalued 
procedures, 
such  as  codes 
90060  (estab- 
lished patient, 
limited  office 
visit),  90620  (initial  consultation), 
and  71020  (radiological  examination, 
chest,  two  views). 

Last  month,  the  minimum  reim- 
bursement rates  for  four  primary 
and  pediatric  Texas  Medicaid  codes 
increased  an  average  of  40%.  The 
increases,  which  went  into  effect 
April  9 and  applied  to  all  physician 
specialties,  concerned  codes:  90050 
(established  patient,  limited  office 
visit),  90225  (daily  hospital  care), 
90250  (initial  newborn  care),  and 
99152  (attendance  at  C-section/new- 
born  resuscitation). 

“Those  increases  were  stop-gap 
measures  taken  because  of  the  grow- 
ing access  crisis,”  Dr  Goodman  says. 
“The  formation  of  this  committee  is 
a demonstration  of  the  department’s 


commitment  to  improving  access 
through  payment  reform,  and  this 
committee  is  the  first  step  in  much- 
needed  reforms.” 

The  PPAC  also  is  evaluating  and 
considering  implementation  of  a 
program  whereby  Medicaid  would 
pay  a physician’s  liability  premium 
in  exchange  for  serving  Medicaid 
recipients. 

According  to  a TMA  Gallup  poll, 
Texas  physicians  indicated  they 
would  dedicate,  on  average,  14.5% 
of  their  practice  hours  in  return  for 
the  state  paying 
for  their  profes- 
sional liability 
premiums. 

At  press 
time,  TMA  had 
submitted  the 
following  list  of 
physicians  to 
serve  on  the 
committee, 
pending  final 
approval  from 
DHS:  John  H. 
Selby,  MD,  Lubbock,  thoracic  sur- 
geon; Antonio  Falcon,  MD,  Rio 
Grande  City,  family  practice;  Stanton 
J.  Barron,  Jr.,  MD,  Abilene,  pedi- 
atrics; Clinton  E.  Craven,  MD, 
Austin,  pediatrics;  Julie  Graves-Moy, 
MD,  Houston,  family  practice/re- 
searcher UT  Health  Sciences  Center; 
Roy  Lynn  Rea,  MD,  Dallas,  emer- 
gency medicine;  Jack  S.  Weinblatt, 
MD,  Temple,  family  practice;  and 
Joseph  P.  Quander,  Jr.  MD,  Austin, 
obstetrician/gynecologist. 


“The  formation 
of  this 
committee 
is  the  first 
step  in 
much-needed 
reforms.” 
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TMA  strategy: 
making  sense  of 
Medicaid 

By  Debi  Martin 

Associate  editor 

Medicaid  rules  and  regulations  can 
be  about  as  fun  and  easy  to  follow 
as  the  cryptic  fine  print  on  insurance 
forms.  And  lately,  it  seems  as  if 
some  aspects  of  the  program  change 
about  as  often  as  Texas  weather. 

To  wit,  as  reported  in  the  March 
issue  of  Texas  Medicine,  reimburse- 
ment rates  for  four  commonly-billed, 
primary  care  and  pediatric  Medicaid 
codes  were  to  rise  the  first  of  March. 
Then,  as  reported  in  last  month’s  is- 
sue, not  only  did  the  effective  date 
change  to  April  9,  the  new  rates  ap- 
plied to  a different  set  of  codes. 

Well,  you  just  might  be  a bit  con- 
fused. You  also  might  be  wondering 
what  exactly  did  happen. 

We  asked  Lou  Goodman,  PhD, 
head  of  TMA’s  division  of  medical 
economics,  to  talk  about  TMA’s 
Medicaid  strategy  and  behind-the- 
scenes  action. 


Medical  Economics 


Setting  the  stage 

“If  all  the  world’s  a stage,  in  the 
Medicaid  drama,  frustrated  players 
want  to  turn  the  page  to  a new  and 
improved  scene,”  says  Dr  Goodman. 
“Patients  in  need  of  services  wait  in 
the  wings.  And  physicians  are  being 
blinded  by  footlights  — the  respon- 
sibility of  living  up  to  the  ideals  of 
their  profession  without  fair  finan- 
cial compensation.” 

Dr  Goodman  and  Donald  L.  Kel- 
ley, MD,  director  of  the  state  Medi- 
caid program  have  been  collaborat- 
ing with  a cast  of  other  agencies, 
intent  on  finding  a happy  ending  for 
all  concerned. 

The  key  issue,  according  to  Dr 
Goodman,  is  that  physicians  provide 
services  to  Medicaid  patients  at  a 
loss.  Overhead  costs  often  exceed  re- 
imbursements, he  says,  and  Medi- 
caid reimbursements  are  even  lower 
than  those  in  the  Medicare  program. 

In  addition,  the  mounds  of  red 
tape  and  hassle  factors  have  multi- 
plied. Arbitrary  downcoding  and  pre- 
procedure reviews  have  not  proven 
to  be  cost  effective;  they  have,  how- 
ever, enhanced  physicians’  feelings  of 
helplessness  and  harassment. 

“Governmental  interference  has 
become  an  obtrusive  weight  about 
physicians’  necks,”  says  Dr  Good- 
man. “Many  physicians  feel  that  in 
helping  victims  — the  indigent  — they 
too  become  victims  in  the  process.” 

According  to  a 1990  TMA 
Gallup  poll,  14%  of  Texas  physi- 
cians have  no  Medicaid  patients  and 
another  34%  will  not  accept  new 
Medicaid  patients. 

Since  1987,  the  number  of  Tex- 
ans eligible  for  Medicaid  has  in- 
creased 54%  while  physician  partici- 
pation in  the  program  has  grown 
only  17%  (see  chart  showing  annual 
percentage  increases  since  1987, 
next  page).  According  to  the  maga- 


zine Medical  Economics,  the  cost  of 
running  a practice  rose  steadily 
through  the  1980s;  in  1989,  costs 
rose  almost  20%  compared  with 
1988.  And  Medicaid  reimburse- 
ments to  new  physicians  are  even 
lower  than  the  payments  to  physi- 
cians who  have  been  in  practice 
longer  — a methodology  not  likely 
to  create  greater  participation 
among  physicians  or  greater  access 
to  health  care  for  those  who  need  it. 

Despite  losses,  physicians  contin- 
ue to  provide  Medicaid  services.  But 
when  the  number  of  Medicaid  pa- 
tients a physician  cares  for  exceeds 
50%  of  his  or  her  practice,  overhead 
costs  just  aren’t  met. 

Another  crucial  aspect  of  the 
problem  is  revealed  when  the  num- 
bers of  pregnant  women  and  chil- 
dren eligible  for  Medicaid  are  con- 
sidered. About  80%  of  the  services 
billed  to  Medicare  are  for  primary 
care,  and  a large  portion  of  those 
are  for  pregnant  women  and  chil- 
dren. If  physicians  are  less  inclined 
to  take  Medicaid  patients  — because 
of  the  financial  risks  involved  — 
those  most  likely  to  be  affected  are 
pregnant  women  and  children. 

“If  a dose  of  preventive  medicine 
is  worth  a pound  of  cure,  the  above 
scenario  suggests  that  if  changes  are 
not  implemented,  the  Medicaid 
health  crisis  we  witness  now  is  but  an 
overture  to  the  one  future  generations 
will  face,”  Dr  Goodman  says.  “These 
sorts  of  trends,  taken  to  the  extreme, 
would  result  in  an  increasingly  arbi- 
trary system  of  rationing  health  care 
to  the  poor.  No  one  wants  that.  There 
must  be  a better  way.” 

The  plot  thickens 

Thankfully,  a consensus  emerged 
among  representatives  of  TMA, 
DHS,  consumer  groups  such  as  the 
Children’s  Defense  Fund,  and  physi- 
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Medicaid  paticipation 


Percentage  increase  in  physicians  participating  in 
Medicaid  and  Texans  eligible  for  Medicaid. 


1 988  1 989  1 990 


I Physicians  7or*Medicaid“® 

Data  from  Texas  Department  of  Human  Services,  March  1991. 


cians.  One  solution  to  enhancing 
physician  participation  in  Medicaid 
— and  thereby  improving  access  to 
health  care  for  more  than  1 million 
Texans  eligible  for  Medicaid  — is  to 
just  pay  physicians  a fair  and  rea- 
sonable rate  for  services  rendered. 

A simple  enough  concept.  But 
not  a new  idea. 

In  1989,  a provision  in  the  Om- 
nibus Budget  Reconciliation  Act  re- 
quired Medicaid  to  pay  obstetrical 
and  pediatric  rates  at  a level  compa- 
rable to  what  physicians  could  get  in 
the  competitive  market  place.  Unfor- 
tunately, while  this  was  mandated, 
the  federal  government  has  not  pro- 
vided any  additional  funds  to  the 
Medicaid  program. 

To  deal  with  the  problem,  several 
behind-the-scenes  negotiations  and 
discussions  took  place  last  year. 
First,  Dr  Kelley  began  meeting  regu- 
larly with  TMA’s  Council  on  Socioe- 
conomics. 

“The  Council  made  it  clear  they 
were  dissatisfied  with  the  low  pay- 
ment rates  and  that  it  would  be  im- 
possible to  publicly  request  that  more 
physicians  participate  in  the  Medi- 
caid program,”  Dr  Goodman  says. 

“After  he  made  presentations  to 
the  Council,  the  TMA  Board  of 
Trustees,  the  TMA  Maternal  and 
Child  Fiealth  Committee,  and  met 
with  DHS’  Medical  Care  Advisory 
Committee,  Dr  Kelley  realized  that 
the  first  and  most  immediate  posi- 
tive step  to  be  taken  to  improve  ac- 
cess to  services  was  to  increase  deliv- 
ery fees  to  a reasonable  level.” 

Using  information  gathered  by  the 
Texas  Pediatric  Society  and  Texas 
Research  League,  and  other  sources. 
Dr  Goodman,  Dr  Kelley,  and  Freder- 
ick L.  Merian,  MD,  chairman  of 
TMA’s  Council  on  Socioeconomics, 
also  discussed  the  need  to  raise  rates 
for  office  visits  and  deliveries. 


By  November  1990,  Dr  Kelley 
had  targeted  eight  common  proce- 
dures — including  delivery  rates, 
office  visits,  and  deliveries  — to  be 
reimbursed  at  an  average  increase  of 
approximately  40%  (closely  equiva- 
lent to  Medicare  reimbursements  for 
comparable  services). 

Act  IV 

“In  February,  TMA  contacted  the 
department  to  verify  that  rates 
would  be  raised  March  1.  Unfortu- 
nately, recently  identified  budget 
shortfalls  meant  that  all  the  dollars 
earmarked  for  new  and  transferred 
programs  would  be  sucked  up  into 
meeting  the  proposed  deficit,”  says 
Dr  Goodman.  “These  dollars  includ- 
ed the  $6  million  of  state  funds  that 
would  have  brought  down  $14  mil- 
lion of  federal  funds  to  increase  the 
reimbursement  levels,  as  Dr  Kelley 
had  discussed. 

“Dr  Kelley  indicated  that  the  bot- 
tom line  was  that  the  increases  would 
go  in  effect,  not  on  March  1 but  on 
April  9,  when  the  individual  Medi- 
caid profiles  were  updated  for  the 
year  — and,  funds  would  be  avail- 
able for  only  four  procedures,  not  the 
original  eight.  The  others  would  have 
to  be  part  of  a phase  two  plan.” 

The  finale 

The  upshot?  Minimum  reimburse- 
ment rates  for  four,  not  eight,  Medi- 


caid CPT  codes  rose  an  average  of 
40%  April  9. 

In  the  end,  the  news  was  good. 
The  rate  hikes  affected  Texas  physi- 
cians, regardless  of  specialty,  and  pa- 
tients, regardless  of  age.  And  an  ad- 
visory committee  was  formed  (see 
related  story,  this  section)  to  deal 
with  a variety  of  Medicaid  issues,  in- 
cluding physician  reimbursement 
rates.  And  perhaps,  the  rate  increases 
will  encourage  more  physicians  to 
participate  in  the  Medicaid  program. 

“The  problems  have  not  been 
solved,”  says  Dr  Goodman.  “But  at 
least  some  frequently-billed  rates 
have  been  raised,  and  a mechanism, 
the  committee,  is  now  in  place  to 
deal  with  long-term,  Medicaid  issues. 

“The  medical  needs  of  Texans 
must  be  addressed  either  through 
the  Medicaid  program  or  through 
the  recommendations  of  the  TMA- 
sponsored  Ad  Floe  Committee  on 
Financing  and  Availability  of  Health 
Insurance  (see  Texas  Medicine's 
April  1991  cover  story,  pp  36-49] 
that  addresses  not  only  expanding 
the  Medicaid  program,  but  provid- 
ing medical  services  to  the  3.3  mil- 
lion uninsured  citizens  of  Texas.” 

All  in  all,  the  rate  changes  play  a 
bit  part  in  a larger  work-in-progress 
designed  to  make  Medicaid  more 
equitable  in  its  dealings  with  physi- 
cians and  more  effective  in  meeting 
the  needs  of  indigent  Texans. 
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What  is  Medicare  Doing 
To  Your  Fees? 

In  order  to  give  physicians  a preliminary  idea  of  what  to  expect  under  Medi- 
care’s Resource-Based  Relative  Value  Scale  (RBRVS)  payment  system,  the 
Texas  Medical  Association  has  computerized  the  model  fee  schedule  published 
by  HCFA  in  September  of  1990  so  that  you  can  get  an  early  glance  at  the 
major  adjustments  that  payment  reform  is  likely  to  bring.  TMA  has  translated 
the  model  fee  schedule  into  a simple  listing  of  fees  for  each  of  the  payment 
areas  in  Texas. 

To  Order 

Please  fill  out  this  order  form  and  mail  along  with  a check  or  credit  card  information  to: 

Texas  Medical  Association,  Health  Care  Financing  Department,  1801  North  Lamar  Blvd.,  Austin,  TX  78701 
Or,  to  order  by  using  your  credit  card,  call  (512)  477-6704,  Ext.  209. 


Important:  You  DO  NOT  NEED  TO  ORDER  the  RBRVS  Model  Fee  Schedule  If  you  have  purchased 
The  Medicare  Maze.  You  are  already  on  our  database  and  you  will  receive  a copy  of  the  RBRVS 
Model  Fee  Schedule  free  of  charge. 


Order  Form 


Please  send  me RBRVS  Model  Fee  Schedule  Lists  at  $25  each  (includes  tax  and  shipping). 

Payment 

□ Check  enclosed  payable  to  TMA. 

□ Credit  Card:  □ Visa  □ MasterCard 

Card  No.  Expir.  Date 

Cardholder  Signature  

Name  


Address  

City  State  Zip 

Phone  Specialty  


Check  each  Payment  County/Area  list  you  wish  to  order  ($25  per  each  location) 


□ Bell 

□ Dallas 

□ Grayson 

□ Lubbock 

□ Potter 

□ Travis 


□ Bexar 

□ Denton 

□ Gregg 

□ McLennan 

□ Smith 

□ Victoria 


□ Bowie 

□ Ector 

□ Harris 

□ Midland 

□ Tarrant 

□ Webb 


□ Central/South  TX  □ North  Central/North  East  TX 


^ Ass 


PHYSICIANS  CARING  FOR  TEXANS 


TexasMedical 

Association 


□ Brazoria 

□ El  Paso 

□ Hidalgo 

□ Nueces 

□ Taylor 

□ Wichita 

□ Panhandle  and  West  TX 


□ Cameron 

□ Galveston 

□ Jefferson 

□ Orange 

□ Tom  Green 


Looking  For  Practice  Opportunities? 
The  Answer  Is  Closer  Than  You  Think. 


For  more  than  60  years,  Methodist  Medical 
Center  has  answered  the  challenges  of  an  ever- 
changing  medical  field.  Now,  with  the  comple- 
tion of  a $75.5  million 
building  program  which 
includes  a 463-bed 
teaching  and  referral 
facility  and  a Level  I 
Trauma  Center,  Methodist 
stands  ready  to  answer 
the  health  questions  of  today  and  tomorrow. 

Conveniently  located  just  southwest  of 
downtown  Dallas,  The  New  Methodist  Medical 
Center  has  made  room  for  some  of  the  most 
sophisticated  healthcare  technology  available. 


Behind  its  new  walls,  you’ll  find  everything 
from  the  latest  in  cancer  treatment  to  the 
most  compassionate  mental  healthcare.  All  of 

which  is  supported  by 
advanced  programs  and 
services,  enabling  the 
treatment  of  the  patient 
as  a whole. 

People  from  around 
the  world  and  through- 
out North  Texas  are  turning  to  The  New 
Methodist  Medical  Center  for  answers.  If  being 
part  of  our  solution  sounds  like  a practice 
opportunity  you’d  like  to  learn  more  about, 
call  Patrick  Rhodes  at  1-800-727-6131. 


K Methodist 

•iH  Medical  Center 

CLOSER  THAN  YOU  THINK 

To  arrange  a tour  of  The  New  Methodist  Medical  Center,  call  1-800-727-6131 

Methodist  Medical  Center,  Charlton  Methodist  Hospital  and  Southeastern  Methodist  Hospital  are  part  of  the  nonprofit  METHODIST  HOSPITALS  OF  DALLAS  system, 
which  is  affiliated  by  covenant  with  the  North  Texas  Conference  of  the  United  Methodist  Church. 
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Cisneros:  education 
is  the  currency  of 
tomorrow 

Education  is  the  currency  that 
will  allow  Texas  to  compete  in 
a technology-based  economy  tied  to 
the  rest  of  the  world,  and  the  state’s 
rapidly  changing  demographics  is 
the  force  that  should  push  us  to  pro- 
vide top-quality  education  to  all  citi- 
zens, Henry  Cisneros  told  physicians 
attending  TMA’s  Winter  Leadership 
Conference  March  2 in  Austin. 

“There’s  a new  model  out  there,” 
the  former  San  Antonio  mayor  said. 
“You  might  call  it  North  Carolina, 
Inc,  or  Arizona,  Inc,  where  states  are 
deeply  involved  in  the  economic 
development  process  and  the  curren- 
cy of  competition  is  the  quality  of 
education.” 

But  in  Texas  the  quality  of  educa- 
tion varies  — from  schools  with  in- 
door swimming  pools  and  all  the 
computers  needed,  to  schools  with 
caliche  playgrounds  and  no  labora- 
tories whatsoever,  he  said.  And 
along  with  this  variation  goes  the 
economic  pressure  of  changing  de- 
mographics — increasing  numbers 
of  young  minorities,  elderly  Texans, 
and  indigent  citizens. 

“I  suspect  there  is  no  more  pow- 
erful force  shaping  the  future  of  our 
country  than  the  demographic 
changes  you  will  witness  over  the 
next  20  to  25  years,”  Mr  Cisneros 
said.  “I  cannot  describe  to  you  in 
powerful  enough  language  how  im- 
portant I believe  the  changes  in  the 
aging  of  American  population  will 
be  over  the  next  years.” 

For  example,  the  1990  census 
shows  for  the  first  time  that  there  are 
more  people  over  age  65  than  there 


Jim  Busby,  associate  editor,  writes  and  edits  the  Public 
Health  and  Science  and  Education  sections  of  Texas  Medicine. 


Science  and 
Education 


Henry  Cisneros 


are  teenagers  in  the  American  popu- 
lation, he  said.  At  the  same  time, 
40%  of  the  Hispanics  in  this  coun- 
try are  under  the  age  of  16,  he  said, 
and  the  economic  future  for  these 
young  people  is  not  encouraging: 
One  third  of  the  Latino  children 
and  half  of  the  black  children 
born  in  the  United  States  will  be 
born  in  poverty. 

“The  critical  questions  before 
our  state,  it  seems  to  me,  are 
how  we  come  to  terms  with  the 
demographic  issues  in  Texas  in 
the  future,  especially  in  terms  of  ed- 
ucation,” Mr  Cisneros  said. 

“Texas  is  now  approaching  40% 
Hispanic  and  black.  This  year  for 
the  first  time,  a majority  of  the 
Houston  Independent  School  Dis- 
trict is  Hispanic  and  black.  The  ma- 
jority of  the  children  in  the  Dallas 
school  system  up  to  the  9th  grade 
this  year  are  Hispanic  or  black.  The 
majority  of  children  in  the  Austin 
schools  are  Hispanic  or  black.” 

“It’s  no  longer  a question  of  if 
Texas  is  going  to  change,  or  even 
when.  The  actuarial  tables  can  tell 
you  that.  It’s  just  a question  of  how 
we  prepare  and  how  we  address 
the  imperative,  the  obligations  of 
this  state,  particularly  in  the  area  of 
education. 

How  will  we  compete? 

How  in  the  world  are  we  going  to 
be  competitive  and  productive 
enough  to  “go  heads  up  against  the 
Japanese,  Germans,  Europeans,  and 
Asians  if  we  have  a poor  and  under- 
educated  minority  population  that  is 
coming  out  of  school  with  30% 
drop-out  rates?”  asked  Mr  Cisneros. 

And  while  we  develop  a competi- 
tive and  consistent  educational  sys- 


tem in  Texas,  we  also  face  major 
changes  in  the  state  and  world 
economies,  he  told  his  audience. 
“We  cannot  depend  upon  a handful 
of  large  businesses,  agricultural 
combines,  or  petrochemical  com- 
plexes. We  must  sign  on  to  the  en- 
trepreneurial explosion  and  support 
the  explosion  of  small  businesses, 
which  is  far  and  away  the  greatest 
economic  dynamic  at  work  in  this 
country  today.” 

Because  small  business  has  regu- 
larly created  millions  of  jobs  in  years 
when  Fortune  500  companies  did 
not,  Mr  Cisneros  called  for  support 
of  entrepreneurs  and  said  “en- 
trepreneurship will  be  the  key  as  we 
build  the  future  of  this  state.” 

Health-care  in  Texas 

Tied  to  the  demographic,  economic, 
and  educational  dilemmas  faced  by 
Texas  is  the  delivery  of  health  care, 
Mr  Cisneros  said.  One  third  of  indi- 
gent US  residents  have  no  govern- 
ment or  private  health  insurance, 
and  only  60%  of  black  or  Hispanic 
women  receive  prenatal  care,  a fact 
contributing  to  the  poverty  cycle. 
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POEP  releases  prostate  cancer  screening  module 

It’s  only  been  two  months  since  TMA’s  Physician  Oncology  Education  Pro- 
gram (POEP)  announced  its  “cancer  education  module”  on  prevention, 
screening,  and  early  detection  of  cervical  cancer  (see  Texas  Medicine,  March 
1991,  p 34).  But,  already  there’s  another  cancer  module  ready  to  update 
physicians. 

Prostate  Cancer  Module:  Prevention  and  Early  Detection,  includes  about 
two  dozen  35  mm  slides  with  an  accompanying  script  based  on  the  latest  sci- 
entific information. 

The  prostate  cancer  module  is  the  most  recent  in  a series  of  similar  modules 
to  update  physicians  on  prevention  and  early  detection  of  breast,  lung,  colorec- 
tal, and  cervical  cancers. 

To  order  any  of  the  free  modules,  write  to  POEP,  Texas  Medical  Associa- 
tion, 1801  N Lamar  Blvd,  Austin,  TX  78701,  or  call  POEP  at  (512)  477- 
6704,  ext  249. 


“The  federal  government  relies 
on  Medicaid  as  the  bedrock  for 
health  services  for  poor  Americans, 
but  only  41%  of  the  poor  are  cov- 
ered,” he  said. 

Yet,  poor  children  are  especially 
plagued  by  modern  urban  problems: 
maternal  chemical  dependence,  anx- 
iety and  depression,  stress,  and  neu- 
rodevelopmental  problems.  “Ugly, 
ugly  things,  but  unfortunately  too  | 
large  a part  of  the  modern  urban  ex- 
perience in  our  country. 

“The  fact  is  that  each  of  us  must 
address  ourselves  in  the  spirit  of  a 
caring  profession  for  what  is  a seri- 
ous national  concern.  We  need  a 
comprehensive  system  of  clinics  that 
is  a result  of  city  and  county  cooper-  j 
ation.  We  need  multi-service  centers  j 
that  are  physically  accessible,  that  | 
are  near  housing  projects. 

“And  we  must  recognize  that  we  ’ 
have  to  go  beyond  just  the  delivery 
of  medical  services,  to  some  holistic 
approaches  that  deal  with  family 
needs  and  motivations  and  work 
and  training. 

“We  need  a comprehensive  effort 
that  includes  governmental  agencies 
— federal,  state,  and  local  — as  well 
as  individual  physicians  helping  as 
they  can.  The  elements  of  a strategy 
of  access  for  the  long  run  are  criti- 
cal. [This  strategy  would  include] 
universal  access  to  a basic  package 
of  health  care  allowing  for  the  states 
to  enhance  beyond  that  level.  The 
existing  insurance  system  should  be 
expanded  by  encouraging  employers 
to  provide  insurance  through  incen- 
tives or  through  disincentives.” 

The  changing  economic  and  de- 
mographic picture  of  Texas  shows 
clearly  that  “we  are  in  this  togeth- 
er,” Mr  Cisneros  concluded. 

“It’s  like  folks  being  tossed  out  in 
a lifeboat  in  a stormy  ocean.  We  may 
not  be  the  best  of  friends  when  we 


start  out,  but  if  your  end  of  the  boat 
springs  a leak,  I have  an  interest  in 
helping  you  fix  your  end  of  the  boat, 
whether  I really  like  you  or  not.” 

TMA  annual  CME 
conference  set  for 
June  7-8 

Continuing  medical  education 
is  not  only  an  educational 
matter,  but  a medical-political  affair, 
increasingly  tied  to  the  medical  lia- 
bility crisis,  specialty  recertification, 
medical  licensure,  peer  review, 
ethics,  and  even  third-party  reim- 
bursement. 

On  June  7-8 
TMA’s  annual 
conference  (“Physi- 
cian CME:  A Co- 
operative Responsi- 
bility”) will  give 
physician  educators 
and  physician  learners 
a look  at  these  trends 
while  emphasizing  the 
physician’s  vital  role  in  direct- 
ing the  approaches,  economics, 
and  regulation  of  CME. 

Dennis  K.  Wentz,  MD,  director  of 
the  AMA  Division  of  Continuing  Ed- 
ucation, will  present  the  conference 
keynote  lecture,  “Retaining  Physi- 
cian Custody  of  CME:  Your  Respon- 
sibility to  Yourself  and  Your  Peers.” 

Martin  Schickman,  MD,  assistant 
dean  for  continuing  medical  educa- 
tion at  the  University  of  California 


at  Los  Angeles  School  of  Medicine, 
will  explore  the  controversy  sur- 
rounding industry-funded  CME, 
ethical  aspects  of  gifts  to  physicians 
from  industry,  and  how  these  issues 
have  prompted  action  from  Con- 
gress, the  Food  and  Drug  Adminis- 
tration, and  others. 

C.L.  Montgomery,  MD,  associate 
dean  for  CME  at  Texas  Tech  Univer- 
sity Health  Sciences  Center,  will  set 
the  stage  for  a panel  discussion, 
“CME  in  the  Political  Arena.”  Pan- 
elists will  look  at  CME  from  the  in- 
dividual viewpoints  of  the  Texas 
State  Board  of  Medical  Examiners, 
the  Texas  Medical  Foundation, 
and  the  Texas  Legislature. 

Other  conference  activi- 
ties will  include  a physi- 
cian workshop,  “Max- 
imizing Committee 
Effectiveness  and 
Program  Focus,” 
and  an  orienta- 
tion to  accredita- 
tion requirements  for 
TMA  Annual  Session 
program  planners.  The  ori- 
entation workshop  will  be  fol- 
lowed by  the  June  planning  ses- 
sion of  the  Council  on  Annual 
Session  and  Scientific  Programming. 

For  conference  information  and 
registration  material  contact  the 
TMA  Medical  Education  Depart- 
ment, 1801  N Lamar  Blvd,  Austin, 
TX  78701,  phone  (512)  477-6704, 
ext  253. 
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Announcing  a new 
Horizontal  Drilling 
oil  investment 
opportunity  for 
Texas  investors 


f m breakthrough  in  oil  exploration 
^ / coupled  with  the  rise 

/ V in  world  oil  prices,  has  made  pos- 
m sible  a new  oil  investment  opportu- 
^ nity  for  the  Texas  investor.  Ames  Oil 
Corporation  of  Texas,  a division  of  Ames  Oil  Industries, 
Inc.,  is  making  a Public  Offering  in  the  State  of  Texas  of 
Limited  Partnership  Units  in  a horizontal  drilling  pro- 
gram. 

Horizontal  drilling  is  revolutionizing  oil  and  gas  re- 
covery, allowing  producers  to  tap  multiple  fractures  per 
well,  instead  of  just  one  using  conventional  vertical 
drilling.  Published  reports  in  Texas  Monthly,  Newsweek, 
and  other  magazines  document  initial  success  in  pro- 
ducing high-output  wells  in  the  Pearsall  Field  and,  in 
general,  the  Austin  Chalk  Trend. 

INITIAL  PUBLIC  OFFERING 

Ames  Oil  Corporation  is  making  a Public  Offering  of 
up  to  $6,800,000.00  in  Limited  Partnership  Units  to  fund 
horizontally  drilled  wells  in  Texas.  The  price  of  each 
partnership  unit  is  $5,000.00.(INF0RMATI0NAL  ADVERTISING  ONLY. 
THE  SECURITIES  HEREIN  DESCRIBED  HAVE  NOT  BEEN  QUALIFIED  OR  REG- 
ISTERED FOR  SALE  IN  TEXAS.  ANY  REPRESENTATION  TO  THE  CONTRARY  OR 
CONSUMMATION  OF  SALE  OF  THESE  SECURITIES  IN  TEXAS  PRIOR  TO  THE 
PENDING  QUALIFICATION  OR  REGISTRATION  THEREOF  IS  A CRIMINAL 
OFFENSE.) 

Consider  some  of  the  Offering's  potential  advantages  to 


the  investor: 

❖ Sold  only  by  NASD-licensed  Brokers 

»:•  Non-recurring  Management  Fee  of  2.5% 
of  Gross  Proceeds 

•>  All  wells,  leases,  and  drilling  charged  to 
partnership  at  cost 

❖ Opportunity  to  participate  in  Horizontal  Drilling 

❖ No  Affiliate  Turnkey  Agreements 

❖ Any  Partnership  revenue  shared  90%  to  the 
Limited  Partners  andl0%  to  the  General  Partner 

LIMITED  PARTNERSHIPS  - LIMITED  TIME 

The  offering  is  scheduled  to  close  August  31, 1991  and  is 
available  only  to  residents  of  Texas  who  meet  the  Partnership's 
suitability  standards,  which  include  but  are  not  limited  to  (1) 
having  a net  worth  in  excess  of  $225,000,  excluding  home, 
furnishings,  and  automobiles,  or  (2)  a net  worth  of  at  least 
$60,000,  excluding  home,  furnishings,  and  automobiles,  and 
having  during  their  last  tax  year  or  anticipating  their  current 
taxable  income  as  defined  in  Section  63  of  the  Internal 
Revenue  Code  of  1986,  as  amended,  to  be  at  least  $60,000. 
If  you  satisfy  the  foregoing  standards,  believe  an  investment 
in  horizontal  drilling  is  suitable  for  you,  and  that  your  financial 
strategy  could  benefit  from  this  offering,  call  First  Strata 
Corporation  today  for  a Prospectus  to  examine  without 
obligation.  But  hurry  - the  program  expires  August  31, 1991 
with  right  to  extend  to  November  30,  1991. 

CALL  TOLL-FREE 

1-800-835-0088 


Offered  through 


c:Sixaia  doxjioxaiion 


A division  of  Ames  Oil  Industries,  Inc. 

1715  Capitol  of  Texas  Highway,  Austin,  TX  78746 

The  company  has  filed  a Registration  Statement  with  the  Texas  State  Securities  Board,  and  such  filing  contains  additional  exhibits  and  informa- 
tion. A copy  of  the  Registration  Statement  may  be  reviewed  without  charge  at  the  Texas  State  Securities  Board,  1800  San  Jacinto  St.,  Austin,  Texas. 


This  is  not  an  offer  to  sell  nor  a solicitation  of  an  offer  to  buy  any  securities.  Any  offering  is  made  only  by  a current  and  complete  public  offering  Prospectus  which,  among  other  things, 
sets  forth  the  various  risk  factors  applicable  to  an  investment.  This  offering  is  only  publicly-offered  to  residents  of  Texas. 


American  Physicians  Insurance  Exchange 

MALPRACTICE 

It’s  an  allegation  that  can  happen  to  anyone. 


You  don’t  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 


In  San  Antonio: 

Bill  Sweet 
(512)  525-0152 


Legislative  Affairs 
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Health  insurance,  rural 
health  top  last-minute 
legislative  agenda 

The  72nd  Texas  Legislature  is 
entering  the  final  month  of  its 
regular  session  with  a full  plate  of  is- 
sues still  unresolved.  The  legislature 
adjourns  “sine  die”  the  last  week  of 
May,  and  lawmakers  have  yet  to 
tackle  the  state  budget  or  legislative 
redistricting. 

Also  among  major  issues  still 
awaiting  action  are  two  key  Texas 
Medical  Association  initiatives  — 
major  health  insurance  reform  legis- 
lation and  rural  health  care. 

“State  finances  are  gridlocked,” 
says  Kim  Ross,  director  of  TMA’s  di- 
vision of  public  affairs.  “There  is  no 
appropriations  bill  and  no  consensus 
on  where  to  appropriate  or  where  to 
cut.  And,  redistricting  is  untouched.” 

Ross  says  lawmakers  are  suffer- 
ing from  a “siege  mentality.” 

“Sooner  or  later  they’re  going  to 
have  to  go  home  and  explain  to 
their  constituents  why  they’re  pay- 
ing new  taxes,  why  their  property 
taxes  went  up,  and  why  services 
were  cut,”  he  says. 

That  may  be  later  rather  than 
sooner  because  state  leaders,  includ- 
ing Gov  Ann  Richards  and  Lt  Gov 
Bob  Bullock  want  to  postpone  ac- 
tion on  a new  budget  until  a July 
special  session. 

The  sheer  burden  of  unresolved  is- 
sues also  may  mean  major  health-care 
issues  will  have  to  be  set  aside  for  a 
special  session  this  summer  or  fall. 
Those  issues  could  include  the  health 
insurance  and  rural  health  efforts. 

TMA’s  health  insurance  reform 
package  has  been  filed  and  is  being 
sponsored  by  Rep  Jack  Harris,  R- 


Ken  OrTOLON,  legislative  affairs  editor,  writes  and  edits 
the  Legislative  Affairs  section  o/ Texas  Medicine. 


Pearland,  and  Sen  Chet  Brooks,  D- 
Pasadena.  Brooks  chairs  the  Senate 
Committee  on  Health  and  Human 
Services,  which  will  hear  the  bill. 

The  package  is  based  on  recom- 
mendations of  TMA’s  Ad  Hoc  Com- 
mittee on  Financing  and  Availability 
of  Health  Insurance.  The  ad  hoc 
committee’s  efforts  were  profiled  in 
the  April  issue  of  Texas  Medicine. 

Key  provisions  of  the  package 
include: 

• A small  group  insurance  plan  to 
cover  employees  and  owners  of 
businesses  with  fewer  than  25 
employees. 

• Rate  banding  to  limit  premium 
increases,  thereby  preventing 
insurance  companies  from  “low- 
bailing”  new  customers,  then 
increasing  rates  substantially  at 
the  end  of  the  first  policy  period. 

•A  sliding  scale  subsidy  plan 
administered  by  the  state,  with 
basic  health  benefits  for  those 
with  incomes  below  250%  of  the 
federal  poverty  level. 

• Regulation  to  require  certification 
of  private  utilization  review 
agents. 

•Medicaid  expansion  to  cover 
children  up  to  1 year  of  age  and 
pregnant  women  with  incomes 
below  185%  of  poverty.  Also, 
increase  provider  reimbursement 
to  encourage  participation. 

• Other  insurance  reforms  relating 
to  continuation  of  coverage, 
assignment  of  benefits,  and  pre- 
existing conditions. 

In  addition  to  the  omnibus  re- 
form package,  several  “single  shot” 
bills  addressing  single  parts  of  the 
package  also  have  been  filed.  Many 
of  those  bills  were  working  their 


way  through  House  and  Senate  com- 
mittees in  April. 

The  rural  health-care  package, 
being  sponsored  by  Reps  Robert 
Saunders,  D-La  Grange,  and  Ed- 
mund Kuempel,  R-Seguin,  is  intend- 
ed to  strengthen  rural  health  initia- 
tives enacted  in  1989  as  part  of  the 
Omnibus  Health  Care  Rescue  Act. 

The  proposal  calls  for  funding  of 
the  statewide  trauma  system  autho- 
rized in  1989,  development  of  alter- 
native rural  hospitals,  granting  com- 
munities authority  to  create  local 
health  districts  with  taxing  authori- 
ty, strengthening  State  Board  of  In- 
surance rate  review  authority  to  en- 
sure that  adequate  discounts  result 
from  the  state  liability  indem- 
nification program,  and  expansion 
of  that  program  to  include  uncom- 
pensated emergency  services  among 
the  types  of  charity  care  that  qualify 
a physician  to  participate  in  the  in- 
demnification program. 

TMA  member  appointed 
to  revenue  panel 

Texas  Medical  Association  will 
have  a seat  at  the  table  when  a 
special  gubernatorial  panel  begins 
an  in-depth  study  of  the  state’s  tax 
system. 

TMA  member  Kneeland  Young- 
blood, MD,  has  been  appointed  by 
Gov  Ann  Richards  to  the  16-member 
Governor’s  Task  Force  on  Revenue. 
The  task  force  will  study  Texas’  tax 
system  and  report  recommendations 
prior  to  a special  legislative  session 
tentatively  scheduled  for  July. 

Task  force  members  were  ap- 
pointed by  Richards,  Lt  Gov  Bob 
Bullock  and  House  Speaker  Gib 
Lewis.  Despite  Richards  support  for 
a state  lottery  and  Bullock’s  support 
for  a state  income  tax.  Dr  Young- 
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blood  says  there  have  been  no  con- 
ditions placed  on  the  panel. 

“This  effort  is  wide  open,”  says 
Dr  Youngblood,  a Plano  emergency 
physician.  “The  governor  has  not 
made  any  recommendations  or 
placed  any  constraints  on  the  task 
force.” 

The  task  force,  which  is  being 
chaired  by  former  Gov  John  Con- 
nally,  held  its  organizational  meeting 
March  22  in  Austin.  Its  job  will  be 
to  help  solve  a $4  billion-plus  bud- 
get shortfall.  The  task  force’s  report 
is  to  be  submitted  to  state  leaders  by 
July  1. 

“I’m  coming  in  with  a very  open 
mind,”  Dr  Youngblood  says.  “I’m 
going  to  absorb  as  much  as  possible 
and  then  formulate  opinions.” 

Other  notable  task  force  mem- 
bers include  former  Lt  Gov  Bill 
Hobby;  former  San  Antonio  Mayor 
Henry  Cisneros;  state  Sen  John 
Montford  of  Lubbock,  chairman  of 
the  Senate  Finance  Committee;  for- 
mer Fort  Worth  Mayor  Bob  Bolen; 
University  of  Texas  professor  El- 
speth  Rostow;  state  Rep  James  Hury 
of  Galveston,  chairman  of  the  tax- 
writing House  Ways  and  Means 
Committee;  and  Rep  Jim  Rudd  of 
Brownfield,  chairman  of  the  House 
Appropriations  Committee. 

Access  to  care, 

AIDS  to  dominate 
102nd  Congress 

Access  to  health  care  and  AIDS 
are  the  health  issues  that  will 
dominate  the  102nd  Congress,  says 
American  Medical  Association  chief 
lobbyist  John  S.  Zapp,  DDS. 

“There’ll  be  a huge  number  of 
proposals  on  access  to  care,”  says 
Dr  Zapp,  AMA’s  vice  president,  gov- 
ernmental affairs. 


John  S. 
Zapp,  DDS 


Dr  Zapp  also  says  AIDS  testing 
for  both  patients  and  health-care 
workers  is  beginning  to  gain  consid- 
erable interest  among  members  of 
Congress. 

The  AMA  lobbyist  was  in  Austin 
on  March  2 for  the  Texas  Medical 
Association  Winter  Leadership  Con- 
ference, where  he  participated  in  a 
panel  discussion  on  health-care  is- 
sues facing  Congress.  He  also  ad- 
dressed a meeting  of  the  TMA 
Council  on  Legislation. 

Dr  Zapp  says  he  senses  a “sort  of 
frustration”  in  Congress  on  the  ac- 
cess to  care  issue. 

“The  new  component  of  the  de- 
bate this  time  will  be  a much  more 
aggressive  cost  containment  provi- 
sion,” Dr  Zapp  says.  Among  such 
provisions  to  be  debated,  he  adds,  is  a 
single  payment  scheduled  approach. 

However,  Dr  Zapp  does  not  ex- 
pect major  access  to  care  legislation 
to  be  enacted  this  year.  Instead,  he 
sees  the  current  interest  in  the  issue 
as  a prelude  to  the  1992  elections 
and  possible  enactment  of  health 
care  reforms  in  1993. 

Dr  Zapp  says  interest  in  AIDS 
testing  is  being  spurred  by  the  case 
of  an  HIV-infected  Florida  dentist 
who  apparently  spread  the  virus  to 
at  least  two  patients. 

“What  I sense  is  a very  strong  de- 
bate on  the  issue  in  terms  of  testing 
both  patients  and  health-care 
providers,”  he  says.  “This  is  going 
to  be  a very  emotional  issue.” 

Dr  Zapp  says  Medicare  also  will 
be  a top  health-care  issue  for  1991, 
particularly  in  light  of  $218  million 


in  Medicare  cuts  proposed  by  the 
Bush  administration. 

“One  of  the  things  we’re  (AMA) 
trying  to  make  sure  of  is  that  we 
protect  the  integrity  of  the  RBRVS 
(resource-based  relative  value 
scale),”  Dr  Zapp  says.  “If  they  come 
up  with  additional  cuts  that  would 
erode  the  impact  of  the  RBRVS,  we 
will  oppose  them  strenuously.” 

Council  on  Legislation 
reviews  bills 

The  TMA  Council  on  Legisla- 
tion met  March  1 to  review 
more  than  40  health-related  bills 
filed  in  the  Texas  legislature.  The 
following  is  a summary  of  some  of 
the  measures  considered  and  the 
council’s  action. 

• HB  334  by  Rep  Frank  Madia, 
D-San  Antonio  — requiring 
school  districts  to  employ  a 
sufficient  number  of  registered 
nurses  to  provide  adequate 
school  health  services;  support 
with  amendments. 

• HB  709  by  Rep  Eddie  Cavazos, 
D-Corpus  Christi  — requiring  all 
school  buses  to  be  equipped  with 
safety  belts  and  padded  seat 
backs  at  least  28  inches  high; 
support. 

•HB  830  by  Rep  Madia  — 
increasing  the  membership  of  the 
Texas  Board  of  Health  from  18 
to  21,  with  the  three  additional 
seats  to  be  designated  for  one 
podiatrist,  one  psychologist,  and 
one  public  member;  oppose. 

• HB  925  by  Rep  Ron  Lewis,  D- 
Mauriceville  — allowing  physical 
therapists  to  treat  patients  with- 
out a physician’s  referral;  oppose. 

•HB  966  by  Rep  Tom  Uher,  D- 
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Bay  City  — creating  a Texas 
Acupuncture  Licensing  Commit- 
tee; oppose. 

• HB  983  by  Rep  Madia  — allow- 
ing registered  nurses  to  pro- 
nounce death  in  certain  circum- 
stances; support. 

•Senate  Bill  441  by  Sen  Bill 
Ratliff,  R-Mount  Pleasant  — 
prohibiting  insurance  companies 
from  cancelling  a health  insur- 
ance policy  because  a person  files 
a claim;  support. 

• HB  970  by  Rep  Jack  Vowell,  R- 
El  Paso  — making  an  emergency 
appropriation  of  nearly  $250 
million  to  the  Texas  Department 
of  Human  Services;  support. 

• SB  302  by  Sen  John  Montford, 
D-Lubbock  — providing  that  a 
partner  in  a professional  partner- 
ship is  not  individually  liable  for 
errors,  omissions,  negligence, 
incompetence  or  malfeasance 
committed  by  another  partner; 
support. 

• HB  861  by  Rep  Leticia  Van  de 
Putte,  D San  Antonio  — requir- 
ing law  enforcement  agencies 
who  request  a medical  examina- 
tion of  a victim  of  an  alleged  sex- 
ual assault  to  pay  all  costs  associ- 
ated with  court  appearances  by 
the  examiner;  support. 

• HB  878  by  Rep  Madia  — allow- 
ing optometrists  to  diagnose  cer- 
tain eye  disorders  and  use  thera- 
peutic drugs;  oppose. 

• SB  364  by  Sen  Eddie  Lucio,  D- 
Brownsville  — allowing  courts  to 
award  reasonable  attorneys  fees 
and  other  expenses  to  defendants 
in  frivolous  suits  brought  against 
persons  who  report  child  abuse 
or  neglect;  support. 
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— A TEXAS  ANESTHESIOLOGIST 

4* 

his  first  dose  of  AZT.  Ten  HIV.  With  the  announcement 


weeks  later  he  seroconverted.  ^ 


came  the  collision  of  the  fear  of 


After  20  years  of  practice  he  had 


made  the  mistake  of  his  career,  in  one 


simple,  everyday  procedure.  But  that 


irony  is  common.  People  make  simple,  fa- 


tal errors  every  day.  ^ What  is  harder  to 


fathom  is  the  abysmal  timing,  for  the  accident 


in  April  1990  converged  with  a horrible  disease 


and  a litigious  culture,  where  medicine’s  expanding 


ability  to  interrupt  the  course  of  disease  brings  simul- 
taneous risks  of  commission  and  omission.  ^ It  was 

^ 


AIDS  and  the  physician’s  right  to 


privacy  and  freedom  to  practice  unim- 


peded. Suddenly  the  risk  of  acquiring 


HIV  infection  from  a physician  became 


infinitely  more  frightening  than  driving  in 
Dallas,  despite  what  statistics  showed.  The 


Texas  anesthesiologist  faces  not  only  AIDS  and  its 


stigma,  but  the  possible  loss  of  his  career  long  before 


any  symptoms  appear.  The  meeting  of  professional 


ethics,  HIV,  and  a society  compelled  to  ascribe  blame  to  ; 
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someone , 


Plague  and 


has  made  his 

serostatus  every- 
one’s business,  and 
knowledge  of  it 
professional  suicide. 

Damned  if  you  practice, 
damned  if  you  don’t.  ^ Ihis 
is  the  story  of  your  colleague, 

whose  name  cannot  be  used  for 

obvious  reasons.  But  read  it  as  your 
own.  Even  if  you  are  HIV-negative  and 
at  minimal  risk  of  exposure  to  the  virus, 
that  could  change  with  one  accident.  And  if 
you  perform  invasive  procedures,  there  are  calls 
for  you  to  undergo  testing  for  HIV  and  to  restrict 
your  practice  if  results  are  positive.  We  will  re- 
turn to  the  anesthesiologist’s  story  later  in  this  article. 


THROUGH  THE 


VALLEY  OL  MANY 


SHADOWS 


HIV - INFECTED 


PHYSICIANS 


BY  jlM  BUSBY 
ASSOCIATE  EDITOR 


the  risk  of  in- 

fection  have 

haunted  physicians 
throughout  history, 

but  the  First  Movement 

of  the  AIDS  epidemic 
came  down  like  a dropped 
cymbal.  The  tempo  quickened 

as  information  about  the  AIDS 

virus  poured  in,  and  soon  homo- 
sexuals were  not  the  only  risk  group. 
Anyone  could  become  infected  by 
choosing  to  participate  in  risky  activities. 
But  at  least  we  all  had  the  choice.  Then 


came  the  cry  of  “fire”  in  the  concert  hall. 


The  CDC  announced  in  July  1990  that  a patient 


probably  was  infected  with  HIV  during  an  ex- 


But  first,  let’s  look  at  how  his  story  touches  every  Texas  traction  performed  by  her  dentist,  who  had  AIDS.  Ru- 

physician.  ^ FIRE  IN  THE  CONCERT  HALL  ^ mors  and  headlines  began  to  circulate  that  the  CDC  was 

3T 


poised  to  recommend  that  physi- 
cians who  did  invasive  procedures 
should  restrict  their  practices.  But  in 
the  meantime,  the  AMA  board  of 
trustees  issued  a statement  of  its 
own:  physicians  at  risk  of  HIV  in- 
fection should  determine  their  HIV 
status  and,  if  positive,  omit  most 
“invasive  procedures”  from  their 
practices  or  inform  patients  who 
would  undergo  those  procedures 
(see  box).  The  American  Dental  As- 
sociation (ADA)  released  a similar 
statement. 

The  AMA  concluded  its  state- 
ment by  saying  that  HIV-positive 
doctors  should  be  able  to  continue 
medical  practice  and  by  pledging  to 
support  them. 

The  AMA  promptly  drew  rid- 
icule and  praise.  Ridicule  came  from 
those  who  said  the  action  was  hasty 
and  ill  conceived,  that  risk  to  pa- 
tients was  minuscule  — less  than 
risks  already  routinely  accepted  by 
patients  and  physicians,  such  as 
from  hepatitis  B or  adverse  reactions 
to  anesthetic.  Praise  came  in  the 
form  of  similar  recommendations 
from  other  organizations. 

By  mid-March,  the  viewpoints 
followed  two  major  themes.  Some 
called  for  mandatory  testing  of 
physicians  and  subsequent  restric- 
tions on  those  with  positive  results. 
Others  advocated  voluntary  testing, 
followed  by  consultation  with  col- 
leagues and  subsequent  restrictions 
based  on  ethical  considerations  and 
scientific  evidence. 

Nobody,  however,  argued  there  is 
no  risk  of  transmission  from  physi- 
cian to  patient.  What  was  once  pi- 
anissimo, a whispered  anxiety,  had 
now  come  to  pass. 

Ironically,  AMA’s  “new”  guide- 
lines differed  from  its  previous  poli- 
cy only  by  urging  infected  physicians 
to  get  informed  consent  before  do- 
ing invasive  procedures  and  by  of- 
fering to  help  those  who  suffered  as 
a result  of  that  policy. 

While  the  AMA’s  earlier  policy 
had  not  called  for  informed  consent, 
“the  1987  statement  clearly  laid  out 
that  physicians  who  were  HIV  posi- 
tive should  not  place  their  patients 
at  any  risk  and  therefore  should  not 
be  using  any  procedures  that  have 


any  potential  for  transferring  the 
disease  to  their  patients,”  says  AMA 
board  member  and  TMA  member 
Nancy  Dickey,  MD. 

The  second  modification  to  the 
board’s  1987  policy  was  the  addition 
of  a clause  pledging  support  to  in- 
fected doctors,  because  “we  realize 
this  may  cause  some  problems  for  in- 
dividual physicians,”  she  says.  “The 
AMA  stands  ready  to  help  make  any 
transitions  as  easy  as  possible.” 

TMA’s  POLICY 

Like  AMA,  TMA  had  al- 
ready considered  the  ethics 
and  implications  of  HIV  in- 
fection on  the  doctor-pa- 
tient relationship.  At  the  TMA  1990 
Annual  Session,  about  two  months 
before  CDC  reported  the  first  den- 
tist-to-patient  exposure,  the  associa- 
tion’s House  of  Delegates  established 
policy  on  HIV-infected  physicians 
(see  box). 

In  March  of  this  year,  just  after 
news  of  two  additional  infected  den- 
tal patients  and  release  of  AMA’s 
statement,  TMA’s  Council  on  Public 
Health  reaffirmed  the  association’s 
statement,  saying  that  additional 
comment  was  not  appropriate  until 
adequate  data  were  available.  In- 
stead, the  council  decided  the  associ- 
ation should  carefully  watch  for  new 
information  and  change  its  policy 
accordingly. 

TMA  president-elect  Sam  Nixon, 
MD,  who  is  a participant  in  the 
Greater  Houston  AIDS  Alliance,  the 
Harris  County  Medical  Society’s  AIDS 
Education  Project,  and  an  AMA  task 
force  looking  for  ways  to  help  infect- 
ed physicians,  says  the  TMA  policy  is 
“as  rational  as  anybody  else’s,  proba- 
bly better  than  most.” 

One  saw  a rope, 

I HE  OTHER  A SNAKE 

A major  source  of  informa- 
tion available  to  the  TMA 
council  last  March  was  a 
CDC  draft  report,  which 
followed  the  announcement  of  the 
dentist-to-patient  transmission  and 
estimated  the  incidence  of  physician- 
to-patient  transmission  of  HIV.  Ev- 
ery page  of  the  report  was  stamped 
with  a hold  “DRAET.” 


Draft  indeed,  said  one  critic  at 
the  TMA  council  meeting.  He  called 
the  CDC  calculations  virtually 
meaningless  and  later  explained  that 
while  the  CDC  model  seemed  credi- 
ble, the  numbers  plugged  into  it 
were  based  on  speculation  that  re- 
sulted in  overestimates  of  the  inci- 
dence of  transmission.  His  was  by 
no  means  the  only  complaint  that 
CDC  indulged  in  flagrant  guess- 
work. Even  so,  the  CDC  report  esti- 
mated that  only  a small  number  of 
cases  (2.4-24)  of  HIV  seroconver- 
sion following  an  invasive  procedure 
had  occurred  in  the  past  decade. 

CDC’s  draft  report  and  AMA’s 
statement  drew  detailed  attention  at 
a Eebruary  21-22,  1991,  public 
hearing  in  Atlanta,  where  represen- 
tatives from  about  100  organiza- 
tions spoke  on  the  issue.  A 30-day 
comment  period  followed  the  CDC 
meeting,  and  CDC  said  a report 
would  be  issued  after  comments  had 
been  considered.  According  to  par- 
ticipants at  the  meeting,  the  AMA 
position  defended  in  brief  comments 
by  Dr  Dickey  was  held  by  a decided 
minority. 

Dr  Dickey,  however,  points  out 
that  such  questions  are  answered  not 
by  “a  matter  of  votes;  the  profession 
should  do  what’s  right,  not  necessar- 
ily what’s  popular.” 

Erom  the  perspective  of  the  New 
York  Health  Department,  the  AMA 
statement  was  neither  right  nor  pop- 
ular, and  the  department  was  among 
the  many  who  wasted  no  time  in 
saying  so.  “As  a general  principle,” 
states  the  New  York  policy,  “limit- 
ing the  practice  of  HIV-infected 
health-care  professionals  is  not  nec- 
essary or  justified  unless  there  is 
clear  evidence  that  such  workers 
pose  a significant  risk  of  transmit- 
ting infection  through  an  inability  to 
meet  basic  infection  control  stan- 
dards or  unless  they  are  functionally 
unable  to  care  for  patients.” 

Unlike  the  New  York  Health  De- 
partment, the  American  Academy  of 
Orthopedic  Surgeons  (AAOS)  took  a 
stand  similar  to  that  of  the  AMA. 
The  AAOS  policy  states  that  physi- 
cians should  know  their  HIV  status 
and  “within  the  confines  of  the  law” 
should  “have  access”  to  the  HIV  sta- 
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Physicians  who  are  HIV  positive  have  an  ethical  obliga- 
tion not  to  engage  in  any  professional  activity  which  has 
an  identifiable  risk  of  transmission  of  the  infection  to  the 
patient.  Many  patients  have  been  treated  by  HIV  infect- 
ed physicians  and  there  have  been  no  documented  cases 
of  transmission  from  physician  to  patient. 

However,  the  recent  cases  of  possible  dentist-to-pa- 
tient  transmission  have  caused  some  uncertainty  about 
the  risk  of  transmission  from  physicians  to  patients  un- 
der certain  circumstances.  In  cases  of  uncertainty  about 
the  risks  to  patient  health,  the  medical  profession,  as  a 
matter  of  medical  ethics,  should  err  on  the  side  of  pro- 
tecting patients. 

The  health  of  patients  must  always  be  the  paramount 
concern  of  physicians.  Consequently,  until  the  uncertain- 
ty about  transmission  is  resolved,  the  American  Medical 
Association  believes  that  HIV  infected  physicians  should 
either  abstain  from  performing  invasive  procedures 
which  pose  an  identifiable  risk  of  transmission  or  dis- 
close their  seropositive  status  prior  to  performing  a pro- 
cedure and  proceed  only  if  there  is  informed  consent. 

As  a corollary,  physicians  who  are  at  risk  of  acquiring 
HIV  infection,  and  who  perform  invasive  procedures, 
should  determine  their  HIV  status. 

Some  invasive  procedures  pose  no  identifiable  risk 
of  transmission,  e.g.,  a bronchoscopy.  Others,  such  as 
surgical  procedures,  cannot,  with  the  same  conclusive- 
ness, be  said  at  this  time  to  pose  no  identifiable  risk  of 
transmission  given  the  current  analysis  of  the  Centers  for 
Disease  Control  regarding  three  patients  of  a Florida 
dentist. 

The  American  Medical  Association  further  believes 
that  physicians  who  are  HIV  positive  and  who  must  re- 
strict their  normal  professional  activities  have  a right  to 
continue  their  career  in  medicine  in  a capacity  that  poses 
no  identifiable  risk  to  their  patients.  The  American  Med- 
ical Association  pledges  its  support  and  protection  of 
these  physicians  and  believes  the  profession  and  public 
have  a need  and  an  obligation  to  ensure  that  they  contin- 
ue to  be  productive  as  long  as  they  practice  medicine 
safely  and  responsibly. 


The  following  guidelines  were  approved  by  the  TMA 
House  of  Delegates  as  official  policy  in  May  1 990. 
These  guidelines  should  be  provided  to  physicians  who 
test  positive  for  HIV: 

(a)  A health  care  worker  who  performs  invasive  pro- 
cedures and  has  reasonable  cause  to  believe  he/she  is  in- 
fected with  HIV  should  determine  his/her  serostatus  or 
act  as  if  that  serostatus  is  positive. 

(b)  If  an  infected  health  care  worker  performs  inva- 
sive medical  procedures  as  a part  of  his/her  duties,  the 
health  care  worker  should  request  that  an  ad  hoc  com- 
mittee be  constituted  to  consider  which  activities  the  in- 
fected health  care  worker  can  continue  to  engage  in 
without  risk  of  infection  to  patients.  Membership  of  this 
committee  may  be  composed  of,  but  not  necessarily  lim- 
ited to,  an  infectious  disease  specialist  familiar  with  HIV 
transmission  risks,  the  pertinent  hospital  department 
chairperson,  a hospital  administrator,  the  infected  health 
care  worker’s  personal  physician,  and  the  infected  health 
care  worker. 

(c)  A confidential  review  system  should  also  be  estab- 
lished by  the  ad  hoc  committee  to  monitor  the  health 
care  worker’s  fitness  to  engage  in  invasive  health  care  ac- 
tivities. Any  restrictions  or  modifications  to  health  care 
activities  for  patient  safety  should  be  determined  by  the 
ad  hoc  committee  based  on  current  medical  and  scien- 
tific information. 

(d)  Knowledge  of  the  health  care  worker’s  HIV  status 
should  be  restricted  to  those  few  professionals  who  have 
a need  to  know.  Except  for  those  with  a need  to  know, 
all  information  on  the  serostatus  of  the  health  care 
worker  should  be  held  in  strictest  confidence. 

(e)  As  a general  rule  or  until  there  is  scientific  infor- 
mation to  the  contrary,  the  health  care  worker  should  be 
permitted  to  provide  health  care  services  as  long  as  there 
is  no  identifiable  risk  of  patient  infection  and  no  com- 
promise in  physical  or  mental  ability  of  the  health  care 
worker  to  perform  the  health  care  procedures. 

(f)  Where  restrictions,  limitations,  modifications,  or  a 
change  in  health  care  activities  are  recommended,  the  ad 
hoc  committee  should  do  its  utmost  to  assist  the  health 
care  worker  to  obtain  financial  and  social  support  for 
these  changes. 

(g)  If  intra-institutional  confidentiality  cannot  be  as- 
sured, health  care  facilities  should  make  arrangements 
with  other  organizations  such  as  local  or  state  medical 
societies  to  serve  the  functions  of  the  ad  hoc  committee. 

’^'This  policy  was  reaffirmed  by  the  Council  on  Public 
Health  in  March  1991. 
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ESTIMATED  RISKS  IN  THE 
HEALTH-CARE  SETTING 

(SHOWN  AS  RISK  PER  MILLION) 

V HBV  seroconversion  after  needle 

stick  exposure  to  HBeAg-positive 
blood 300,000 

V Surgical  wound  infection  (high- 
risk  patient  and  procedure) 
147,000 

Surgical  wound  infection  (low- 
risk  patient  and  procedure) 
10,000 

HIV  seroconversion  after  needle 
stick 3,000 

-!•  HBV  seroconversion  after  invasive 
procedure  by  HBeAg-positive 
surgeon 2,400 

Anesthesia-associated  mortality 
100 

Aplastic  anemia  after  chloram- 
phenicol   15-40 

T HIV  seroconversion  after  transfu- 
sion of  screened  blood 
6.7-25 

•!•  Penicillin  anaphylaxis-associated 
mortality 1 0-20 

T HIV  seroconversion  after  invasive 
procedure 2.4-24 

•!•  Death  due  to  HBV  infection  after 
invasive  procedure  by  hbeag-posi- 
tive  surgeon 

0.7-13.2 

From  the  CDC  draft  report,  “Selected  risks  m 
the  health-care  setting,”  reviewed  in  Atlanta, 
February  21-22.  The  original  report  included 
citations  documenting  the  estimated  risks. 


tus  of  their  patients.  Their  nine- 
point  policy  statement  opposes 
mandatory  testing  of  health-care 
; workers  or  patients  and,  like  AMA, 
states  that  if  a practitioner  poses 
; some  risk  of  HIV  transmission  dur- 
ing an  invasive  procedure,  he  or  she 
; should  inform  the  patient  before 
; performing  the  procedure.  The 
; academy  adds  that  a physician  with 
HIV  infection  should  be  allowed  to 
; perform  invasive  procedures  in  a 
life-or-death  emergency  when  an 
! “HIV-negative  physician”  is  not 
available  and  when  the  patient  or 
patient’s  family  consents. 

Policy  from  the  back 

OF  THE  ENVELOPE? 

Dallas  physician  and  epi- 
demiologist Charles  Ha- 
ley, MD,  says  he  doesn’t 
doubt  that  HIV-infected 
physicians  can  convey  HIV  to  their 
patients,  but  he  contends  that  CDC’s 
“back  of  the  envelope”  estimates  are 
virtually  meaningless. 

“These  numbers  are  way  high,” 

: he  says  of  CDC’s  calculations.  “In 
fact,  for  surgeons,  the  observed 
number  of  infected  patients  is  zero. 
And  for  dentists,  the  observed 
number,  depending  on  how  much 
faith  you  put  on  the  one  in  Florida, 
: is  somewhere  between  zero  and 
three.  So  over  the  last  decade,  we’re 
talking  less  than  a half  dozen  HIV 
persons  infected  by  surgeons  and 
; dentists.  And  that’s  the  maximum 
estimate.  So  from  the  disease  control 
standpoint,  I don’t  think  that  this 
! warrants  any  action.” 

He  adds,  however,  that  “this  is  a 
; tremendous  public  relations  prob- 
lem, which  requires  the  profession’s 
; ethical  consideration.” 

“We’re  not  giving  any  substance 
i to  the  CDC  numbers,”  says  Dr 
i Dickey.  “We  agree  that  they  are 
: based  on  assumption.  They  may  be 
; extremely  high.  Unfortunately,  no 
; one  has  any  scientifically  valid 
i numbers  to  plug  in.  But  almost  ev- 
i eryone  agrees  transmission  can  and 
; has  occurred. 

“The  good  thing  about  what  the 
; CDC  has  done,”  she  says,  “is  they 
; have  demonstrated  for  us  where  the 
4»  research  has  to  be  going  in  the  next 


few  years,  at  least  with  respect  to 
HIV.  That  is,  what  are  the  proper 
numbers  for  a model  that  most  peo- 
ple agree  is  a pretty  good  model?” 

Susan  M.  Miller,  an  assistant  pro- 
fessor at  Baylor  College  of  Medicine 
who  monitors  the  school’s  “needle 
stick”  program,  says  the  consensus 
at  the  Atlanta  meeting  was  that  the 
profession  should  not  overreact. 
“The  risks  are  not  that  severe.  You 
have  more  of  a risk  of  getting  hepati- 
tis B from  a patient  than  you  do  HIV 
through  an  occupational  exposure. 
And  the  same  holds  true  of  a patient 
getting  hepatitis  B from  you.” 

The  Baylor  needle  stick  program 
offers  zidovudine  (AZT)  and  a 
confidential  place  for  students  and 
faculty  to  seek  advice  following  oc- 
cupational injuries.  Dr  Miller  moni- 
tors the  program  and  administers 
the  zidovudine,  and  in  the  program’s 
year  of  existence,  there  have  been  no 
seroconversions  associated  with  oc- 
cupational exposure,  she  says. 

‘Big  D’  takes  a stand 

Dr  Haley  is  chairman  of  the 
Ad  Hoc  Committee  on 
HIV-Infected  Physicians 
and  Dentists,  formed  of 
representatives  from  the  Dallas  and 
Tarrant  County  medical  and  dental 
societies  and  the  Dallas/Fort  Worth 
Hospital  Council.  A summary  of  the 
ad  hoc  committee’s  February  5 meet- 
ing says  the  group  viewed  the  AMA 
and  ADA  statements  as  “precipitous 
and  ill-considered.” 

The  summary  adds  that  the  AMA 
and  ADA  statements  will  not  result 
in  reduced  transmission  of  HIV  and 
that  it  “is  not  realistic  to  ask  infect- 
ed HCWs  (health-care  workers)  to 
disclose  something  that  almost  sure- 
ly results  in  the  loss  of  their  practice, 
especially  if  the  epidemiologic  infor- 
mation for  such  action  is  not  con- 
vincing.” Furthermore,  the  summary 
notes,  the  statements  would  “create 
a standard  of  conduct  that  will 
give  attorneys  another  source  of 
income.” 

As  a result  of  the  ad  hoc  commit- 
tee’s February  meeting,  committee 
members  prepared  a draft  statement 
on  physicians  with  HIV,  but  as 
Texas  Medicine  went  to  press,  the 


40 


Texas  Medicine  Volume  87  No.  5 May  1991 


committee  had  not  voted  on  the 
statement. 

The  draft  statement,  which  was 
presented  at  CDC’s  February  meeting 
in  Atlanta,  agrees  that  health-care 
workers  have  “an  ethical  obligation 
to  do  no  harm  to  patients,”  but  adds 
“there  are  times  when  even  the  best 
health-care  professionals  visit  an 
unintentional  harm  on  patients,  in- 
cluding even  suffering  and  death.” 
Thus,  according  to  the  statement, 
health-care  workers  should  “ratio- 
nally follow  the  best  scientific  infor- 
mation available  in  the  effort  to  serve 
patients  without  harming  them.” 

A second  point  of  the  statement 
asserts  that  health-care  workers 
are  not  obligated  to  disclose  their 
serostatus  to  patients,  unless  there  is 
“unequivocal  documentation”  that 
a patient  would  be  endangered  by 
an  infected  physician  who  failed  to 
disclose. 

Finally,  the  statement  encourages 
infected  health-care  workers  to  re- 
port to  a “hospital  infection  control 
officer,  county  medical  society 
officer,  or  state  public  health  officer” 
as  outlined  by  the  TMA  policy  ap- 
proved in  1990. 

In  essence,  the  report  emphasizes 
a rational,  realistic  response  to 
medicine’s  inevitable  risks  and  thus 
speaks  for  those  who  would  say  that 
“first  to  do  no  harm”  really  means 
“take  no  significant  chances  in  a 
world  already  littered  with  risk.” 

AMA’s  Nancy  Dickey  disagrees. 
The  CDC  probably  does  overesti- 
mate the  risk  of  transmission,  she 
says,  but  that’s  not  really  the  point 
of  the  AMA  statement,  which  is 
based  on  the  physician’s  obligation 
to  do  no  harm.  If  the  physician  is  to 
put  the  patient  at  any  risk,  the  pa- 
tient must  know  of  that  risk  and 
consent  to  it,  she  says. 

“It  was  interesting  that  there 
were  those  |at  the  February  CDC 
meeting  in  Atlanta]  who  felt  we 
were  being  overly  protective,  that 
the  AMA  was  doing  more  than 
needed  to  be  done.  There  were  oth- 
ers who  thought  we  weren’t  doing 
enough,  putting  us  kind  of  in  the 
middle.  Our  position  at  this  time  is 
that  it’s  . . . the  proper  place  to  be.” 


When  r i i h T f,  x a s 

F E G I S 1,  A T II  R E M E E T S . . . 

The  AMA  is  indeed  holding 
the  middle  ground  when 
one  considers  what  Texas 
legislators  have  proposed. 
FIB  702,  sponsored  by  Ron  Wilson 
(D-Houston),  would  make  it  a crimi- 
nal offense  for  a surgeon  “who 
knows  he  is  infected”  with  HIV  to 
perform  surgery. 

HB  1362,  filed  by  John  J.  Carona 
(R-Dallas)  goes  even  further,  calling 
for  annual  HIV  testing  of  “health 
care  providers”  and  requiring  them 
to  make  test  results  available  to  pa- 
tients (or  their  representatives)  at 
least  48  hours  before  performing  “a 
medical  procedure  in  which  the 
health  care  provider  will  participate 
and  that  will  involve  an  invasive  pro- 
cedure or  another  procedure  that 
may  expose  the  patient  to  HIV  infec- 
tion under  criteria  prescribed  by 
board  rule.”  Failure  to  undergo  test- 
ing would  be  a class  A misdemeanor. 
In  emergencies  or  other  instances 
where  there  is  “insufficient  time”  for 
the  provider  to  be  tested,  the  test 
could  be  done  “within  a reasonable 
time”  after  the  procedure.  In  addi- 
tion, the  bill  would  afford  some  pro- 
tection to  the  health  care  provider  by 
allowing  mandatory  testing  of  pa- 
tients who  could  expose  the  provider 
to  HIV.  This  provision,  of  course, 
would  not  apply  to  emergencies. 

Both  the  Wilson  and  Carona  bills 
had  been  assigned  to  the  House 
Committee  on  Public  Health  com- 
mittee but  had  not  been  placed  on 
committee  calendars  when  Texas 
Medicine  went  to  press. 

The  h a z a r i:)  of 

IMPAIRED  JUDGMENT 

While  most  sources 
contacted  for  this  ar- 
ticle believe  the  risks 
of  doctor-to-patient 
HIV  transmission  are  likely  to  prove 
extremely  small,  HIV  raises  more 
than  the  specter  of  contagion.  Even 
if  an  infected  physician  never  trans- 
mits the  virus,  he  or  she  faces  anoth- 
er risk  inherent  to  the  infection: 
CNS  damage. 

A draft  statement  proposed  by 
the  Ad  Hoc  Committee  on  HlV-In- 


If  THE  PHYSICIAN 
IS  TO  PUT  THE 
PATIENT  AT  ANY 
RISK,  THE 
PATIENT  MUST 
KNOW  OF  THAT 
RISK  AND  CON- 
SENT TO  IT. 
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“The  real  risk 

AN  INEECTED 
HEALTH-CARE 
WORKER  POSES  TO 
PATIENTS  IS  THE 
RISK  OE  IMPAIRED 
JUDGMENT  DUE 
TO  EITHER  THE 
STRESS  OE  THE 
ILLNESS  OR 
PERHAPS  HIV 
DEMENTIA.” 


fected  Physicians  and  Dentists  in 
Dallas,  says  “the  real  risk  an  infect- 
ed health-care  worker  poses  to  pa- 
tients is  the  risk  of  impaired  judg- 
ment due  to  either  the  stress  of  the 
illness  or  perhaps  HIV  dementia. 
This  would  be  no  different  than  the 
impaired  judgment  due  to  any  other 
stress,  any  other  illness,  or  any  other 
dementing  process  in  an  HlV-nega- 
tive  practitioner.” 

Christopher  J.  Lahart,  MD,  has 
treated  about  500  HIV-infected  pa- 
tients in  Houston,  where  he  is  chief 
of  the  Veteran’s  Administration 
AIDS  medical  service  and  assistant 
professor  of  medicine  at  Baylor 
College  of  Medicine.  The  hospital 
has  served  about  1,100  HIV-positive 
patients  since  1985,  500  of  them 
with  AIDS. 

And  dementia  is  rarely  the  reason 
a patient  first  seeks  medical  care,  he 
says.  “Of  people  presenting  with 
HIV  infection,  we  haven’t  had  any- 
one with  dementia  as  the  first  cause 
for  them  to  come  to  the  clinic. 

“We  tend  to  see  people  in  a more 
advanced  stage  than  some  of  the 
physicians  in  private  practice 
might,”  he  says,  “but  even  with 
that,  cognitive  impairment  has  more 
often  been  a late  complication.  Usu- 
ally it’s  someone  who  has  had  re- 
peated infections  or  other  symptoms 
due  to  HIV  infection.” 

According  to  his  observations, 
HIV  dementia  is  slowly  progressive, 
comparable  to  Alzheimer’s  disease. 
“It’s  as  if  it  takes  a long  time  to  ap- 
proach a threshold,”  he  says,  “but 
once  the  threshold  is  reached,  the 
drop-off  is  fairly  quick.”  It  is  con- 
ceivable, though,  that  early,  subtle 
cognitive  slowing  occurs  before  oth- 
er symptoms  bring  the  patient  to  the 
physician’s  office. 

The  anesthesiologist  described  at 
the  beginning  of  this  article  views 
cognitive  impairment  as  a relatively 
minor  threat.  “Until  they’re  in  the 
late  stages  of  HIV,  well  into  the 
AIDS  category,  they’re  not  im- 
paired,” he  says  of  infected  individ- 
uals. “I  will  lose  my  resistance  to  in- 
fections before  I lose  my  mental 
abilities.  When  I lose  my  resistance 
to  infection.  I’m  out  of  the  OR.” 

And  who  will  decide  that? 


“Just  by  counting  T cells,”  he  re- 
sponds. “When  T cells  drop  below 
200,  you  start  getting  funny  little 
infections.  Personally,  I think  when 
I get  to  the  point  I’m  taking  AZT, 
I’m  going  to  get  out  of  the  operat- 
ing room.” 

The  devil  they  know 

The  anesthesiologist  may 
be  the  best  indicator  of 
what  all  of  these  argu- 
ments mean  in  reality.  He, 
like  the  other  5,800  health-care 
workers  CDC  believes  are  HlV-in- 
fected  in  this  country,  has  had  to 
navigate  the  labyrinth  in  search  of 
the  correct  path. 

His  injury  occurred  in  April 
1990.  Today  he  takes  precautions 
that  in  some  respects  go  beyond 
those  recommended  by  the  AMA 
and  probably  meet  the  requirements 
of  any  proposed  Texas  law. 

However,  there  is  still  room  for 
interpretation.  “There  are  degrees  of 
invasiveness,”  he  says.  “Unfortu- 
nately, if  you  ask  a patient,  anything 
that  involves  a needle  is  invasive.  I 
think  one  has  to  be  realistic.  What  is 
the  potential  for  a simultaneous  in- 
jury to  the  patient  and  the  physi- 
cian? Even  if  you’re  ready  to  start 
an  IV  and  accidentally  stick  yourself 
with  the  needle,  you  know  you 
don’t  say,  ‘Oops,’  and  use  it  on  the 
patient.  You  go  get  another  needle. 

“I  don’t  think  I’ve  ever  stuck  a 
needle  in  me  and  then  the  patient. 
It’s  the  other  way  around  — you’ve 
got  the  dirty  needle  and  you’re  dis- 
posing of  it  when  you  stick  yourself.” 

So  far  the  anesthesiologist’s  expe- 
rience has  been  nothing  like  that  of 
the  Texas  pediatrician  whose  prac- 
tice dissolved  overnight  when  word 
of  his  HIV  infection  became  known 
and  whose  personal  decline  was 
publicly  chronicled  until  his  murder. 

Most  of  the  anesthesiologist’s 
colleagues  who  know  of  his  infec- 
tion have  been  supportive,  some  by 
assuring  him  he  is  welcome  to  work 
with  their  patients.  “You  also  have 
to  remember  that  I’m  the  devil  they 
know,”  he  says.  “There  are  another 
dozen  infected  health-care  workers 
in  [this  city].” 

Upon  learning  of  his  infection. 
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“most  physicians  have  a real  sober- 
ing reaction,”  says  the  anesthesiolo- 
gist. “A  friend  of  my  daughter  said 
one  time  ‘I  feel  so  guilty  because  I’m 
glad  it’s  your  dad  and  not  mine.’  I 
think  there  are  a lot  of  docs  around 
who  feel  that  way,  but  who  have  not 
been  able  to  vocalize  that  to  me:  ‘I’m 
glad  it’s  you  and  not  me,  and  1 feel 
very  sorry  for  you.’ 

“A  couple  of  docs  were  worried 
about  my  passing  it  (HIV)  along  to 
patients,”  he  says.  “I  don’t  know  if 
they’ve  gotten  over  that”  — he  paus- 
es for  a moment,  then  laughs  — “or  I 
haven’t  done  their  cases  for  a long 
time,  or  what.”  However,  he  men- 
tions no  direct  threat  to  his  livelihood 
and  expresses  optimism  for  7 or  8 
years  without  symptoms  and  hope 
for  cure  or  control  within  that  time. 

But  his  practice,  which  once  was 
primarily  invasive  anesthesiology,  is 
much  different  now.  He  no  longer 
performs  procedures  “that  involve  a 
needle  or  intubation  of  a patient,” 
and  he  never  works  alone.  His  col- 
leagues know  that. 

“They  all  understand  that  when 
I’m  doing  the  case  my  CRNAs 
(nurse  anesthetists)  become  my 
hands,  my  partners  become  my 
hands.  My  nurse  anesthetists  do  my 
intubations;  they  start  my  IVs. 
When  I need  a central  line  or  an 
epidural  I grab  a partner  and  he 
puts  it  in  for  me.  I am  7iever  alone  in 
the  hospital. 

“In  the  event  the  patient  says  I 
know  you  — you’re  HIV-positive 
and  I would  rather  have  someone 
else  do  my  anesthesia,  I could  say, 
‘No  problem.’  If  something  comes 
down  the  pike  that  is  invasive,  that 
is  an  emergency  and  I have  to  get 
some  help  for  it,  I just  call  my  part- 
ner who’s  upstairs.” 

Another  area  of  his  practice  has 
changed  somewhat,  and  the  motive 
behind  the  change  crystallizes  all  the 
arguments  based  on  fear,  ethics, 
pragmatism,  economics,  and  even 
the  available  shaky  statistics:  He  re- 
fuses to  work  on  children. 

“I  never  did  much  pediatrics  any- 
way, but  I make  a point  of  not  do- 
ing any  pediatrics,”  he  says.  “I’m 
thinking  in  terms  of  the  mom  with 
the  4-year-old,  and  I know  how  I 


would  feel:  ‘OK  he  treated  me,  no 
big  deal.  But  I’d  just  as  soon  he 
didn’t  treat  my  child.’  (It’s  because]  I 
know  how  they  would  feel  and  the 
apprehension  they  would  have,  not 
because  I think  there’s  any  risk  of 
passing  it  on.” 

His  experience  has  changed  the 
practice  of  his  colleagues  as  well  as 
his  own,  he  says.  Needles  have  taken 
on  a new  meaning:  “There’s  been  a 
major  increase  in  the  amount  of  care 
that  people  take  with  the  used  nee- 
dles around  my  group  since  I’ve  been 
stuck.  Now  it’s  become  a reality. 
Two  physicians  [in  this  city]  last  year 
were  infected  with  hepatitis  from  pa- 
tients, and  I’ve  been  infected  with 
HIV.  The  blood-borne  infections  in 
the  operating  room  are  very  real.” 

B E Y t)  N D DEBATE: 

LESSONS  EROM  A CRUEL 
WORLD 

His  infection  is,  apparent- 
ly, common  knowledge 
among  physicians  in  his 
community  and  else- 
where in  the  state.  He  has  notified 
his  partners,  his  hospital  section 
chief  and  hospital  administrator, 
malpractice  carrier,  his  attorney,  so- 
ciety members,  friends,  family,  and 
CDC.  He  is  among  those  included 
on  CDC’s  list  of  40  health-care  pro- 
fessionals who  became  infected 
through  occupational  exposure.  The 
one  group  he  doesn’t  routinely  tell  is 
his  patients. 

“I’ve  never  really  announced  it  to 
a patient.  . . . My  own  feeling  is  that 
if  I thought  the  risk  was  real,  I 
wouldn’t  do  anything.  I’m  doing 
anesthesia  on  my  friends,  friends 
who  know  about  it,”  he  says.  “All 
my  friends  know  about  it.” 

And  there’s  the  legal  aspect:  “If 
someone  wants  to  say,  ‘You’re  HIV- 
positive — I’m  afraid  I got  it  from 
you,’  I can  say,  ‘I  never  put  a needle 
in  your  body.  I never  put  an  instru- 
ment in  your  mouth.  I never  put  a 
catheter  in  your  trachea.  There  was 
no  time  that  my  hands  touched  any- 
thing that  went  into  your  body.’ 

“I  think  I’ve  done  as  much  as  I 
possibly  could.  I’ve  not  tried  to  hide 
it.  I haven’t  informed  the  patients, 
and  if  I’m  going  to  be  faulted  that’s 


“There’s  been  a 

MAJOR  INCREASE 
IN  THE  AMOUNT 
OE  CARE  THAT 
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WITH  THE  USED 
NEEDLES  AROUND 
MY  GROUP  SINCE 

I’ve  been  stuck. 
NOW  it’s  become 

A REALITY.” 
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NOTES  FROM  A 


CONVERSATION 


HE  TEXAS  ANESTHESIOLOGIST 
described  in  this  article  immediate- 
ly faced  “the  realization  of  just  ex- 
actly what  I had  done”  when  he 
jabbed  himself  with  a 16-gauge  nee- 
dle in  April  1990.  This  injury  was 
unlike  any  of  the 
needle  sticks  he  had 
experienced  before  in  his  20  years  of 
practice,  and  he  knew  it. 

“I  was  a little  bit  vocal  at  the  time,” 
he  says.  “I  knew  the  patient  had  AIDS. 

We’re  not  talking  about  HIV-positive 
early  stages.  We’re  talking  about  AIDS, 
late  stages.  ...  I was  real  angry  at  my- 
self, and  I took  it  out  on  everyone 
around  me.” 

A colleague’s  ill-timed  attempt  to  re- 
assure him  failed  miserably,  he  recalls. 

“I  said,  T stuck  myself  with  an  AIDS- 
infected  needle.’  He  said,  ‘No  you 
didn’t,’  and  I said  ‘Don’t  argue  with 
me!  You  have  no  right  to  argue  with 
me. 

“I  wanted  to  strike  out.  I wanted  to 
hit  somebody.  I wanted  to  . . . but  there 
wasn’t  anything  I could  do,”  he  says. 

Yet  he  had  to  do  something.  It  oc- 
curred to  him  to  excise  tissue  surround- 
ing the  wound  — “just  cut  a big  chunk 
out  of  my  arm”  — but  he  resisted. 

“Maybe  I should  have,”  he  says  a year 
after  the  accident.  “But  how  soon 
would  you  have  had  to  do  that?  Did  I 
hit  a vein  so  it  (the  virus)  would  have 
been  gone  already?  Or  did  it  just  sit  out 
there  in  the  muscle  somewhere  so  that 
wedging  a section  out  would  have  done 
some  good?” 

Now  he  knows  a surgeon  who  did 
just  that  after  a needle  stick.  “He  stuck 
himself  in  the  finger  doing  a case  and 
took  a scalpel  and  wedged  a section  of 
his  finger  out.” 

After  completing  the  procedure  on 
his  patient,  the  anesthesiologist  drew  his 
own  blood,  which  later  was  used  to 
prove  he  was  seronegative  at  the  time  of 
his  injury.  This  would  prove  important  in  obtaining 
Workers’  Compensation  benefits  and  placing  him  on 
CDC’s  list  of  occupationally  infected  health-care  workers. 

Next  he  talked  to  the  infectious  disease  chief  at  his 


hospital  and  to  his  patient’s  physician,  and  by  3 o’clock 
that  afternoon  — an  hour  and  a half  after  he  began 
work  on  the  AIDS-infected  patient  — he  began  10  days 
of  AZT  therapy,  200  mg  every  4 hours. 

The  next  step  was  to  “just  wait  it  out.”  At  6 weeks  he 
again  tested  negative  for  HIV,  but  2 weeks  later  the  fever 
began.  “I  started  getting  fever  spikes  — 
a little  spike  in  the  morning,  a little 
spike  in  the  afternoon  — and  that  pro- 
gressed fairly  rapidly  to  an  . . . incredi- 
ble myalgia.”  In  the  next  10  days  he 
lost  about  25  pounds.  Some  of  his 
friends  wondered  whether  he  would 
survive  as  they  watched  him  “age  be- 
fore their  eyes”  in  a matter  of  days.  Ten 
weeks  after  the  accident,  he  knew  he 
was  infected. 

The  anesthesiologist  says  he  knows 
of  other  physicians  who  have  “gotten 
stuck”  and  while  he  doesn’t  know  how 
many  report  their  injuries,  he  believes 
sticks  are  “way  under-reported.” 

“Up  until  this,”  he  says,  “I  never  re- 
ported, and  I got  needle  sticks  all  the 
time.  . . . The  interesting  thing  is  that 
we  get  needle  sticks  all  the  time.  And 
they’re  almost  always  dirty  needles. 
You  rarely  stick  yourself  with  a clean 
needle.  It’s  backwards.  You  drop  your 
level  of  attention  when  you’re  done 
with  the  procedure  on  the  patient,  and 
the  only  person  to  get  hurt  with  the 
needle  is  you.  That’s  almost  universal. 
In  every  needle  stick  I’ve  heard  of,  peo- 
ple get  stuck  while  they’re  disposing  of 
dirty  needles.” 

Today  he  describes  himself  as  a “lo- 
cal clearinghouse  for  needle  sticks”  and 
volunteers  time  to  discuss  the  problem 
with  colleagues.  “I  can  answer  ques- 
tions from  both  sides,”  he  says.  “I’m  a 
physician,  and  I’m  infected,  and  I don’t 
have  the  annoying  layer  of  lifestyle  to 
contend  with  that  other  people  do.” 

“There  was  a time  when  I wasn’t 
about  to  go  down  to  [the  local  AIDS 
counseling  center]  because  I just 
couldn’t  imagine  myself  sitting  around 
with  a bunch  of  drug  abusers  and  gays  who  are  infected 
— until  I recognized  that  the  infection  gives  us  more  of  a 
bond  than  anything  else  does.  The  infection  bonds  us 
more  than  the  lifestyle  separates  us.” 
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the  only  thing  I have  not  done.  And 
1 think  if  I were  to  stop  and  inform 
every  patient  that  I’m  taking  care  of, 
it  would  end  my  practice,  at  least  in 
(this  city].  Unless  they  had  patient 
testing.” 

Patient  testing,  not  a new  idea  in 
the  profession,  would  bring  two  or 
three  already-infected  patients  to  his 
practice  each  day,  he  estimates. 

Your  right  to  know, 
OR  mine} 

If  health-care  workers  are  going 
;to  be  tested,  some  say,  then  pa- 
tients should  be  tested  as  well. 
The  mere  mention  of  patient 
screening  brings  cries  of  patient 
rights,  confidentiality,  and  discrimi- 
nation. So  where  are  doctors’  rights? 
After  all,  the  risk  of  contracting  HIV 
from  a patient  is  generally  thought 
to  be  greater  than  a patient’s  risk  of 
getting  the  virus  from  a health-care 
worker. 

But  don’t  some  physicians,  fearing 
for  their  safety,  screen  patients  with- 
out informed  consent?  “Sure,”  says 
Dr  Nixon.  “It’s  really  common  pro- 
fessional knowledge  that  typing  and 
cross  matching  involves  doing  a test 
for  syphilis  as  well  as  doing  a test  for 
HIV  and  that  this  is  being  used  to  get 
around  the  counseling  and  informed 
consent  testing.”  This,  of  course,  rais- 
es questions  about  the  patient’s 
confidentiality,  job  security,  and  in- 
surability, he  says,  because  the  test  re- 
sults would  be  on  the  patient’s  chart. 

And  what  can  a physician  do  if  a 
patient’s  HIV  test  is  positive?  Refuse 
to  treat?  Once  again  the  profession 
is  pinned  between  its  own  ethical 
standards  and  fear  — rational  or 
otherwise. 

Dr  Nixon  says  a surgical  team 
faced  with  an  HIV-positive  patient  is 
“going  to  be  very  sure  they  observe 
universal  precautions.” 

“But,”  he  says,  “surgical  teams 
each  and  every  time  should  observe 
universal  precautions.”  Besides,  neg- 
ative test  results  can  lead  to  false  se- 
curity if  the  patient  is  infected  but 
seroconversion  has  not  occurred,  he 
adds.  And,  of  course,  universal  pre- 
cautions do  not  remove  all  risk. 

The  infected  anesthesiologist’s 
case  is  a good  example  of  this.  He 


knew  the  patient  had  AIDS,  and  he 
used  universal  precautions. 

Nonetheless,  Michael  Foreman, 
MD,  a trauma  surgeon  at  Baylor 
University  Medical  Center  in  Dallas, 
says  knowing  a patient’s  serostatus 
matters  to  surgeons  who  would 
rather  not  struggle  throughout  the 
day  with  aprons  and  other  barriers 
designed  to  prevent  exposure.  Sur- 
geons know  they  should  use  univer- 
sal precautions  — as  a bare  mini- 
mum — he  says.  But  he  compares 
doing  surgery  without  knowing 
serostatus  to  walking  a plank  on  the 
ground,  as  opposed  to  walking  one 
far  overhead.  You  just  can’t  help  be- 
ing more  careful  on  the  high  plank. 

“Just  because  you’re  using  uni- 
versal precautions  doesn’t  mean  you 
can’t  be  more  careful,”  he  says. 


If  health-care 

WORKERS  ARE 
GOING  TO  BE 
TESTED,  SOME 
SAY,  THEN 


these  physicians 


What  wilt  AMA  do 

FOR  THE  INFECTED 
PHYSICIAN? 

^ American  Med- 

ical  Association 
pledges  its  support 
and  protection  of 
. .”  concludes  the 
AMA’s  January  17  statement. 

But  now  that  the  reassuring  pledge 
has  been  made,  what  form  will  that 
support  take?  The  February  27  meet- 
ing of  the  Ad  Hoc  AMA  Task  Force 
on  Personal  and  Educational  Needs 
of  HIV-Infected  Physicians  was  a first 
response  to  that  question. 

“We  brainstormed  problems  and 
ideas  and  techniques,”  says  task 
force  member  Sam  Nixon.  “There 
were  some  20  aspects  of  this  prob- 
lem that  we  brought  up  — every- 
thing from  policy  development  to  an 
AMA/ADA  relief  fund  and  every- 
thing in  between,  including  manda- 
tory testing.” 

Confidentiality  was  among  topics 
discussed  at  the  meeting.  One  physi- 
cian felt  health-care  workers  fear 
public  disclosure  of  their  infection 
more  than  they  fear  death.  Another 
task  force  member  compared  such 
disclosure  to  the  humiliation  of  a de- 
frocked religious  leader.  Dr  Nixon, 
among  others,  believes  confidentiali- 
ty is  fundamental  to  a successful 
program  for  helping  physicians  ad- 
just to  HIV  infection. 


PATIENTS  SHOULD 
BE  TESTED  AS 
WELL. 
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When  in 

RECENT  MEMORY 
HAVE  PHYSICIANS 
EALLEN  UNDER 
THE  SHADOWS  OE 
LITIGATION, 
PROEESSIONAL 
DEMISE, 
PERSONAL 
STIGMA, 
PROLONGED 
ILLNESS,  AND 
DEATH  — ALL 
E R O M ONE 
DISEASE? 


The  task  force  also  discussed  the 
need  to  “prevent  inappropriate  leg- 
islation” and  to  develop  retraining 
programs  for  physicians  who  want 
to  stay  in  practice,  as  well  as  those 
who  don’t.  Perhaps  a clearinghouse 
could  be  established  to  help  infected 
health-care  workers  find  work,  one 
member  suggested. 

The  task  force  did  not  reach  for- 
mal conclusions  during  its  brain- 
storming session,  but  it  planned  to 
meet  again  before  submitting  a re- 
port to  the  AMA  board  of  trustees 
in  April.  Dr  Nixon  says  the  task 
force  will  “focus  on  science  and  the 
reality  of  the  issue.” 

Into  the  valley 

Not  so  many  years  ago 
physicians  found  it  easi- 
er to  do  no  harm.  The 
trade-off,  of  course,  was 
their  inability  to  do  much  good  in 
many  instances.  Now  they  teeter  on 
the  edge,  trying  to  balance  the  risks 
of  exercising  advanced  capabilities 
against  the  risks  of  not  doing  them. 
Not  a day  goes  by  without  a weigh- 
ing of  the  odds.  As  one  physician 
put  it,  medicine  is  “like  a casino 
game.”  You  use  your  knowledge  and 
training  to  make  the  best  choice,  but 
you  can’t  eliminate  risk,  he  says. 

In  many  ways,  the  AIDS  epidemic 
is  no  different  from  earlier  plagues; 
it  has  brought  fear  and  death.  In 
other  times,  physicians  have  been  os- 
tracized for  diseases  acquired  while 
caring  for  infected  patients.  But 
when  in  recent  memory  have  physi- 
cians fallen  under  the  shadows  of  lit- 
igation, professional  demise,  person- 
al stigma,  prolonged  illness,  and 
death  — all  from  one  disease?  The 
shame  of  disease  is  not  attached  only 
to  patients  who  violate  mainstream 
society,  but  to  the  physicians  who 
care  for  them  as  well. 

The  anesthesiologist  interviewed 
for  this  article  says  another  physi- 
cian in  his  city,  fearing  infection  and 
stigma,  used  an  assumed  name  and 
was  secretly  tested  for  HIV  at  a lo- 
cal clinic  set  up  for  indigent  care. 
“He  essentially  put  on  a trench  coat 
and  went  down  and  got  his  blood 
drawn,”  he  says.  “He  came  out  neg- 
ative,” he  adds. 


Dallas  physician  Charles  Haley 
may  disagree  with  the  CDC  num- 
bers and  AMA’s  position,  but  he  has 
hard  words  for  those  who  submit  to 
fear  of  the  infection  and  its  social  se- 
quelae: “I  think  you  have  to  evalu- 
ate why  you’re  in  this  profession. 
Are  you  in  this  profession  to  take 
care  of  sick  people?  And  if  you  are, 
you  should  be  taking  care  of  any 
person  who  comes  to  you  regardless 
of  HIV-infection  status.  And  if  you 
don’t  want  to  do  that,  then  frankly  I 
wouldn’t  want  you  as  a colleague.” 

Yet  is  it  ethical  to  treat  such  pa- 
tients and  endanger  your  career  and 
possibly  your  spouse’s  health  and 
your  family’s  financial  security? 

The  profession  faces  deep  soul 
searching  and  increasing  scrutiny  — 
and  fear  — from  patients.  In  the  ab- 
sence of  certain  data,  no  one  can 
know  what  is  right  or  what  is 
wrong.  For  every  opinion,  there  is 
an  equal  and  opposite  opinion. 

But  as  Dr  Dickey  points  out, 
“Professional  ethics  have  always 
had  to  err  on  behalf  of  the  patient. 
And  if  that  sometimes  seems  to  de- 
mand a great  deal  from  the  physi- 
cians, then  that  demand  is  what 
goes  with  part  of  the  profession.” 

One  Texas  physician  who  treats 
HIV-positive  patients  clearly  voices 
the  HIV  dilemma.  He  says  that 
while  he  has  reacted  with  sadness  to 
the  stories  of  HIV-positive  school- 
age  children  put  in  little  closet-type 
classrooms  to  prevent  them  from 
biting  or  spitting  on  classmates,  “I 
can  understand  those  parents  being 
concerned,  although  the  risk  of 
transmission  is  probably  zero.  You 
can  understand  people  being  wor- 
ried about  it. 

“I  think  [fear  of  physician-to-pa- 
tient  transmission]  goes  in  that  same 
vein,”  he  continues.  Even  though 
“the  chances  of  a surgeon  infecting 
me  during  surgery  are  so  small  that 
it’s  almost  a silly  concern,  the  con- 
cern is  still  there.  You  might  not  like 
yourself  for  having  the  concern,  but 
it’s  still  there.” 

And  what  if  his  surgeon  were 
HIV-positive? 

“As  a gut-level  thing,  I think  I 
would  look  for  another  surgeon.”  ^ 
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Family  therapy 
for  colic. 

The  excessive  crying  of  colic  puts  a strain  on 
the  most  loving  family-and  often  on  their 
physician  as  \yell.  And  whatever  the  cause  of 
colic,  one  fact  is  clear: 

Gas  is  often  part  of  the  colic  problem. 

New  Phazyme  Drops  contains  simethicone, 
which  can  safely  break  up  gas  and  bring  baby 
relief.  That’s  why  it  can  help  whenever  colic 
is  a problem. 

Significantly  reduces  crying  of 
colicky  infants.' 


Frequency  of  crying  attacks  Amplitude  of  crying  attacks 


Period  of  therapy  (days)  Period  of  therapy  (days) 

Placebo  therapy  ■ Active  therapy 
p values  (active  vs  placebo)  NS  = Nol  signficanl  •p<  0,05  tp<  0 02  tp<0  01 


Double-blind,  randomized,  placebo-controlled  study 

Priced  25%  below  the  leading  brand. 

This  significant  price  advantage  will  be 
particularly  important  to  parents,  since  they 
may  be  relying  on  Phazyme  Drops  for  up  to 
three  months.  And  it’s  naturally  flavored- 
something  else  they’ll  appreciate. 


Phazvme 


Drop 


(simethicone/ 


antigas) 


Helps  you  through 
the  colic  phase. 


1 Kanwaljil  SS,  Jasbir  KS.  Simethicone  in  the  management  of  infant  colic. 
Practitioner  1988:232:508, 
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REEDACARNRICK 

® Piscataway,  NJ  08855 
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PZ24 


Patient  Instructions  for  your  PC  • Only  $495 

“What  did  the  doctor  tell  you?” 

“Yo  no  se.” 

Patients  don’t  follow  instructions.  They  forget  what 
you  tell  them.  They  call  back  and  ask  questions. 

And  it’s  all  your  fault. 

Put  it  in  writing. 

Give  your  patients  instructions  in  plain  English  and  Spanish  with 
the  Discharge  Instruction  System™  package. 

• Patients  don’t  have  to  remember  everything. 

• Compliance  is  improved. 

• Telephone  questions  are  reduced. 

• Patients  like  good,  written  instructions. 

Other  instruction  packages  cost  over  $5,000.  Here’s  what  ours 
does  for  only  $495: 

• Over  200  different  patient  instructions. 

• All  instructions  in  both  languages. 

• Edit  and  add  your  own  instructions  with  the  included  word 
processor. 

• Runs  on  any  IBM-compatible  PC  and  printer. 

• 30-day,  money-back  guarantee.  If  you  don’t  like  it  for  any 
reason,  just  send  it  back  for  a full  refund.  Period. 

Call  us!  Free  demo  disk,  $495  for  the  complete  package. 
MasterCard,  Visa,  COD,  checks  and  hospital  P.O.  accepted. 

Automedics,  Inc. 

476  Hwy  A1  A,  Suite  6A  • Satellite  Beach,  FL  32937  • (407)  773-0012 

Reseller  Inquiries  Invited 


Wear  Your  Heart 
on  Your  Lapel 


New  from  the  TMA  Auxiliary, 
these  enameled  lapel  pins  display 
the  'Texas  Medicine  Cares" 
message  to  patients,  at  health 
fairs,  to  colleagues  and  co- 
workers—to  the  entire  community. 


Appropriate  for  men  and  women, 
and  attractive  enough  to  wear 
every  day,  the  pins  are  3/4"  high 
and  produced  in  red  and  white 
enamel  on  gold.  Cost  is  $3/each. 

Order  for  yourself  and  your 
spouse. 


You  care.  Texas  Medicine  Cares. 
Now  you  can  wear  your  message 
on  your  lapel. 


Order  Form 

Please  send 

'Texas  Medicine  Cares"  lapel  pins 
@ $3 Total  $ 

Send  to: 


Name 


Address 


City/Zip 


Send  form  and  check  to: 

Lapel  Pins 

Texas  Medical  Association 
Auxiliary 

1801  North  Lamar 
Austin  78701 


Make  check  to  TMA  Auxiliary. 
Price  includes  tax  and  shipping. 


For  your  insulin-mixing 
or  NPH-using  patients 


Humulin  ^^0 
makes  life  easier 


Rapid  onset  and  sustained 
duration  insulin  activity 
in  a single  vial 


■ May  offer  enhanced 
control  through  a 
more  physiologic 
activity  profile 

■ Accurate  dosing — 
eliminates  mixing 
errors 

■ Convenient 
premixed  dose  for 
better  compliance 

■ Easy  to  use  — 
for  patients  who 
find  mixing  difficult 


Specify 

Humuliri 

70%  human  insulin 
isophane  suspension 
30%  human  insulin  injection 
(recombinant  DNA  origin) 


Humulin  has 
just  the  right  mix 

Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

Changes  in  refinement,  purity,  strength,  brand 
(manufacturer),  type  (regular,  NPH,  Lente®,  etc),  species 
(beef,  pork,  beef-pork,  human),  and/or  method  of 
manufacture  (recombinant  DNA  versus  animal-source 
insulin)  may  result  in  the  need  for  a change  in  dosage 

Leadership  In  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


€1991.  ELI  LILLY  AND  COMPANY  HI  2921-B-149322 


Public  Health 


Age-specific  incidence  rates*  for  cervix  cancer,  Texas 
Panhandie,  1976-85  and  US,  1978-81. 
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Age  in  years 

I Texas  Femaies  US  Femaies 


* Average  annual  rates 

Data  from  Cancer  Incidence  — Texas  Panhandle,  1376- 1385. 


Tap  water  over  1 30°  F 
is  too  hot 

Tap  water  at  150°  F can  cause 
third-degree  burns  in  2 seconds 
and  at  140°  F can  cause  third-degree 
burns  in  less  than  5 seconds  — ample 
reason  to  turn  down  the  heat. 

Last  year  the  TMA  House  of  Del- 
egates passed  a Harris  County  Med- 
ical Society  (HCMS)  resolution  call- 
ing for  laws  and  regulations  limiting 
tap  water  temperature  to  no  more 
than  130°  F and  changes  in  local 
building  codes  that  would  set  the 
same  limit  on  newly  installed  or  re- 
placement hot  water  heaters. 

The  resolution  also  called  on  TMA 
to  include  information  about  burns 
and  burn  prevention  in  its  public  and 
professional  education  programs. 

The  HCMS  resolution  says  25% 
of  burns  in  children  result  from 
scalding  injuries  in  the  home  and 
notes  that  elderly  adults,  diabetics, 
and  children  less  than  2 years  old 
are  especially  susceptible  to  scalding 
injuries.  This,  says  HCMS,  justifies  a 
130°  limit  on  tap  water  in  “nursing 
homes,  public  housing,  day-care 
centers,  and  other  such  facilities  un- 
der state  jurisdiction.” 

TMA  and  HCMS  have  agreed  to 
coordinate  efforts  to  inform  physi- 
cians and  the  public  of  the  risks  of 
scalding-hot  tap  water. 

Texas  Department  of 
Health  report  examines 
Panhandle  cancer  rates 

While  cancer  rates  in  the  Texas 
Panhandle  were  generally  low- 
er than  US  rates  from  1976  through 


Jim  Busby,  associate  editor,  writes  and  edits  the  Public 
Health  and  Science  and  Education  sections  o/Texas  Medicine. 


1985,  notable  exceptions  included 
melanoma  and  leukemia  in  males 
and  females,  and  cervical  and  kidney 
cancers  in  females,  the  Texas  Depart- 
ment of  Health  (TDH)  reports. 

According  to  the  TDH  report 
[Cancer  Incidence  — Texas  Panhan- 
dle, 1976-1985),  the  age-adjusted 
rate  for  melanoma  was  18%  higher 
than  the  US  melanoma  rate  reported 
by  the  National  Cancer  Institute.  And 
the  age-adjusted  leukemia  rates  for 
the  Panhandle  were  13%  higher  for 
females  and  16%  higher  for  males. 

Most  striking  were  the  age-ad- 
justed  cervical  cancer  rates  given  in 
the  TDH  report,  which  noted  that 
the  Panhandle  rate  was  31%  higher 
than  the  national  rate. 

Prostate  cancer  represented  22% 
of  all  cancers  in  men  in  the  Panhan- 
dle study,  and  breast  cancer  affected 


approximately  26%  of  the  women 
with  cancer.  Cancer  incidence  in 
men  exceeded  that  in  women  for  all 
cancer  sites  except  breast  and  thy- 
roid, and  men  were  at  least  three 
times  more  likely  to  have  cancer  of 
the  larynx,  lung,  and  bladder,  the  re- 
port states.  The  incidence  of  thyroid 
cancer  was  two  times  greater  in 
women  than  in  men. 

The  100-page  Cancer  Incidence 
includes  data  from  12,715  cancer 
cases  reported  to  the  TDH  Cancer 
Registry  Division  from  January 
1976  through  December  1985.  Pop- 
ulation of  the  25-county  region  was 
estimated  to  be  370,174  in  1980. 

To  order  a copy  of  the  free  re- 
port, call  (800)  252-8057. 
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Anti-tobacco  bills  filed 

The  following  bills  are  supported  by  the  Coalition  for  a Tobacco  Free 
Texas,  which  consists  of  the  American  Cancer  Society,  Texas  Division, 
Inc,  the  American  Heart  Association,  Texas  Affiliate;  the  American  Lung  Asso- 
ciation of  Texas;  and  the  Texas  Medical  Association.  For  additional  informa- 
tion about  the  status  of  these  bills,  contact  the  Texas  Legislature  Bill  Status 
Hotline  at  (512)  463-1251. 

HB  276  — Rep  Ron  Wilson,  D-Houston 

Relating  to  smoking  in  public  places  or  at  public  meetings 

HB  1 346  — Rep  Jeff  Wentworth,  R-San  Antonio 

Relating  to  restrictions  on  the  location  of  vending  machines  containing  to- 
bacco products 

HB  1573  — Rep  Rene  Oliveira,  D-Brownsville 

Relating  to  the  rate  of  the  cigarette  tax,  disposition  of  the  revenue,  and  the 
purposes  for  which  money  in  the  local  park  fund  may  be  used 

HB  1686  — Rep  Rene  Oliveira,  D-Brownsville 

Relating  to  the  rate  of  tax  on  chewing  tobacco  and  snuff,  the  disposition  of 
the  revenue,  and  the  creation  and  uses  of  the  tobacco  disease  prevention  and 
control  fund 

HB  2041  — Rep  Rene  Oliveira,  D-Brownsville 

Relating  to  the  licensing  of  tobacco  vendors 

HB  2260  — Rep  Libby  Linebarger,  D-Manchaca 

Relating  to  the  use  of  tobacco  on  hospital  premises 

HB  2393  — Rep  John  Hirschi,  D-Wichita  Falls 

Relating  to  minimum  standards  for  smoking  in  certain  public  places  or  at 
certain  public  meetings 

SB  469  — Sen  Frank  Tejeda,  D-San  Antonio 

Relating  to  restrictions  on  the  location  of  vending  machines  containing  to- 
bacco products  (see  HB  1346,  above) 

SB  470  — Sen  Frank  Tejeda,  D-San  Antonio 

Relating  to  a prohibition  of  cigarette  or  other  tobacco  product  advertising 
within  1,000  feet  of  a school  or  by  a mass  transit  authority 

SB  705  — Sen  Cyndi  Krier,  R-San  Antonio 

Relating  to  the  licensing  of  tobacco  vendors 

SB  931  — Sen  Chet  Brooks,  D-Pasadena 

Relating  to  minimum  standards  for  smoking  in  public  places  or  at  public 
meetings 

SB  1 1 50  — Sen  Chet  Brooks,  D-Pasadena 

Relating  to  minimum  standards  for  smoking  in  certain  places  or  at  certain 
public  meetings  (see  HB  2393  above) 


TMA  joins  coalition  in 
fight  for  anti-tobacco 
legislation 

ust  what  is  the  Coalition  for  a 
Tobacco  Free  Texas,  and  why 
is  it  so  unkind  to  tobacco  products? 

A list  of  coalition  members  an- 
swers both  questions:  American 
Cancer  Society,  Texas  Division,  Inc; 
American  Heart  Association,  Texas 
Affiliate;  American  Lung  Association 
of  Texas,  and  the  Texas  Medical  As- 
sociation. The  coalition  was  created 
last  December  with  the  idea  that  the 
group’s  clout  would  be  greater  than 
the  sum  of  its  parts. 

Among  the  coalition’s  first  ac- 
tions was  an  Austin  press  conference 
announcing  its  endorsement  of  legis- 
lation that  would  in  a variety  of 
ways  restrict  the  use  of  tobacco,  es- 
pecially in  the  presence  of  nonsmok- 
ers and  children. 

“Too  many  Texans  are  dying 
from  easily  preventable  diseases  — 
namely  those  caused  by  tobacco 
products,”  says  Charles  E.  Oswalt, 
MD,  president  of  the  American  Can- 
cer Society,  Texas  Division,  and 
spokesman  for  the  coalition. 
“Through  educational  activities  and 
support  of  these  bills,  each  coalition 
member  is  dedicated  to  ending  this 
needless  carnage  of  tobacco  illness 
and  death  in  our  state. 

“These  bills  go  a long  way  in  en- 
suring that  fewer  Texans  will  die 
from  breathing  someone  else’s 
smoke  and  discouraging  young  peo- 
ple from  using  tobacco  products.” 

The  coalition  press  conference 
was  held  at  the  Capitol  on  March 
26,  the  day  the  Senate  Committee  on 
Health  and  Human  Services  was 
scheduled  to  hear  testimony  on  four 
bills  that  would  limit  smoking  in 
public  buildings,  restrict  cigarette 
vending  machines  to  “adult-only” 


areas,  and  prohibit  billboard  tobac- 
co advertising  near  schools  or  on 
mass-transit  vehicles. 

But  those  four  bills  were  only  the 
first  of  12  supported  by  the  coalition 
(see  box). 

“The  tobacco  companies  would 
have  you  believe  that  the  proof  that 
smoking  causes  cancer,  heart  dis- 
ease, lung  disease,  and  circulatory 
disorders  is  not  conclusive,”  Dr  Os- 
walt told  those  attending  the  March 


press  conference.  “I’m  here  to  tell 
you  that  is  a bald-faced  lie.  We  now 
have  a vast  body  of  knowledge 
proving  the  devastating  impact  of 
tobacco.  As  health-care  providers 
and  educators,  we  are  obligated  to 
use  that  knowledge  to  combat  this 
most  addictive  drug.” 
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WHYJ 
MORTGAGE 
CLIENTS 


CHASE. 


When  it  comes  to  helping  smart  buyers  pur- 
chase the  home  they  want,  Chase  Personal 
Financial  Services  is  a recognized  leader  in 
customer  satisfaction  according  to  a recent 
nationwide  survey* 

Here  are  just  some  of  the  reasons  why 

ITjq Flexible financing  programs— 
i__J  tailored  to  your  needs.  Chase 
offers  you  a broad  choice  of  programs  and 
repayment  options  to  accommodate  your 
unique  needs. 

Large  loan  amounts.  Maximize 
1^  I your  buying  power  with  sizeable  loan 
amounts from  $200.000 to  $2  million  or 
more,  if  you  qualify. 

Low  closing  costs.  Since  we  do  not 
1^  I require  a tax  or  insurance  escrow 
account,  you  may  reduce  your  initial 
expenses  substantially 


rrX  Knowledgeable  and  dependable 
Ly..J  A Chase  Persona!  Financial 

Consultant  will  work  closely  with  you  to  help 
you  tailor  a financing  program  around  jowr 
objectives.  This  personalized  service  sets  us 
apart  from  the  competition. 

rri^ Fast  loan  decisions.  Your  consultant 
l__J  has  the  expertise  and  authority  to  give 
you  a condition^  loan  decision  quickly- 
usually  within  72  hours  or  less. 

For  more  information  on  mortgages 
oiw  $200,000,  call  your  local 

Chase  Personal 
Financial  Services 


Chase  manhahan  of  Texas 


Austin  Dallas  Fort  Worth  Wonslon  (Galleria)  ]\o\xi\on  (Downtown) 

512-346-4320  214-934-0199  817-877-1450  713-871-0926  713-751-5655 


© 1990  chase  Manhattan  Financial  Services,  Inc, 


EQUAL  HOUSING 
OPPORTUNITY 


TEXAS  PHYSICIAN 
PLACEMENT  SERVICE 


Save  yourself 
time  and 
frustration. 


Put  the  Texas  Physician  Placement 
Service  and  its  computer  data  bank  of 
j practice  opportunities  and  physician 
I applicants  to  work  for  you. 

• Fast,  personalized  service 

• Low  placement  fees 

• Free  service  for  physician  applicants 

• All  specialties  accepted 

• Urban  and  rural  placements 

• More  than  150  Texas  practice 
opportunities  currently  on  file 


A Texas-based  matching  service 
offering  Texas  practice  opportunities. 


Call  us  today  at  (512)  477-6704, 

Ext.  263. 

A joint  service  of 

Texas  Medical  Association  and 

Texas  Academy  of  Family  Physicians 
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Physician  counselor 
allowed  at  PRO  hearings 

Physicians  can  have  a physician 
represent  them  during  sanction 
processes  used  by  Utilization  and 
Quality  Control  Review  Organiza- 
tions (PROs),  says  the  Department 
of  Health  & Human  Services’  Health 
Care  Financing  Administration. 

The  clarification  of  this  point  in 
the  PRO  process  positively  affects 
physicians  across  the  country,  and  is 
the  result  of  a Texas  Medical  Associ- 
ation initiative  and  subsequent 
American  Medical  Association  en- 
dorsement. 

Just  as  attorneys  use  their  exper- 
tise to  deal  with  the  legal  aspects  of 
a case,  physician  counselors  can  as- 
sist in  the  defense  of  the  affected 
physician  by  presenting  information 
on  medical  issues. 

In  the  past,  a physician  could 
serve  as  an  expert  witness,  but  had 
to  leave  the  hearing  after  the  testi- 
mony was  over.  The  procedure  of 
excluding  witnesses  was  argued  to 
be  necessary  to  protect  physician-pa- 
tient confidentiality,  said  Mike 
Dabbs,  TMA  director  of  quality  as- 
surance/utilization review.  It  is  now 
understood  that,  like  the  legal  coun- 
selor, the  physician  advisor  may  be 
present  and  assist  the  affected  physi- 
cian in  proceedings  up  until  the  time 
the  PRO  enters  closed  deliberation 
sessions,  Mr  Dabbs  said. 

HCFA’s  decision  was  commended 
by  J.P.  Reddy,  MD,  a Mineral  Wells 
thoracic  surgeon  whose  handling  of 
six  of  his  cases  was  questioned  in 
1988  and  1989  by  a regional  quality 
assurance  committee. 

“In  those  reviews,  when  some- 
body tells  you  that  your  care  was  in- 


Debi Martin,  associate  editor,  writes  and  edits  the  Law 
and  Medical  Economics  sections  o/Texas  Medicine. 


appropriate,  what  you  need  sitting 
next  to  you  is  another  physician 
who  can  challenge  the  PRO’S  con- 
tentions on  solid  medical  grounds,” 
Dr  Reddy  said.  “You  need  a physi- 
cian counselor  who  can  say,  ‘Show 
me  some  standards,  something  to 
back  up  your  contention  that  Dr 
Reddy  has  done  something  wrong.’” 

The  Texas  Medical  Foundation’s 
State  Quality  Assurance  Committee 
reversed  its  decision  to  take  correc- 
tive action  against  Dr  Reddy  by 
February  of  1990.  But  the  physician’s 
18-month  experience  with  the  PRO 
process  pointed  out  the  need  to  clari- 
fy whether  a physician  counsel  could 
be  present  in  PRO  proceedings. 

Before  his  case  was  resolved, 
Dabbs  and  TMA  General  Counsel 
Donald  P.  Wilcox,  JD,  worked  to  al- 
low Dr  Reddy  to  have  physician 
counsel  available  at  the  PRO  hear- 
ing. Nancy  Dickey,  MD,  of  Rich- 
mond, chairman  of  TMA’s  Physi- 
cian-Patient Advocacy  Committee 
and  a member  of  AMA’s  Board  of 
Trustees,  was  asked  by  Dr  Reddy  to 
be  his  physician  counsel  during  his 
PRO  hearings. 

“The  HCFA  decision  is  delightful. 
It  is  one  more  time  that  the  TMA 
has  helped  to  improve  the  standard 
of  due  process  provided  for  physi- 
cians,” Dr  Dickey  said.  “But  it  is  un- 
fortunate that  physicians  like  Dr 
Reddy  had  to  go  through  the  process 
of  being  denied  justice  and  fairness, 
before  we  managed  to  address  this 
concern  through  better  regulation. 
But,  better  late  than  never.” 

Dr  Reddy  said  he  is  pleased  to 
have  been  a part  of  a process  that 
benefits  other  physicians. 

“I’m  happy  that  my  experience 
may  have  helped  other  physicians, 
and  I want  other  physicians  to  know 
that  they  have  this  right,”  said  Dr 
Reddy,  who  since  his  case  was  re- 


solved has  become  a member  of  the 
AMA.  “TMA  really  took  this  one 
on  as  a major  issue.  Physicians  don’t 
always  get  a proper  review.  It  is  get- 
ting better,  but  we’ve  got  a long  way 
to  go.” 

Pharmaceutical 
industry  dealing  with 
ethics  in  marketing 
issues 

There  are  signs  that  the  way  the 
pharmaceutical  industry  con- 
ducts business  may  change.  David 
A.  Kessler,  who  was  sworn  in  last 
March  as  the  Food  and  Drug  Ad- 
ministration’s commissioner,  says  he 
intends  to  crack  down  on  drug  com- 
pany marketing  practices  that  mis- 
lead the  public  with  fraudulent 
claims,  and  that  advertising  guide- 
lines on  what  is  and  is  not  accept- 
able are  needed. 

Tbe  FDA  has  been  criticized  for 
not  being  aggressive  enough  in  scru- 
tinizing pharmaceutical  industry 
marketing  practices.  But  with 
Kessler  at  the  helm,  said  Hugh  M. 
Barton,  TMA  assistant  general 
counsel,  “it  looks  like  some  momen- 
tum is  building  on  this  issue.  The 
pharmaceutical  industry  has  been 
getting  pressure  from  one  side  or  an- 
other, including  the  FDA  and  Ameri- 
can Medical  Association,  to  clean  up 
its  marketing  practices.  With  any 
luck,  we  may  see  some  action  taken 
to  deal  with  these  concerns.  The  is- 
sue seems  to  be  coming  to  a boil.” 

The  industry  also  appears  to  be 
making  an  effort  to  police  itself  on 
other  ethical  considerations,  such  as 
the  relationship  between  physicians 
and  pharmaceutical  companies. 
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The  Pharmaceutical  Manufactur- 
ers Association  (PMA)  has  endorsed 
guidelines  recommended  by  the 
AMA  regarding  physician-pharma- 
ceutical industry  relationships.  The 
AMA  report  covered  a range  of  top- 
ics in  respect  to  physician-pharma- 
ceutical industry  relationships,  in- 
cluding the  resolution  that 
physicians  should  not  accept  hono- 
raria or  reimbursement  for  travel, 
lodging,  or  other  personal  expenses 
from  industry  when  attending  con- 
ferences or  meetings. 


During  a testimony  before  the  US 
Senate  Committee  on  Labor  and 
Human  Resources,  chaired  by  US 
Senator  Edward  M.  Kennedy  last 
December,  PMA  president  Gerald  J. 
Mossinghoff  said  his  organization 
will  continue  to  look  to  the  AMA 
for  help  in  interpreting  guidelines  on 
ethical  marketing  practices  involving 
physicians. 


Private 

enforcement  of 
patient  transfer 
laws 

Hugh  M.  Barton 

TMA  Assistant  General  Counsel 

As  a result  of  the  American  Medical 
Association  and  Texas  Medical  As- 
sociation’s involvement  in  the  Bur- 
ditt  V Sullivan  case,  most  Texas 
physicians  are  aware  of  the  federal 
Emergency  Medical  Treatment  Act, 
also  known  as  the  “COBRA”  law, 
and  the  civil  money  penalties  that 
the  HHS  Office  of  Inspector  Gener- 
al may  levy  against  alleged  violators. 
What  is  less  known  is  that  COBRA 
contains  a private  enforcement 
mechanism  that  enables  individual 
plaintiffs  to  sue  hospitals,  and  in 
some  cases  physicians,  for  the  same 
violations.  This  article  examines  the 
confusing  picture  painted  by  the 
varying  judicial  interpretations  of 
this  statute. 

The  Emergency  Medical  Treat- 
ment Act  applies  to  all  Medi- 
care Participating  Hospitals  and  the 
physicians  on  staff,  and  is  intended 
to  protect  persons  who  come  to  an 
emergency  room,  regardless  of  eco- 
nomic status.  A hospital  must  pro- 
vide an  “appropriate  medical  screen- 
ing examination”  for  each  person 
who  requests  medical  treatment  to 
determine  if  the  person  has  an 
“emergency  medical  condition.”  If 
an  emergency  medical  condition  is 
found  to  exist,  the  hospital  must  ei- 
ther provide  treatment  to  “stabilize” 
the  condition,  or  provide  for  an  “ap- 
propriate transfer”  to  another  facili- 
ty. Transfer  is  “appropriate”  only  if 
the  receiving  hospital  has  the  space 
and  personnel  to  care  for  the  pa- 


Court  caps  probable  Pandora’s  box  full  of  cases 

If  personal  injury  attorneys  had  gotten  their  way,  a Pandora’s  box  full  of  case 
files  would  have  been  re-opened  and  would  be  making  their  way  through  the 
legal  system  now.  And  Texas  physicians  would  have  had  yet  another  reason  to 
feel  defensive  about  practicing  medicine  — today  as  well  as  20  years  ago. 

Personal  injury  attorneys  had  wanted  to  make  retroactive  the  opinion  in  a 
December  1990  case  that  said  children  can  sue  for  damages  for  loss  of 
parental  consortium.  But  on  March  6,  the  Texas  Supreme  Court  said  no. 

Previously,  on  Dec  19,  1990,  the  court  handed  down  its  opinion  and 
judgment  in  Reagan  et  al  v Vaughn  et  al,  (SW2d  88).  The  court  said,  “Chil- 
dren may  recover  for  loss  of  consortium  when  a third  party  causes  serious, 
permanent,  and  disabling  injury  to  their  parent.” 

On  motion  for  rehearing  in  March,  the  court  said,  “If  we  were  to  apply 
this  holding  retroactively  to  all  minors  whose  claims  have  not  been  extin- 
guished by  expiration  of  the  statue  of  limitations,  we  would  open  up  a Pan- 
dora’s box.  Attorneys  would  be  under  an  ethical  duty  to  find,  review  and 
evaluate  every  personal  injury  case  over  the  last  twenty  years  in  which  there 
are  minor  children  involved  to  determine  if  the  facts  of  these  old  cases  came 
within  the  purview  of  Reagan  ...  as  a matter  of  sound  administration  and 
fairness,  (the)  holding  shall  be  applicable  only  in  the  present  case.” 

The  9th  Court  of  Appeals  in  Beaumont  had  ruled  Jan  10  in  Brindza,  et  ux, 
as  friend  of  Brindza  v Mobil  Oil  Corp,  No.  09-89-297-CV,  that  Reagan  ap- 
plied retroactively. 

Eor  Texas  physicians,  the  state  supreme  court’s  latest  opinion  means  that 
as  of  December  1990,  children  can  sue  a doctor  for  negligence  to 
recover  damages  to  the  parental  consortium. 
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tient,  has  agreed  to  accept  the  trans- 
fer, and  the  transfer  is  made  using 
proper  personnel  and  equipment. 

Transfers  of  unstabilized  patients 
are  restricted.  Either  (a)  the  patient 
must  request  transfer  in  writing  after 
being  informed  of  the  hospital’s 
obligations  and  the  risks  of  transfer 
(unless  the  patient  refuses  to  consent 
to  transfer)  or  (b)  the  physician  must 
certify  that  the  benefits  of  transfer 
outweigh  its  risks,  or  (c)  a qualified 
medical  person  must  sign  the 
certification  after  consulting  with  a 
physician,  who  authorizes  transfer 
and  later  countersigns  the  certifi- 
cation (1).  (For  a detailed  explana- 
tion of  the  substantive  requirements, 
see  “New  patient  transfer  laws  take 
effect  July  1,”  Texas  Medicine,  Vol 
86,  No.  7,  by  Donald  P.  Wilcox  and 
Hugh  M.  Barton.) 

Enforcement  mechanisms 

Violation  of  COBRA  can  be  very 
costly.  The  government  may  impose 
a $50,000  fine  against  a hospital  or 
physician  that  negligently  violates 
any  requirement.  The  law  also  pro- 
vides a private  civil  enforcement 
mechanism,  under  which  any  person 
who  suffers  harm  resulting  from  a 
hospital’s  violation  of  the  law  may 
recover  damages  from  the  hospital 
under  state  personal  injury  law. 
Hospitals  may  even  sue  each  other 
for  financial  loss  caused  by  accep- 
tance of  an  improperly  transferred 
patient.  The  statute  of  limitations 
for  suits  is  2 years  from  the  date  of 
violation  (1). 

The  developing  law  of  private 
COBRA  enforcement 

Lawsuits  alleging  negligence  in  hos- 
pital emergency  rooms  are  nothing 
new.  The  results  of  such  cases  have 
never  been  predictable  given  the  va- 
garies of  state  law  and  the  judicial 
process.  COBRA  allegations  are  in- 
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creasingly  used  as  an  alternate  theo- 
ry of  recovery  in  medical  malprac- 
tice lawsuits.  One  might  think  the 
passage  of  a comprehensive  federal 
law  could  lead  to  the  emergence  of  a 
national  standard  in  this  area,  but 
that  has  not  yet  been  the  case.  The 
private  civil  enforcement  provisions 
of  the  Emergency  Medical  Treat- 
ment Act  have  yet  to  be  interpreted 
in  a cohesive  fashion,  although,  as 
the  following  cases  illustrate,  the 
lines  of  battle  have  been  drawn  on 
several  issues. 

Federal  courts  have  jurisdiction 

In  Bryant  v Riddle  Memorial  Hospi- 
tal, (2)  an  81-year-old  nursing  home 
patient  was  taken  to  a hospital,  treat- 
ed and  discharged  back  to  the  nurs- 
ing home  within  24  hours.  She  filed  a 
suit  in  federal  district  court  claiming 
that  she  was  discharged  from  the 
hospital  before  she  had  been  “stabi- 
lized.” The  hospital  filed  a motion  to 
dismiss  on  the  grounds  that  the  fed- 
eral court  had  no  jurisdiction  to  hear 
her  claim.  The  court  denied  the  mo- 
tion, holding  that  federal  courts  do 
have  jurisdiction  over  such  cases  con- 
currently with  state  courts. 

Only  a hospital  can  be  sued 

In  Verhagen  v Olarte  (3),  a patient 
brought  a suit  against  a physician 
and  hospital  after  allegedly  being  de- 
nied treatment  at  a hospital’s  free- 
standing medical  clinic.  The  physi- 
cian’s motion  to  dismiss  was  granted 
on  the  grounds  that  private  civil  pa- 
tient transfer  lawsuits  can  be 
brought  against  hospitals.  The  hos- 
pital’s motion  to  dismiss  was  denied. 

On  the  other  hand  . . . 

This  rule  was  not  followed  in  Sor- 
rels V Babcock  (4).  In  that  case,  the 
patient  went  to  an  emergency  room 
vomiting  and  with  abdominal  pains. 
The  emergency  room  physician  ex- 


amined, treated,  and  discharged  her. 
The  patient  filed  a suit,  claiming  that 
damages  from  patient  transfer  viola- 
tions resulted  in  gastrointestinal 
bleeding  and  reflux  complications. 
The  emergency  room  physician’s 
motion  to  dismiss  was  denied  on  the 
grounds  that  the  act’s  legislative  his- 
tory supports  a federal  cause  of  ac- 
tion against  a physician  alleged  to 
have  violated  COBRA  provisions. 

Plaintiffs  must  show  economic 
motivation  for  lack  of  treatment 

In  Stewart  v Myrick  (5),  a patient 
presented  with  disputed  complaints, 
was  told  to  return  the  next  day  for 
tests,  and  was  given  an  upper  GI  se- 
ries. However,  results  were  inconclu- 
sive because  the  patient  was  non- 
compliant  by  eating  before  the  test. 
The  patient  went  home,  but  was 
brought  back  by  ambulance  4 days 
later  and  died.  Dr  Myrick’s  motion 
for  summary  judgment  was  granted. 
The  court  examined  the  legislative 
history,  and  held  that  the  patient’s 
complaint  stated  an  allegation  of 
medical  malpractice,  not  a case 
where  the  patient  was  denied  medi- 
cal care  for  economic  reasons. 

This  rule  was  also  followed  in 
Evitt  V University  Height  Hospital 
(6).  The  court,  in  granting  the  hospi- 
tal’s motion  for  summary  judgment, 
held  that  the  plaintiff  had  the  burden 
to  show  that  she  was  discharged  for 
lack  of  funds.  Also  relevant  is 
ZaiKaner  v Danaher  (7),  a case  in- 
volving a plaintiff  who  was  trans- 
ferred from  a hospital’s  cardiac  unit 
to  another  hospital,  at  the  request  of 
the  plaintiff’s  daughter.  The  patient 
suffered  cardiac  arrest  en  route  and 
died.  Since  there  was  no  allegation 
that  the  plaintiff  was  turned  away  for 
insurance  or  economic  reasons,  the 
court  held  that  plaintiffs  must  allege 
violations  motivated  by  economic  or 
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insurance  reasons  to  maintain  a suit 
under  COBRA. 

Another  case  on  this  issue  is  I 
Nichols  V Estabrook  (8).  A 16-week- 
old  infant  was  taken  to  a hospital 
emergency  room  for  vomiting  and  di-  i 
arrhea.  He  was  diagnosed  as  dehy- 
drated with  influenza  or  some  other 
virus.  The  emergency  room  physician 
treated  the  infant  and  called  the 
child’s  regular  pediatrician,  who  was 
at  another  hospital.  The  pediatrician 
requested  that  the  child  be  trans- 
ferred to  the  hospital  where  he  was 
working  at  that  time.  The  parents 
took  the  child  by  car,  and  arrived  | 
within  15  minutes,  but  the  infant 
died  within  45  minutes.  The  parents 
sued  the  emergency  room  physician 
at  the  transferring  hospital  under  the 
federal  patient  transfer  statute.  The 
suit  was  dismissed  on  grounds  that 
plaintiffs  did  not  allege  that  their 
financial  condition  or  lack  of  health  i 
insurance  contributed  to  the  doctor’s  ! 
decision  not  to  treat  them. 

However  ... 

In  DeBerry  v Sherman  Hospital  As- 
sociation  (9),  a child  was  brought  to 
an  emergency  room  with  symptoms  | 
including  a fever,  rash,  stiff  neck,  j 
and  lethargy.  The  emergency  room 
physician  examined,  treated,  and 
discharged  the  patient.  Two  days 
later,  the  child  was  readmitted  with 
spinal  meningitis,  and  deafness  re- 
sulted. A suit  was  brought  against 
the  hospital  for  a COBRA  violation. 
Rejecting  the  hospital’s  motion  for 
summary  judgment  as  well  as  the 
reasoning  in  Evitt  and  Stewart,  the 
court  held  there  was  no  requirement 
to  prove  economic  motivation  for 
denial  of  treatment  because  the  plain 
meaning  of  the  statute  goes  beyond 
prohibiting  a hospital  from  turning 
away  an  indigent  at  the  emergency 
room  door. 


Hospital’s  responsibility  doesn’t  end 
at  emergency  room  door 

In  Thornton  v Southwest  Detroit 
Hospital  (10),  a stroke  patient  was  in 
ICU  10  days,  then  11  days  on  a regu- 
lar floor.  Her  physician  wanted  to 
transfer  her  to  a rehabilitation  hospi- 
tal, but  that  hospital  refused  because 
the  patient  had  no  insurance.  The 
patient  was  discharged  to  her  sister’s 
home  for  nursing  care.  However,  the 
patient’s  health  deteriorated  and  ulti- 
mately she  was  accepted  by  the  reha- 
bilitation hospital.  A suit  followed 
alleging  unstabilized  discharge. 

In  this  first  federal  appellate  deci- 
sion, the  court  held:  (a)  COBRA  is 
not  limited  to  emergency  room  situa- 
tions; (b)  emergency  care  must  be  giv- 
en until  the  patient  is  stabilized, 
whether  in  the  emergency  room  or  af- 
ter admission;  and  (c)  this  patient  had 
been  stabilized  at  time  of  discharge. 

COBRA  overrides  other  health 
program  provisions 

The  first  decided  case  in  Texas 
brought  by  a private  litigant  is 
Owens  V Nacogdoches  County  Hos- 
pital District  (11).  A 16-year-old  in- 
digent obstetrical  patient  in  early  la- 
bor went  to  a hospital  in 
Nacogdoches.  Because  she  was  a 
Maternal  and  Infant  Health  Im- 
provement Act  (12)  (MIHIA)  pa- 
tient, she  was  referred  to  The  Uni- 
versity of  Texas  Medical  Branch 
(UTMB)  at  Galveston  to  deliver.  Be- 
fore leaving  for  Galveston,  the  pa- 
tient set  in  motion  a process  to  ob- 
tain an  injunction  prohibiting  the 
‘ Nacogdoches  hospital  from  refusing 
to  deliver  her  baby.  Physicians  at 
UTMB  told  her  to  return  in  4 days 
as  she  was  not  ready  to  deliver. 

She  delivered  in  Nacogdoches 
and  sued. 

The  opinion  in  this  case  makes 
apparent  the  conflict  between  CO- 
BRA and  health  programs  such  as 


MIHIA.  The  fact  that  she  was  a MI- 
HIA patient  made  no  difference  in 
terms  of  the  transfer  law.  The  court 
found  her  to  be  in  “active  labor”  at 
the  time  of  the  Nacogdoches  dis- 
charge. Even  though  there  was  no 
delivery  until  4 days  later,  the  court 
said  the  transfer  could  have  posed  a 
threat  to  the  health  of  the  baby. 

The  fact  that  she  was  a MIHIA 
patient  and  UTMB  had  the  MIHIA 
contract  was  deemed  irrelevant  be- 
cause she  wanted  to  deliver  in 
Nacogdoches,  and  the  East  Texas 
Health  Services  Clinic  in  Lufkin, 
where  she  received  MIHIA  prenatal 
care,  allegedly  told  her  to  “go  to  any 
county  hospital  to  deliver  her  child.” 
The  plaintiff  also  was  allowed  to  re- 
cover for  negligent  infliction  of  emo- 
tional distress. 

COBRA  does  not  impose  hindsight 
test  of  care 

In  Cleland  v Bronson  Health  Care 
Group  (13),  a 15-year-old  male  with 
abdominal  cramps  and  vomiting 
came  to  an  emergency  room,  was 
treated,  and  discharged  in  an  appar- 
ently stable  condition.  He  died  4 
hours  later  of  cardiac  arrest  and  in- 
tussusception. A suit  followed. 

Granting  the  hospital’s  motion  for 
summary  judgment,  the  court  held 
that  an  apparent  misdiagnosis  does 
not  translate  into  an  allegation  that 
the  patient  did  not  receive  an  appro- 
priate screening  examination.  The 
court  defined  “appropriate  medical 
screening  examination”  as  a screen- 
ing the  hospital  would  have  given  to 
paying  patients,  and  interpreted  the 
requirement  that  the  exam  be  within 
the  emergency  room’s  capabilities  to 
mean  that  the  hospital  must  show  a 
good  faith  application  of  the  hospi- 
tal’s resources.  The  court  defined 
“emergency  medical  condition”  as  a 
condition  within  the  actual  knowl- 
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edge  of  the  physicians  on  duty,  and  ; 
interpreted  “stabilized”  to  mean  a 
physician’s  best  medical  judgment 
and  good  faith  belief  that  the  patient 
is  stable  when  discharged. 

Hospital  must  show  plaintiff 
withdrew  request  for  treatment 

In  Stevison  v Enid  Health  Systems 
(14),  a minor  with  stomach  pains 
was  accompanied  by  her  mother  to  j 
a hospital  emergency  room.  They  j 
left  sometime  later  without  treat-  1 
ment.  The  patient’s  appendix  perfo- 
rated the  next  day,  but  was  removed 
without  incident  at  another  hospital. 

A suit  was  brought  alleging  the  first 
hospital’s  failure  to  provide  an  ap- 
propriate medical  screening  exami- 
nation. The  hospital  moved  for  a 
summary  judgment  on  grounds  that 
the  plaintiff  had  withdrawn  her  re- 
quest for  medical  treatment,  thus 
negating  an  element  in  a COBRA 
action.  The  court  denied  the  motion, 
stating  that,  once  the  plaintiff  makes  | 
a request  for  treatment,  the  initial  j 
burden  is  satisfied:  “It  is  then  ! 
incumbent  upon  the  defendant  to 
show  by  a preponderance  of  evi- 
dence that  the  request  was  with- 
drawn” (15).  I 

Conclusion:  confusion 

As  these  holdings  indicate,  the  CO- 
BRA law  has  received  a variety  of  in- 
terpretations in  private  enforcement 
actions.  The  HHS  Office  of  Inspector 
General  broadly  interprets  the 
statute  to  fit  its  goals.  With  the 
amendments  to  the  Omnibus  Budget 
Reconciliation  Act  of  1990  (16),  re- 
view by  the  Texas  Medical  Founda- 
tion is  required  before  tbe  HHS/OIG 
can  go  forward  with  a sanction  ef- 
fort in  Texas.  No  such  safeguard  is 
provided  for  private  litigants.  Physi- 
cians should  be  aware  of  the  require- 
ments of  the  Emergency  Medical 
Treatment  Act  in  order  to  protect 


themselves  from  such  allegations. 
They  also  should  document  the  rea- 
sons for  their  decisions  on  forms 
provided  by  the  hospital,  in  order  to 
make  it  clear  to  any  third  party  look- 
ing for  breach  of  care  that  the  pa- 
tients were  treated  appropriately. 


References 

1.  See  generally  42  USC  1395dd  (West  Supp 
1991). 

2.  689  F Supp  490  (ED  Pa  1988). 

3.  1989  WL  14265  (SONY),  US  District 
Court,  No  89  CIV  0300  (1989). 

4.  733  F Supp  1189  (ND  111  1990). 

5.  731  F Supp  433  (D  Kan  1990). 

6.  727  F Supp  495  (SD  Ind  1989). 

7.  US  District  Court,  No  4-89-749  (DC 
Minn  1990),  reported  in  Medicare  and 
Medicaid  Guide  (CCH)  38,999. 

8.  741  F Supp  325  (DNH  1989). 

9.  741  F Supp  1302  (ND  111  1990). 

10.  895  F 2d  1131  (6th  Cir  1990). 

1 1.  741  F Supp  1269  (ED  Tex  1990). 

12.  Chapter  32,  Texas  Health  and  Safety 
Code  (Vernon  pamphlet  1991). 

13.  917  E 2d  266  (6th  Cir  1990). 

14.  920  E 2d  710  (10th  Cir  1990). 

15.  Id,  pp  713-714. 

16.  Omnibus  Budget  Reconciliation  Act  of 
1990,  PL  101-508,  4008(h),  104  Stat 
1388  (1990)  (to  be  codified  at  42  USC 
1395dd). 

Legal  articles  in  Texas  Medicine  are 
intended  to  help  physicians  under- 
stand the  law  by  providing  legal  in- 
formation on  selected  topics.  This 
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Testicular  cancer:  the  role  of  the  primary  care 
physician  in  prevention  and  early  detection 

Nicholas  K.  lammarino,  PhD 
Peter  T.  Scardino,  MD 


Early  detection  and  screening  tech- 
niques along  with  the  concept  of 
personal  responsibility  for  one’s 
own  health  are  prominent  themes  in 
medical  education.  Testicular  cancer, 
its  natural  history,  and  the  current 
approach  to  prevention,  early  detec- 
tion, and  diagnosis  are  discussed 
with  special  emphasis  on  the  role  of 
the  primary  care  physician.  Current 
community  and  school  efforts  are 
described  along  with  the  availability 
of  patient  education  resources.  Since 
the  incidence  of  testicular  cancer  has 
doubled  in  the  last  20  years,  we 
must  give  more  attention  to  educat- 
ing the  public  by  encouraging  pri- 
mary physicians  to  incorporate  in- 
struction on  self-examination  of  the 
testicles  into  regular  physical  exams. 


Dr  lammarino,  De- 
partment of  Human 
Performance  and 
Health  Sciences,  Rice 
University,  Houston, 
Tex,  and  Center  for 
Cancer  Control  Re- 
search, Baylor  College 
of  Medicine/The 
Methodist  Hospital, 
Houston,  Texas.  Dr 
Scardino,  Scott  De- 
partment of  Urology, 
Baylor  College  of 
Medicine,  Houston, 
Texas.  Send  reprint  re- 
quests to  Dr  lammari- 
no, Department  of 
Human  Performance 
and  Health  Sciences, 
Rice  University,  PO 
Box  1892,  Houston, 
TX  77251. 


The  increased  attention  to  early 
detection  and  screening  tech- 
niques coupled  with  the  con- 
cept of  personal  responsibility  for 
one’s  health  have  emerged  as  a 
prominent  theme  in  medical  educa- 
tion in  recent  years.  Today,  not  only 
are  patients  perceived  as  taking  per- 
sonal responsibility  for  ensuring 
their  health  and  that  of  their  family 
members,  but  health  care  profession- 
als are  also  sharing  in  this  responsi- 
bility. By  creating  an  awareness  of 
teaching  specific  self-care  activities 
and  by  encouraging  and  motivating 
their  patients,  physicians  can  make  a 
major  impact  in  reducing  the  rates  of 
several  chronic  diseases. 

The  purpose  of  this  paper  is  to 
review  one  such  disease,  testicular 
cancer.  We  present  its  natural  histo- 
ry and  the  current  approach  to  diag- 
nosis and  describe  current  educa- 
tional efforts  to  aid  physicians  in 
teaching  and  encouraging  testicular 
self-examination  among  high-risk 
males.  Finally,  available  and  inex- 
pensive resources  are  described  to 
assist  physicians  interested  in 
strengthening  their  materials  for  pa- 
tient education. 

Epidemiology  and  diagnosis 
of  testicular  cancer 

Although  testicular  cancer  is  rare, 
accounting  for  only  1%  of  all  can- 
cers in  men,  it  is  the  most  common 
cancer  in  men  between  15  and  35 
years  old.  Nearly  20%  of  all  cancers 
in  this  age  group  originate  in  the  tes- 
ticle (1).  In  1991,  6100  men  will  de- 
velop testicular  cancer,  but  because 
treatment  is  so  effective  only  375 
men  in  the  United  States  are  expect- 
ed to  die  of  their  disease  (2,3).  The 
incidence  and  mortality  rates  of  tes- 
ticular cancer  are  bimodal;  there  is  a 
prominent  peak  in  the  group  aged 


25  to  34  years,  when  germ  cell  tu- 
mors are  most  common,  and  a lesser 
peak  begins  after  age  70,  when  sec- 
ondary tumors  of  the  testicle,  such 
as  lymphoma,  become  more  com- 
mon (4,5).  But  testicular  cancer  can 
occur  in  almost  any  age  group,  and 
we  have  seen  an  increased  incidence 
in  children  younger  than  6 years. 
The  incidence  of  testicular  cancer  is 
4 times  greater  in  whites  than  in 
blacks  (3.6/100,000  vs  0.8/100,000 
in  1977)  while  mortality  is  2.5  times 
higher  among  whites  (0.8/100,000 
vs  0.3/100,000)  (6). 

Over  the  past  50  years,  the  age- 
adjusted  incidence  of  testicular  can- 
cer nearly  doubled  in  white  men,  for 
unknown  reasons,  and  it  has  now 
reached  5.0/100,000  men  per  year 
(3,7).  The  age-adjusted  mortality 
rate,  however,  remained  constant 
until  recent  years,  when  it  began  to 
decline  because  of  the  remarkable 
advances  in  therapy.  Testicular  can- 
cer is  now  the  most  curable  solid  tu- 
mor in  men.  The  5-year  survival  rate 
is  greater  than  90%  (3).  The  mor- 
bidity of  treatment,  however,  re- 
mains high.  Localized  tumors  can 
sometimes  be  treated  effectively  with 
removal  of  the  malignant  testicle 
(radical  orchiectomy)  alone,  which 
leaves  the  patient  sexually  active  and 
fertile.  More  advanced  tumors,  how- 
ever, often  require  radiotherapy, 
retroperitoneal  lymph  node  dissec- 
tion, intensive  chemotherapy,  or 
combinations  of  these  that  may 
leave  the  patient  infertile  (retrograde 
ejaculation  or  azoospermia)  in  the 
long  run  and  subject  him  to  the  risks 
and  disabilities  of  intensive  therapy 
in  the  short  run  (8).  With  treatment 
so  effective  in  preserving  life,  the 
major  investigative  effort  in  recent 
years  has  been  to  develop  treatment 
regimens  that  are  equally  as  effective 
but  carry  less  morbidity. 
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Most  testicular  cancers  arise 
from  the  germinal  epithelium  and 
are  termed  “germ  cell  tumors.”  The 
etiology  of  testicular  cancer  is  un- 
known, but  the  incidence  is  much 
higher  in  men  with  a “dysgenetic” 
testis.  For  example,  an  undescended 
testicle  (cryptorchidism)  is  associat- 
ed with  significant  structural  and 
functional  abnormalities  and  is  the 
most  important  risk  factor  for  testic- 
ular cancer.  The  risk  for  men  with 
an  undescended  testis  is  increased  by 
8 to  40  times  (5,7).  Factors  other 
than  simple  malposition,  however, 
are  important,  because  the  risk  of 
cancer  in  the  contralateral,  normally 
descended  testicle  is  also  increased 
in  men  with  unilateral  cryp- 
torchidism. In  fact,  one-third  of  all 
tumors  diagnosed  in  men  with  cryp- 
torchidism develop  in  the  normal, 
contralateral  testicle.  Current  rec- 
ommendations are  to  perform  orchi- 
dopexy  early,  before  age  2,  to  pre- 
serve the  normal  growth  and 
development  of  the  testicle.  It  has 
not  been  established,  however,  that 
the  subsequent  risk  of  cancer  is  re- 
duced by  orchidopexy,  and  the 
physician  should  educate  parents  of 
children  undergoing  this  operation 
of  the  need  for  close  surveillance  for 
testicular  cancer,  especially  during 
the  years  of  highest  risk. 

Other  risk  factors,  of  variable  im- 
portance, include  a family  history  of 
testicular  cancer,  high  socioeconomic 
status,  Caucasian  race  as  opposed  to 
black  or  Oriental,  and  gonadal  dysge- 
nesis (5,7).  Cancer  is  found  in  a high- 
er incidence  in  children  with  an  in- 
guinal hernia  or  a hydrocele.  And 
children  of  mothers  with  altered  en- 
docrine function  (elevated  testos- 
terone levels)  during  pregnancy  may 
be  at  an  increased  risk.  Development 
and  descent  of  the  gonads  in  the  male 
fetus  are  hormonally  mediated  events. 
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the  series  is  Martin  N.  Raber,  MD,  deputy  head  of  the  division  of  medicine, 
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We  may  reasonably  suspect,  there- 
fore, that  altered  endocrine  function 
may  be  a common  etiologic  agent  in 
testicular  cancer  along  with  testicular 
dysgenesis  and  cryptorchidism. 

Germ  cell  tumors  of  the  testis 
present  an  array  of  histologic  pat- 
terns that  include  seminoma,  embry- 
onal carcinoma,  teratoma,  and 
choriocarcinoma.  For  practical  pur- 
poses, these  tumors  can  be  grouped 
into  two  pathological  types  that  de- 
termine prognosis  and  treatment: 
pure  seminomas,  which  are  ra- 
diosensitive, and  “nonseminomas” 
(all  other  types),  which  are  best 
treated  with  surgery  and  chemother- 
apy (8,9).  Testicular  cancers  often 
secrete  specific  tumor  markers,  hu- 
man chorionic  gonadotropin  (hCG) 
and  alpha-fetoprotein.  Measurement 
of  these  markers  in  the  serum  of  pa- 
tients is  extremely  valuable  for  mon- 
itoring the  course  of  the  disease  once 
the  diagnosis  has  been  established; 
however,  because  one-third  of  pa- 
tients with  nonseminomatous  tu- 
mors and  three-quarters  of  those 
with  seminomas  will  have  normal 
marker  levels  at  the  time  of  diagno- 
sis, these  markers  are  of  little  use  in 
the  differential  diagnosis  of  a testic- 
ular mass  (8,10). 

The  most  common  clinical  find- 
ing in  a patient  with  testicular  can- 
cer is  a painless  mass  within  the  sub- 
stance of  the  testicle  itself.  But  some 
patients  (20%)  do  have  pain  and 
many  report  a feeling  of  heaviness, 
enlargement,  or  change  in  consisten- 
cy of  the  testicle,  or  swelling  or  fluid 
accumulation  in  the  scrotal  sac. 
Symptoms  of  advanced  disease  in- 
clude gynecomastia  (associated  with 
increased  hCG  levels),  back  pain 
(retroperitoneal  nodal  metastases), 
cough  (pulmonary  metastases),  or 
weight  loss.  Because  testicular  tu- 
mors are  rare  and  benign  abnormali- 


ties within  the  scrotum  are  so  com- 
mon, delay  in  diagnosis  is  not  un- 
usual. The  average  time  between 
first  symptoms  and  diagnosis  is  3 
months,  attributed  both  to  the  pa- 
tient’s reluctance  and  the  physician’s 
hesitance  to  diagnose  a rare  cancer 
in  a young  man  (11). 

Some  patients  wait  for  months 
before  reporting  their  symptoms,  be- 
cause either  they  are  unaware  of  tes- 
ticular cancer,  they  fear  the  diagno- 
sis, or  they  blame  themselves  for 
their  symptoms,  which  they  believe 
are  caused  by  sexually  transmitted 
disease,  masturbation,  or  excessive 
or  insufficient  sexual  activity.  Few 
patients  appreciate  the  increased  risk 
associated  with  an  undescended  tes- 
ticle, and  many  believe  that  if  they 
have  cancer,  the  treatment  will  leave 
them  impotent  or  sterile  (11). 

But  substantial  delay  in  diagnosis 
has  also  been  attributed  to  the  hesi- 
tance of  physicians  to  make  the  di- 
agnosis of  a malignancy.  In  nearly 
one-third  of  the  patients,  a delay  of 
2 months  or  more  resulted  from  an 
incorrect  diagnosis  by  the  physician 
(11).  Benign  conditions  that  mimic 
the  symptoms  of  testicular  cancer 
are  far  more  common  than  the  ma- 
lignancy itself.  Hydrocele  and  sper- 
matocele are  easily  differentiated 
from  tumor  by  transillumination 
and  testicular  ultrasound  examina- 
tion, which  is  inexpensive,  widely 
available,  and  provides  an  accurate 
image  of  the  testicle  parenchyma 
(Fig  1)  (12,13).  Epididymitis  is  far 
more  common  than  testicular  cancer 
among  young  men,  but  this  inflam- 
mation can  usually  be  distinguished 
by  symptoms  of  pain  and  tenderness 
and  by  signs  of  genitourinary  infec- 
tion (pyuria  and  bacteriuria,  ure- 
thral discharge,  fever,  and  leukocy- 
tosis). Testicular  torsion  is  rare, 
sometimes  episodic,  and  causes  se- 
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1.  Ultrasound  of  a normal  right  testicle 
(open  arrow)  and  a testicular  cancer 
(arrowheads)  within  the  left  testicle 
(arrows).  Note  the  homogeneous  echo 
pattern  of  the  normal  testicle  in  con- 
trast to  the  well-defined,  dark  (hypo- 
echoic)  tumor. 


3.  Technique  of  testicular  self-examination.  The  patient  rolls  each  tes- 
ticle gently  between  the  thumb  and  fingers  of  both  hands.  The  epi- 
didymis along  the  back  of  the  testicle  should  not  be  confused  with  a 
tumor.  Examination  should  be  performed  after  a shower  or  bath  when 
the  scrotal  sac  is  most  relaxed.  Self-examination  should  be  performed 
monthly  by  men  15  to  40  years  old. 


edge  about  testicular  cancer  and 
self-examination  technique  is  well 
documented  (16-23).  These  studies 
reported  that  men  at  risk  varied 
from  0 to  3 1 % in  their  prior  knowl- 
edge of  TSE.  Performance  rates  were 
significantly  worse,  revealing  a range 
of  0 to  18%  of  young  men  who  ac- 
tually examine  their  testicles  month- 
ly- 

As  recently  as  March  1989, 
Walker  and  Guyton  (24)  recon- 
firmed these  earlier  studies  by  re- 
porting that  91.7%  of  college  age 
men  in  their  study  population  were 
not  practicing  TSE.  However,  3 
months  after  participation  in  an  ed- 
ucational program,  78.9%  of  sub- 
jects indicated  they  had  performed 
this  self-examination. 

School  and  community  efforts 

In  addition  to  massive  efforts  in  anti- 
smoking education,  specific  educa- 
tional programs  on  breast  and,  to  a 
lesser  extent,  testicular  cancer  have 
received  attention  in  the  school  health 
education  literature  in  recent  years. 
Specifically,  programs  adding  testicu- 
lar self-examination  to  breast  self-ex- 
amination have  become  more  popular 
as  health  professionals  recognize  the 
need  to  detect  early  tumors  in  both 
adolescent  sexes  (25-28). 

The  1987  published  plan  for  the 
American  Cancer  Society’s  Youth 
Education  (29)  states  as  a primary 
objective: 

•By  the  year  2000,  80%  of  18- 

year-old  youths  will  be  aware  of 


vere  pain  in  the  absence  of  signs  of 
infection.  Testicular  ultrasound  is  in- 
valuable in  the  differential  diagnosis 
of  these  lesions,  most  of  which  are 
located  outside  the  testicle,  where 
malignancy  is  very  rare.  The  hall- 
mark of  the  diagnosis  of  testicular 
cancer  is  a mass  within  the  sub- 
stance of  the  testicle  itself  (Eigs  1 
and  2).  Such  a mass  should  be  con- 
sidered malignant  until  proven  oth- 
erwise and  calls  for  prompt  consul- 
tation with  a urologist  and  inguinal 
exploration  of  the  testicle. 

Self-examination  attitudes 
and  practices 

Testicular  cancer  and  breast  cancer 
are  diseases  for  which  early  detection 
and  screening  are  credited  as  having 
favorable  effect  on  prognosis.  Like- 
wise, breast  self-examination  (BSE) 
and  testicular  self-examination  (TSE) 


are  two  such  self-care  activities 
that  serve  as  principal  tools  in 
the  early  detection  of  these  can- 
cers. The  American  Cancer  Soci- 
ety recommends  that  BSE  be 
conducted  by  women  of  all  ages, 
beginning  at  age  20,  and  be 
taught  to  every  female  teenager  as  a 
preventive  health  technique  to  en- 
courage patient  responsibility  and 
good  personal  health  habits  in  later 
life.  Concomitantly,  health  education 
and  programs  incorporating  TSE  are 
becoming  more  popular  as  health 
professionals  recognize  the  impor- 
tance of  early  detection  of  testicular 
tumors  in  male  adolescents  (Fig  3). 
Marty  and  McDermott  (14)  point 
out  that  “.  . . recent  advances  in  the 
diagnosis,  treatment,  and  followup 
of  testicular  cancer  make  it  impor- 
tant that  young  men  be  educated 
about  this  disease.” 

In  spite  of  recommendations  by 
the  American  Cancer  Society  for 
BSE  and  TSE,  major  differences  ex- 
ist between  men  and  women  in  their 
knowledge  and  practice  of  these  self- 
examination  techniques.  The  Na- 
tional Cancer  Institute’s  survey  on 
breast  cancer  reported  that  more 
than  90%  of 
American  wom- 
en are  aware  of 
BSE,  although 
only  24%  actu- 
ally perform 
monthly  self-ex- 
aminations 
(15).  On  the 
other  hand,  the 
lack  of  knowl- 
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2.  Ultrasound  of  a teratocarcinoma 
(open  arrows)  replacing  the  left 
testis.  The  echo  pattern  is  irregular 
(heterogeneous)  with  dark,  fluid- 
filled  spaces  (cysts)  mixed  in  with 
solid  tissue.  The  right  testicle  (curved 
arrow)  appears  normal. 


ACS  [American  Cancer  Society] 
recommended  early  detection 
techniques  and  demonstrate 
relevant  skills. 

Recently,  the  Texas  Cancer  Coun- 
cil in  the  fourth  edition  of  the  Im- 
pact of  Cancer  on  Texas  (30),  recog- 
nizing the  changing  demographics  in 
the  black  and  Hispanic  populations 
for  those  younger  than  30  years,  has 
emphasized  the  need  for  comprehen- 
sive school  health  education  that  in- 
cludes cancer  education.  Further- 
more, the  Texas  Cancer  Council 
states  in  its  Texas  Cancer  Plan  (31) 
that  one  of  its  four  goals  is  to  “De- 
tect, Diagnose  and  Treat  Cancer 
Earlier  When  Cure  is  More  Likely.” 
Specifically,  the  objectives  include 
the  following  points: 


Universities,  especially  in 
Texas,  have  been  successfully 
offering  courses  sponsored  by 
the  American  Cancer  Society 
called  “Understanding  Can- 
cer” for  more  than  10  years. 
These  courses  feature  guest 
experts  speaking  on  the  biological, 
clinical,  and  psychological  aspects  of 
cancer  and  emphasize  self-examina- 
tion, early  detection,  and  prevention 
as  prominent  themes  (32). 

Medical  education  has  also  incor- 
porated cancer  prevention  into  its 
curriculum.  Introduced  in  1980  as 
an  elective,  Baylor  College  of 
Medicine  instructs  students  in  the 
first  and  second  years  on  the  com- 
mon misconceptions,  early  detection, 
and  treatment  of  testicular  cancer 
and  emphasizes  testicular  self-exami- 
nation as  a part  of  a course  called 
“Cancer  Etiology,  Pathophysiology 
and  Prevention”  (33). 


Why  physicians  need  to  teach 
and  encourage  TSE 


•Promote  knowledge  of  early 
detection  programs  among  the 
public. 

• Increase  awareness  of  the  early 
warning  signs  of  cancer  and 
knowledge  of  self-screening 
techniques  among  the  Hispanic 
and  black  communities. 

•Encourage  all  physicians  to 
provide  information  on  cancer 
prevention,  cancer  screening  and 
detection  techniques,  and 
diagnostic  procedures  to  patients 
and  families. 

•Encourage  family  physicians, 
other  primary  care  physicians, 
and  health  care  providers  to  seek 
special  training  in  cancer 
screening,  detection  and  diag- 
nostic techniques. 


The  current  deficit  in  knowledge  and 
self-examination  practices  related  to 
testicular  cancer  underscores  the 
need  to  increase  the  awareness  of 
and  instruction  by  physicians  and 
other  health  professionals  whose 
services  and  responsibilities  focus  on 
this  age  group  that  is  at  high  risk.  A 
recent  study  by  Ogle  et  al  (23)  re- 
ported that  physicians  not  only  be- 
lieve overwhelmingly  that  encourag- 
ing BSE  and  TSE  is  important  but 
also  perceive  that  it  is  their  responsi- 
bility as  physicians  to  instruct  and 
encourage  their  patients  in  maintain- 
ing this  behavior.  However,  the  fre- 
quency with  which  they  reported  en- 
couragement of  TSE  was  low. 

These  authors  conclude,  “Al- 
though the  primary  care  model 
demonstrates  wide  acceptance  of 


physician  responsibility  for  teaching 
self  examination  . . . available  evi- 
dence indicates  that  physicians’  ac- 
tual promotion  of  self  examination 
falls  far  short  of  the  model.” 

With  current  interest  in  screening 
and  early  detection  for  many  dis- 
eases, physicians  have  the  ideal  op- 
portunity to  instruct  young  males  in 
the  simple  steps  of  testicular  exami- 
nation. Although  some  physicians 
have  claimed  that  their  primary  bar- 
rier for  not  performing  or  teaching 
TSE  has  been  the  lack  of  patient  mo- 
tivation, a substantial  percentage  re- 
ported that  no  barriers  exist  (23). 
Nevertheless,  to  date,  physicians 
more  regularly  perform  and  encour- 
age BSE  than  TSE.  Whether  this  re- 
sults partly  from  their  own  per- 
ceived lack  of  importance  of  TSE  or 
from  the  absence  of  medical  school 
training  in  the  relative  merits  of  self- 
examination,  physicians  must  add 
this  technique  during  regular  exami- 
nation. While  most  women  expect 
to  have  their  breasts  examined, 
many  men  report  never  having  their 
testicles  examined  and  even  fewer 
note  being  taught  the  procedures  of 
testicular  self-examination. 

Since  routine  physical  exams  are 
common  among  the  adolescent  pop- 
ulation and  are  often  mandatory  for 
a variety  of  entrance  requirements  to 
schools,  camps,  jobs,  and  athletics, 
palpating  the  testicles  and  teaching 
about  testicular  cancer  and  TSE  can 
be  incorporated  easily  into  the  phys- 
ical exam.  Because  most  routine  ex- 
ams involve  a check  for  hernias,  it  is 
logical  to  follow  up  with  a routine 
examination  of  the  testes.  Unlike 
other  screening  exams  that  may  be 
complicated  to  perform,  involve  lab- 
oratory analysis,  and  incur  addition- 
al costs  to  the  patient,  TSE  is  fast, 
free  of  cost,  easy  to  perform,  and 
easily  taught. 
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In  completing  the  examination  of 
the  testicle,  the  physician  often  has 
an  opportunity  to  respond  to  the 
male  patient  about  the  normal  struc- 
tures and  functions  of  the  male  geni- 
tals. This  discussion  may  cover  size 
of  the  penis,  location  of  internal  and 
external  structures,  diseases  of  the 
reproductive  organs  including  testic- 
ular cancer,  and  how  to  perform 
TSE.  In  fact,  previous  studies  have 
revealed  numerous  misconceptions 
regarding  testicular  cancer.  Patients 
commonly  believe  that  testicular  tu- 
mors are  the  result  of  injury  or  trau- 
ma to  the  genitals.  Other  common 
causes  of  testicular  cancer  are  mis- 
takenly attributed  to  sexually  trans- 
mitted diseases,  masturbation,  and 
excessive  or  infrequent  sexual  activi- 
ty. Finally,  because  one  of  the  first 
signs  of  testicular  cancer  is  a pain- 
less lump,  it  is  important  for  young 
males  not  to  overlook  or  dismiss  this 
early  indication  simply  because  it 
does  not  hurt. 

As  adult  health  professionals,  we 
sometimes  fail  to  remember  the 
overemphasis  that  youths  place  on 
body  image.  Using  this  “teachable 
moment”  to  educate  these  younger 
males  about  the  normal  growth  and 
development  of  their  bodies  and 
about  the  importance  of  taking  re- 
sponsibility for  their  own  health  can 
greatly  decrease  anxiety  levels.  Fur- 
thermore, because  many  parents  (in- 
cluding single  parents)  are  uncom- 
fortable discussing  sensitive  topics 
even  remotely  related  to  sexual 
growth  and  development,  physicians 
can  assume  this  educational  role. 


Summary  and  conclusions 

Physicians  can  play  a key  role  in  re- 
ducing the  morbidity  and  mortality 
of  testicular  cancer  in  young  male 
patients.  With  incidence  rates  having 
doubled  in  the  last  20  years,  more 
attention  must  be  given  to  educating 
and  informing  the  public.  This  in- 
crease underscores  the  need  to  ad- 
dress testicular  cancer  as  an  impor- 
tant health  concern. 

This  review  leads  to  the  follow- 
ing conclusions: 

1.  Testicular  cancer  is  the  most 
common  malignancy  in  young 
men,  and  the  incidence  is  rising.  It 
is  among  the  most  rapidly  growing 
yet  highly  curable  cancers,  with 
more  than  90%  of  patients  alive  5 
years  after  diagnosis.  But  the  mor- 
bidity of  therapy,  such  as  infer- 
tility, remains  high,  especially  if 
the  cancer  is  found  in  an  advanced 
stage. 

2.  Early  detection  of  testicular 
cancer  can  reduce  morbidity  as 
well  as  mortality.  Any  mass  with- 
in the  substance  of  the  testicle 
itself  should  be  considered 
malignant  until  proven  otherwise. 
Testicular  ultrasound  offers  a 
readily  available,  harmless,  and 
inexpensive  test  to  confirm  the 
diagnosis. 

3.  Men  with  a history  of  an 
undescended  testicle  are  at  much 
greater  risk  of  developing  a 
testicular  tumor  in  either  testicle. 

4.  At  present,  physicians  believe 
that  teaching  TSE  is  an  impor- 
tant responsibility  and  that  they 
should  encourage  this  practice 
among  their  patients.  In  spite  of 
this  perception,  the  actual  in- 
struction of  TSE  by  physicians 
remains  low. 

5.  As  the  need  for  prevention  and 
early  detection  is  recognized. 


school  and  community  programs 
aimed  at  raising  the  awareness  of 
testicular  cancer  are  becoming  an 
increasingly  common  part  of 
public  education. 

6.  Self-examination  by  young  men 
(ages  15  to  34)  and  a high  index 
of  suspicion  by  the  primary 
physician  are  crucial  to  early 
diagnosis. 
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Free  and/or  inexpensive  patient  education  materials 


Cancer  Pacts  for  Men  (Pamphlet) 

American  Cancer  Society,  Texas  Division 
Order  #807  (Spanish  version  #807s);  Free 

For  Men  Only  (Testicular  Ca  and  How  to  do 
TSE)  (Pamphlet) 

American  Cancer  Society,  Texas  Division 
Order  #879;  Free 

Facts  on  Testicular  Cancer  (Booklet) 
American  Cancer  Society,  Texas  Division 
Order  #931;  Free 

Male  Cancer  Awareness  (Slides) 

American  Cancer  Society,  Texas  Division 
Order  #P49;  Free 

Male  Cancer  Awareness  (Training  Manual) 
American  Cancer  Society,  Texas  Division 
Order  #809;  Free 

Testicular  Self-Examination  (Film/Video) 

(5  min) 

American  Cancer  Society,  Texas  Division 
Order  #P266;  Free 

Testicular  Self-Examination  (Speaker’s  Guide) 
American  Cancer  Society,  Texas  Division 
Order  #878;  Free 

Testicular  Cancer  and  Testicular  Self-Exami- 
nation (Pamphlet) 

M.D.  Anderson  Cancer  Center 
$0.30  per  unit 

Testicular  Biopsy  (Pamphlet) 

M.D.  Anderson  Cancer  Center 
$0.30  per  unit 

Testicular  Self-Examination  (SlidesA^ideo) 
M.D.  Anderson  Cancer  Center 
Order  #558-1-82;  Slide/Tape — $96; 

Video— $75 

What  Every  Male  Should  Know  About  Can- 
cer of  the  Testicle  (Pamphlet) 

Health  Edco 

Order  #P40017;  $0.55  to  $1.10,  depending 
on  quantity 


27.  Luther  SL,  Sroka  S,  Goormastic  M,  Mon- 
tie JE.  Teaching  breast  and  testicular  self 
exams:  evaluation  of  a high  school  cur- 
riculum pilot  project.  Health  Educ. 
1985;16(l):40-43. 

28.  Marty  PJ,  McDermott  RJ.  Teaching  about 
testicular  cancer  and  testicular  self  exami- 
nation. / School  Health.  1983;53(6): 
351-356. 

29.  Plan  for  the  American  Cancer  Society 
Youth  Education  Program.  New  York, 
NY:  American  Cancer  Society;  1987. 

30.  Texas  Cancer  Council.  Impact  of  Cancer 
on  Texas.  4th  ed.  Houston,  Tex:  M.D. 
Anderson  Hospital  and  Tumor  Institute; 
1987. 

No.  5 May  1991 


Testicular  Self-Examination  (Flip  Chart) 

Health  Edco 

Order  #P43103;  $39.50 

Testicular  Self-Examination  (Hanging  Shower 
Card) 

Health  Edco 

Order  #P23020;  $0.55  to  $1.60,  depending 
on  quantity 

Partners  With  Your  Doctor  — Men  (TSE 
Video) 

Health  Edco 

Order  #P45210;  $69.50 

Testicle  Self- Exam  (Practice  Model) 

Health  Edco 

Order  #P26400;  $72.50 

Mini-Testicle  (Handout  Model) 

Health  Edco 

Order  # P26930;  $24/dozen  to  $39/dozen, 
depending  on  quantity 


Mailing  addresses: 

American  Cancer  Society,  Texas  Division,  Inc 
PO  Box  149054 
Austin,  Texas  78714 
(512)  928-2262 

The  University  of  Texas 
M.D.  Anderson  Cancer  Center 
Patient  Education  Office 
1515  Holcombe,  Box  21 
Houston,  Texas  77030 
(713)  792-7128 

Health  Edco 
PO  Box  21207 
Waco,  Texas  76702 
(800)  433-2677 
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Cross-cultural  ethical  issues  pervade 
medical  care  in  Texas.  This  prelimi- 
nary study  concerns  the  particular  is- 
sues that  arise  when  an  Anglo-Amer- 
ican physician  requests  an  autopsy 
from  a Mexican- American  family. 
The  study  quantified  differences  in 
autopsy  rates  between  Mexican- 
American  and  Anglo-American  pa- 
tients at  one  San  Antonio  hospital. 
Mexican-Americans  had  higher  rates 
for  patients  dying  between  the  ages 
of  21  and  40,  and  after  80.  Anglo- 
Americans  had  higher  rates  for  all 
other  age  groups.  Differences  in  au- 
topsy rates  between  Mexican-Ameri- 
cans and  Anglo-Americans  ranged 
from  5 to  18  autopsies  per  100 
deaths  and  varied  by  age  group.  The 
study  also  involved  33  interviews 
concerning  Mexican-American  and 
Anglo-American  culture.  Interview- 
ees identified  four  sources  of  rele- 
vant differences:  (1)  medicine’s  pro- 
fessional values,  (2)  beliefs  about  the 
power  of  medical  science  to  control 
disease,  (3)  beliefs  about  keeping  ca- 
davers whole  and  unmutilated,  and 
(4)  beliefs  about  the  sentience  of  the 
soul  after  bodily  death.  An  apprecia- 
tion of  these  value  differences  is  the 
basis  for  requesting  autopsies  in  cul- 
turally sensitive  ways. 
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Culture  determines  much  of 
how  a person  reacts  to  illness 
and  treatment.  Culture  is 
defined  as  the  body  of  learned  val- 
ues, beliefs,  and  behaviors  that  char- 
acterize a group  of  people.  Culture 
provides  the  basic  conceptual  frame- 
work by  which  individuals  within 
the  group  interpret  their  surround- 
ings, the  behavior  of  the  people 
around  them,  and  the  events  that  be- 
fall them  (1).  Race,  nationality,  and 
native  language  alone  do  not  deter- 
mine a person’s  culture.  Education, 
vocation,  socioeconomic  status,  and 
other  factors  also  affect  values,  be- 
liefs, and  behaviors  and  thereby  help 
to  determine  a person’s  cultural 
group.  The  values,  beliefs,  or  behav- 
iors peculiar  to  a subgroup  within  a 
culture  defines  a subculture.  Accord- 
ing to  these  definitions,  Texas  has 
many  cultures  and  subcultures. 

Ethical  issues  arise  whenever 
choice  of  action  is  affected  by  a 
conflict  of  values.  Cross-cultural  dif- 
ferences are  an  important  source  of 
conflicting  values.  Whenever  people 
from  one  culture  interact  with  peo- 
ple from  another  culture,  values  will 
often  conflict  and  cross-cultural  ethi- 
cal issues  will  arise. 

Given  the  many  cultures  and  sub- 
cultures in  Texas,  cross-cultural  ethi- 
cal issues  in  patient  care  are  bound 
to  arise  here.  Most  physicians  in 
Texas  have  encountered  them.  For 
example,  may  a devoutly  Catholic, 
Mexican-American  physician  refuse 
to  prescribe  birth  control  pills  to  an 
Anglo-American  patient  who  re- 
quests them?”^  May  a family  that  be- 
lieves in  the  sanctity  of  life  require 
the  physician  to  provide  full  life  sup- 
port to  an  adult  who  is  permanently 
comatose  after  a severe  stroke? 
Must  the  physician  acquiesce  to  the 
refusal  by  Jehovah’s  Witnesses  for 
their  child  to  receive  blood  transfu- 


sions? Should  the  physician  practic- 
ing in  a public  hospital  treat  undoc- 
umented aliens? 

This  article  focuses  on  one  area 
in  which  cross-cultural  medical 
ethics  issues  arise  in  Texas:  autopsy 
requests  of  Mexican-American  fami- 
lies by  Anglo-American  physicians. 
After  presenting  a typical  case,  I ad- 
dress the  question  of  whether  cross- 
cultural  value  conflicts  could  have 
affected  the  family’s  decision  about 
autopsy.  I examine  culture-specific 
data  from  one  San  Antonio  hospital 
and  compare  the  autopsy  rates  for 
Mexican-Americans  and  Anglo- 
Americans.  I also  draw  on  inter- 
views concerning  the  two  cultural 
groups.  I conclude  that  cultural  val- 
ue differences  probably  did  influence 
the  family’s  response  to  the  autopsy 
request.  Finally,  I offer  suggestions 
for  requesting  autopsies  in  culturally 
sensitive  ways. 

Case  presentation 

Mr  H presents  a typical  case  in 
which  cross-cultural  ethics  issues 
arise  over  a request  for  autopsy.  Mr 
H,  a 52-year-old  Mexican-American 
who  has  diabetes,  dies  unexpectedly 
several  days  after  admission  to  the 
hospital.  Because  the  death  occurs  in 
the  middle  of  the  night,  his  regular 
attending  physician  asks  the  emer- 
gency room  physician,  an  Anglo- 
American,  to  pronounce  death  and 
to  request  an  autopsy.  The  emergen- 
cy room  physician  assembles  the 
grief-stricken  family  in  the  confer- 
ence room  on  the  ward.  The  family 


"■  I use  the  term  Mexican-American  to  refer  to 
Americans  descended  from  Mexicans.  I use 
the  term  Anglo-American  to  refer  to  Ameri- 
cans descended  from  non-Hispanic  Euro- 
peans. Both  terms  have  common  usage  in 
South  Texas  and  do  not  necessarily  bear  nega- 
tive connotations. 
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1.  Rates  for  autopsies  permitted  by  Mexican-American  and  Anglo-American  families 
at  Medical  Center  Hospital,  1984  through  1989. 


Age  at  Death 
(Years) 

Mexican-American 

Anglo-American 

Deaths* 

Autopsy  Rates  (%) 

Deaths* 

' Autopsy  Rates  (%) 

Stillborn 

282 

52 

56 

70 

0-20 

344 

43 

96 

50 

21-40 

206 

29 

106 

24 

41-60 

477 

21 

201 

30 

61-80 

415 

18 

245 

25 

>80 

94 

11 

60 

3 

All  ages 

1818 

30 

764 

31 

Death  totals  exclude  the  178  Mexican-Americans  and  149  Anglo-American  patients  for  whom 
the  medical  examiner  required  an  autopsy;  excluded  also  are  the  17  Mexican-Americans  and  6 
Anglo-American  patients  whose  autopsy  statuses  were  unknown. 


consists  of  lower  middle-class  farm- 
ers from  the  Rio  Grande  Valley  who 
have  only  grade  school  educations. 
Without  introducing  himself  or 
greeting  the  family,  the  physician 
comes  immediately  to  the  point.  He 
says  in  English,  “We  do  not  know 
what  killed  the  patient,  but  an  au- 
topsy might  tell  us  the  cause  of 
death  and  might  help  us  treat  similar 
patients  better  in  the  future.  Will 
you  give  us  permission  to  perform 
an  autopsy?” 

The  family  members  discuss  the 
doctor’s  request  among  themselves 
in  Spanish  and  then  refuse  it 
adamantly  in  broken  English.  The 
physician’s  attempt  to  persuade  the 
family  members  to  change  their 
minds  turns  into  an  argument.  In  the 
end,  this  arguing  fails  to  change 
their  decision  and  leaves  the  physi- 
cian exasperated  and  the  family  an- 
gry. The  physician  hurries  back  to 
his  duties  in  the  emergency  room. 

Autopsy  data  from  Medical 
Center  Hospital 

To  determine  whether  the  H family’s 
refusal  was  typical  or  not,  I decided 
to  study  the  autopsy  permission 
rates  of  Mexican-American  and  An- 
glo-American families  at  Medical 
Center  Hospital  in  San  Antonio. 
This  630-bed  hospital  serves  primar- 
ily the  indigent  of  Bexar  County;  the 
patient  population  is  heavily  Mexi- 
can-American. (Of  all  admissions  in 
1989,  72%  were  Mexican-Ameri- 
cans, 20%  were  Anglo-Americans, 
and  8%  were  people  of  other  ethnic 
backgrounds.) 

Hospital  records  provided  the 
data  on  each  patient’s  autopsy  status, 
ethnicity,  and  age  at  death.  Between 
1984  and  1989,  3217  deaths  oc- 
curred at  Medical  Center  Hospital. 
Of  these  deaths,  63%  were  Mexican- 


Americans  and  29%  were  Anglo- 
Americans.  An  autopsy  was  per- 
formed on  a cadaver  under  either  of 
two  conditions:  if  the  local  medical 
examiner  required  an  autopsy  for  le- 
gal purposes,  or  if  the  dead  patient’s 
family  gave  permission  for  an  autop- 
sy. The  medical  examiner  required 
autopsies  on  178  Mexican-American 
patients  (9%  of  all  Mexican-Ameri- 
cans who  died),  and  the  families  gave 
permission  for  autopsies  on  another 
538  (27%).  The  medical  examiner 
required  autopsies  on  149  Anglo- 
American  patients  (16%  of  all  An- 
glo-Americans who  died),  and  the 
families  gave  permission  for  autop- 
sies on  another  236  (26%). 

Eig  1 compares  the  rates  of  au- 
topsies permitted  by  Mexican-Amer- 
ican and  Anglo-American  families 
from  1984  through  1989.  The  over- 
all rates  were  similar:  0.30  (30  au- 
topsies per  100  deaths)  for  Mexican- 
Americans  and  0.31  for  Anglo- 
Americans.  Yet  differences  occurred 
by  age  at  death.  For  patients  dying 
between  ages  21  and  40,  or  over  80, 
Mexican-American  families  gave 
permission  for  autopsies  at  the  high- 
er rates.  For  stillborns  and  patients 
dying  between  the  ages  of  0 and  20, 
41  and  60,  and  61  and  80,  Anglo- 
American  families  gave  permission 
at  the  higher  rates.  Depending  on 
the  age  group,  differences  in  rates 
between  Mexican-Americans  and 
Anglo-Americans  ranged  from  0.05 
to  0.18.  Only  the  rates  for  stillborns, 
patients  aged  41  to  60,  and  patients 
aged  61  to  80  were  statistically  dif- 
ferent between  Mexican-Americans 


and  Anglo-Americans. 

Thus,  while  not  showing  large  dif- 
ferences in  overall  autopsy  rates  be- 
tween Mexican-Americans  and  An- 
glo-Americans, these  data  do  suggest 
significant  age-specific  differences. 

Conflicts  of  culturally-based 
values  that  may  create  ethical 
issues  during  autopsy  requests 

To  investigate  whether  conflicts  of 
culturally-based  values  create  ethical 
issues  in  cases  such  as  Mr  H’s,  I in- 
terviewed 20  Mexican-Americans 
and  13  Anglo-Americans  who  had 
special  knowledge  of  Mexican- 
American  or  Anglo-American  cul- 
ture. The  Mexican-American  inter- 
viewees included  six  morticians,  two 
Roman  Catholic  priests,  one  Roman 
Catholic  hospital  chaplain,  one 
Methodist  lay  worker,  two  physi- 
cians, one  nurse,  one  in-hospital  pa- 
tient advocate,  one  social  scientist, 
and  five  others.  The  Anglo-American 
interviewees  included  two  morti- 
cians, two  Roman  Catholic  priests, 
five  Protestant  ministers,  one  physi- 
cian, and  three  social  scientists.  I be- 
gan the  interviews  by  presenting  a 
case  similar  to  Mr  H’s  and  then 
asked  each  interviewee  to  describe 
how  a “typical”  Mexican-American 
or  Anglo-American  family  would 
reason  and  decide  about  the  autopsy. 

I summarize  the  interviews  in  the 
following  paragraphs.  Throughout 
this  summary,  the  reader  should 
bear  in  mind  two  points:  first,  my 
distinguishing  one  culture’s  values 
from  the  other’s  does  not  imply  that 
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one  set  of  values  is  necessarily  better, 
and  second,  my  characterizations  of 
Mexican-Americans  and  Anglo- 
Americans  are  broad  generalizations 
with  many  individual  exceptions 
within  each  culture. 

Nonetheless,  the  interviews  re- 
vealed potential  conflicts  of  values 
between  the  Anglo-American  physi- 
cian and  the  Mexican-American  fam- 
ily in  Mr  H’s  case.  The  conflicts  arise 
from  four  sources:  medicine’s  profes- 
sional values,  bioscientific  education, 
religion,  and  beliefs  about  the  sen- 
tience of  the  soul  after  bodily  death. 

Medicine’s  professional  values. 
Medicine  embraces  three  profession- 
al values  that  may  affect  the  physi- 
cian’s request  for  an  autopsy:  the 
goal  to  prolong  life,  urgency,  and 
concern  for  future  patients.  Trained 
to  prolong  life,  physicians  may  in- 
correctly think  that  their  care-giving 
responsibilities  end  when  the  patient 
dies.  For  this  reason,  the  physician 
may  neglect  to  attend  to  the  grieving 
family’s  needs.  Furthermore,  urgen- 
cy — the  pressure  to  resolve  prob- 
lems quickly  — may  cause  the  physi- 
cian to  hurry  through  the  autopsy 
request  as  quickly  as  possible.  In 
contrast,  any  family,  regardless  of 
culture,  may  desperately  need  the 
physician’s  expression  of  sympathy, 
may  feel  no  time  pressure,  and  may 
resent  being  rushed  into  a decision 
about  autopsy.  In  addition,  medi- 
cine’s concern  for  future  patients' 
may  motivate  the  physician  but  not 
the  family.  The  physician  may  re- 
quest an  autopsy  to  improve  the 
care  of  future  patients,  but  the  fami- 
ly may  be  willing  to  permit  an  au- 
topsy only  if  it  will  benefit  them  im- 
mediately and  directly. 

In  the  case  of  Mr  H,  the  physi- 
cian’s neglect  of  the  family’s  grief 
and  his  sense  of  urgency  may  annoy 
the  family.  Moreover,  because  the 


autopsy  cannot  give  the  family 
members  what  they  want  most  — 
Mr  H alive  again  — they  may  view 
the  procedure  as  providing  them  no 
benefit.  All  of  these  factors  will 
influence  the  family  to  refuse  the 
physician’s  request  for  an  autopsy. 

Bioscientific  education.  Medical 
education  teaches  the  value  of  direct 
observation  and  of  the  scientific 
method  in  gaining  power  over  dis- 
ease. Most  physicians  believe  that  an 
autopsy  is  an  important  observa- 
tional and  scientific  tool  for  increas- 
ing that  power  by  advancing  medi- 
cal knowledge  and  educating 
physicians  (2-7). 

The  H family,  on  the  other  hand, 
may  be  fatalistic.  They  may  believe 
that  medical  science  wields  little 
power  over  disease  (8)  and  that  au- 
topsies afford  no  benefit.  Thus,  the 
physician’s  belief  in  medicine’s  pow- 
er over  disease  encourages  an  autop- 
sy on  Mr  H,  while  the  family’s  fatal- 
ism discourages  one. 

Religion.  Although  all  Anglo- 
Americans  are  obviously  not  Protes- 
tant, the  Protestant  religions  have 
played  a major  role  in  shaping  the 
largely  Anglo-American  world  view 
of  physicians  in  the  United  States. 
Similarly,  although  all  Mexican- 
Americans  are  not  Roman  Catholic, 
the  Roman  Catholic  religion  has 
influenced  strongly  the  Mexican- 
American  world  view  of  Hispanics 
in  South  Texas.  The  two  different 
religions,  especially  as  the  laity  inter- 
pret them,  may  differ  over  proper 
care  of  the  cadaver.  Unlike  Protes- 
tants, Roman  Catholics  may  place 
considerable  importance  on  main- 
taining the  cadaver  whole  and  un- 
mutilated.f The  basis  for  this  view 
may  be  the  belief  that  God  wants 
the  human  body  returned  to  Him 
whole  after  death,  that  an  autopsied 
patient  must  live  forever  in  heaven 


with  that  same  body  and  its  mutila- 
tions, or  that  mutilation  of  a cadav- 
er is  a desecration  of  a temple  of  the 
Holy  Spirit. 

Therefore,  unlike  the  Anglo- 
American  physician  who  may  be 
influenced  by  Protestant  thinking, 
the  H family  may  be  influenced  by 
Roman  Catholic  thinking.  The  idea 
of  autopsy  may  horrify  the  family 
members  because  they  believe  that 
cutting  into  Mr  H’s  body  will  harm 
it  permanently  for  its  return  to  God 
in  heaven. 

Beliefs  about  the  sentience  of  the 
soul  after  death.  Different  beliefs 
about  the  ability  of  the  soul  to  feel 
pain  after  bodily  death  may  also  cre- 
ate value  conflicts  during  a request  for 
autopsy.  Physicians  pronounce  death 
when  cardiorespiratory  or  brain  func- 
tion ceases.  They  seem  to  believe  that 
at  the  moment  of  death  the  soul 
leaves  the  body  and  that  the  body 
can,  therefore,  no  longer  feel  pain. 
Thus,  physicians  must  think  that  an 
autopsy  cannot  possibly  hurt  either 
the  body  or  the  soul  of  the  patient  (9). 

In  contrast,  many  Mexican-Amer- 
ican families  believe  that  the  soul  re- 
sides in  or  near  the  body  and  can  feel 
pain  for  as  long  as  several  days  after 
bodily  death.  If  an  autopsy  is  per- 
formed, the  soul  suffers  either  physi- 
cal pain  from  cutting  of  the  flesh  (if 
the  soul  resides  in  the  body)  or  psy- 
chological pain  from  observing  the 
desecration  of  the  body  (if  the  soul 
resides  outside  the  body).  Some  in- 
terviewees reported  various  times 
when  the  soul  completely  escapes  the 
body  and  loses  its  sentience:  when 
the  family  senses  that  the  soul  leaves 
the  body  during  the  wake,  when  the 
casket  is  closed  after  the  funeral,  or 


t Many  interviewees  used  the  term  “mutila- 
tion” with  its  negative  connotations. 
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when  the  first  dirt  is  thrown  on  the 
casket  to  begin  burial. 

In  Mr  H’s  case,  the  physician’s 
belief  that  Mr  H cannot  feel  pain  af- 
ter bodily  death  presents  no  obstacle 
to  an  autopsy.  Yet  the  family  may 
believe  that  Mr  H can  indeed  con- 
tinue to  feel  pain  until  his  soul  es- 
capes to  heaven.  Such  a belief  would 
obviously  make  the  family  try  to 
protect  Mr  H from  an  autopsy. 

Suggestions  for  managing 
autopsy  requests 

Realizing  that  strong  cultural  values 
may  govern  the  family’s  behavior 
immediately  after  a patient  dies, 
physicians  should  try  to  spot  cross- 
cultural  conflicts  and  handle  the  au- 
topsy request  with  compassion  and 
sensitivity  to  the  family’s  cultural 
values.  The  interviews  yielded 
specific  recommendations  for  man- 
aging cross-cultural  requests  for  au- 
topsy. In  Mr  H’s  case,  a different  ap- 
proach from  the  one  the  emergency 
room  physician  used  may  have  led 
the  family  to  permit  the  autopsy. 

In  general,  physicians  should 
probably  not  mention  an  autopsy 
before  the  death  of  the  patient.  In 
this  way,  the  physician  avoids  the 
appearance  of  giving  up  on  the  pa- 
tient too  soon.  One  Mexican-Ameri- 
can  mortician  called  such  giving  up 
“a  mortal  sin.”  Mentioning  an  au- 
topsy before  the  patient’s  death  may 
also  hurt  the  family  by  heightening 
their  grief  and  sense  of  abandon- 
ment. Thus,  it  was  appropriate  that 
Mr  H’s  regular  physician  did  not 
mention  an  autopsy  to  the  family 
before  Mr  H died. 

However,  the  physician  should 
always  keep  the  patient  informed 
about  the  diagnosis,  treatment,  and 
prognosis.  The  physician  should  ex- 
plain the  patient’s  medical  circum- 


stances in  the  clearest,  most  accurate 
terms.  If  a dying  patient  becomes 
unable  to  understand  this  informa- 
tion, the  physician  should  explain  it 
to  a close  relative  or  friend  whom 
the  patient  trusts.  The  physician 
should  also  communicate  this  infor- 
mation to  the  family’s  primary  deci- 
sion-maker, the  person  whose  judg- 
ment holds  the  greatest  sway  in 
family  decisions.  If  the  physician 
cannot  identify  this  decision-maker, 
he  should  ask  the  immediate  family 
whom  they  consult  in  making  deci- 
sions about  important  family  mat- 
ters. Mr  H’s  regular  physician  had 
an  obligation  to  keep  Mr  H in- 
formed about  his  diabetes  (even 
about  the  possibility  of  sudden 
death).  The  regular  physician  may 
have  known  the  H family  well 
enough  to  understand  their  style  of 
decision-making.  If  so,  the  regular 
physician  should  have  described  that 
style  to  the  emergency  room  physi- 
cian before  sending  him  to  request 
the  autopsy. 

After  the  patient  dies,  the  task  of 
requesting  an  autopsy  falls  to  the 
physician  who  has  the  best  rapport 
with  the  family,  presumably  the  pa- 
tient’s regular  physician.  In  the  case 
of  Mr  H,  his  regular  physician 
should  have  come  to  the  hospital  to 
meet  with  the  family,  regardless  of 
the  inconvenience. 

When  requesting  the  autopsy,  the 
physician  should  take  great  pains  to 
respect  the  family’s  beliefs  and  to  ac- 
commodate their  needs.  The  focus 
of  care  should  shift  from  the  patient 
to  the  family,  with  his  primary  con- 
cern becoming  the  family’s  well-be- 
ing. The  physician  may  choose  to 
enlist  the  family’s  priest  or  minister 
or  the  hospital’s  chaplain  to  assist  in 
comforting  the  family  and  commu- 
nicating with  them  (9).  The  emer- 
gency room  physician  should  have 


asked  whether  the  H family  wanted 
to  include  their  parish  minister  or 
the  hospital  chaplain  in  the  discus- 
sion about  an  autopsy. 

The  physician  should  also  re- 
member that  his  education,  profes- 
sion, and  social  status  may  intimi- 
date a family  with  less  education  or 
a lower  socioeconomic  status.  The 
physician  can  take  several  steps  to 
put  the  family  at  ease.  First,  if  the 
family  members  prefer  to  speak  in  a 
language  other  than  English,  the 
physician  should  make  every  at- 
tempt to  accommodate  them,  either 
by  speaking  that  other  language  or 
by  using  an  accurate  and  sensitive 
translator.  Second,  the  physician 
should  shake  hands  with  family 
members  or  touch  them  in  other 
ways  that  communicate  his  respect 
and  caring  for  them.  Third,  when 
speaking  with  the  family  members, 
the  physician  should  position  him- 
self at  their  eye  level.  Fourth,  the 
physician  should  welcome  those  rel- 
atives, friends,  or  other  advisors 
whom  the  nuclear  family  wants  to 
participate  in  the  decision  making. 
In  these  important  ways,  the  physi- 
cian communicates  respect  for  the 
family  and  its  customs,  imparts  a 
willingness  to  meet  the  family  on  its 
own  terms,  and  builds  a foundation 
of  trust  with  the  family.  With  the  H 
family,  the  physician  should  have 
spoken  in  Spanish  or  used  a Span- 
ish-speaking translator.  The  physi- 
cian should  have  taken  time  to  greet 
the  family  and  to  introduce  himself. 
He  should  have  invited  the  immedi- 
ately available  extended  family  and 
other  trusted  advisors  to  attend  the 
discussion  if  the  nuclear  H family 
wanted  them  there. 

One  interviewee  recommended 
that  the  physician  begin  a request 
for  autopsy  by  stating  his  respect  for 
the  patient  and  by  acknowledging 
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the  family’s  grief.  This  interviewee 
also  suggested  that  the  physician  try 
to  discern  the  family’s  spiritual  sup- 
ports. With  the  H family,  the  physi- 
cian might  have  said,  “I  realize  that 
Mr  H was  an  important  person  in 
your  lives,  and  that  you  are  grieving 
for  him.”  In  addition,  the  physician 
might  have  noticed  their  Bibles  and 
rosaries  in  the  ward  conference 
room  and  said,  “I  see  that  you  are  a 
religious  family.  I believe  that  God 
hears  your  prayers  for  Mr  H and 
that  God  will  comfort  him  and  you 
in  this  time  of  sadness.” 

Then,  before  making  his  request, 
the  physician  might  ease  the  tension 
by  acknowledging  the  awkwardness 
of  the  situation.  “I  know  this  is  an 
awkward,  painful  time  for  you,”  the 
physician  might  say,  “but  may  I ask 
you  about  an  autopsy?”  If  the  fami- 
ly agrees,  then  the  physician  should 
explain  what  an  autopsy  is  and  how 
it  provides  benefits.  He  should  list 
the  specific  benefits  he  expects  from 
the  autopsy,  particularly  those 
benefits  that  directly  affect  the  fami- 
ly (2-7,9-10).  The  physician  in  Mr 
H’s  case  should  have  explained  that 
the  autopsy  might  discover  a stroke, 
a silent  myocardial  infarction,  or 
some  other  explanation  for  Mr  H’s 
sudden  death.  The  autopsy  might 
also  identify  diseases  (such  as  tuber- 
culosis) that  were  undiagnosed  in 
Mr  H before  his  death  but  might 
threaten  the  family  if  left  untreated. 

The  physician  should  explain 
also  how  the  autopsy  might  benefit 
future  patients.  The  physician  might 
mention  how  autopsies  helped 
medicine  to  understand  pneumonia 
and  infectious  endocarditis.  The 
family  should  be  told  whether  the 
physician  expects  information  from 
the  autopsy  to  change  his  manage- 
ment of  future  patients.  In  the  case 
of  Mr  H,  the  physician  should  have 


explained  to  the  family  that  infor- 
mation from  the  autopsy  about  a 
silent  myocardial  infarction  could 
change  his  management  of  future  di- 
abetic patients. 

The  physician  should  explain  the 
charges  for  an  autopsy,  specify  any 
organs  that  will  be  removed  perma- 
nently, and  estimate  the  time  re- 
quired to  complete  the  autopsy.  If 
Mr  H had  died  at  Medical  Center 
Hospital,  his  family  would  have  in- 
curred no  charge  for  his  autopsy, 
only  microscopic  biopsies  would 
have  been  permanently  removed 
from  the  body,  and  the  autopsy 
would  have  been  completed  within  8 
to  24  hours  after  his  death. 

The  physician  should  acknowl- 
edge that  the  family  may  have  reser- 
vations about  mutilation  of  the  body 
or  may  have  beliefs  that  the  soul  suf- 
fers pain  from  an  autopsy.  The 
physician  should  allow  the  family 
members  time  to  discuss  these  reser- 
vations and  beliefs  with  their  priest 
or  other  advisors.  The  physician 
should  also  reassure  the  family  that 
the  autopsy  does  not  change  the  pa- 
tient’s appearance  for  purposes  of 
viewing  the  body  at  the  funeral 
home  (9).  The  physician  should  of- 
fer to  telephone  the  family  or  to 
meet  with  them  in  person  after  the 
autopsy  to  explain  its  findings  and 
implications  (9-10).  Thus,  the  physi- 
cian requesting  Mr  H’s  autopsy 
should  have  given  the  family  mem- 
bers time  to  discuss  their  reserva- 
tions, reassured  them  about  the 
body’s  appearance  after  autopsy, 
and  offered  to  explain  the  autopsy 
findings  to  them. 

The  autopsy  request  should  not 
be  rushed.  The  physician  should  give 
the  family  as  much  time  as  possible 
to  decide.  Pressing  for  an  immediate 
decision  will  strike  the  family  as  in- 
sensitive and  may  cause  them  to 


refuse.  In  Mr  H’s  case,  the  request- 
ing physician  should  have  ignored 
the  usual  time  pressures  in  the  emer- 
gency room  (except  life-threatening 
emergencies)  and  taken  15  to  30 
minutes  to  address  the  family’s  grief 
and  to  allow  the  family  members  to 
consider  an  autopsy. 

Of  course,  the  final  decision 
about  autopsy  rests  with  the  family. 
Realizing  this,  the  physician  should 
have  accepted  the  H family’s  refusal 
with  grace  and  with  respect  for  the 
family  members  and  their  values. 

A final  comment 

The  data  in  this  preliminary  study 
yielded  unexpectedly  conflicting  re- 
sults. While  the  hospital’s  autopsy 
rates  showed  only  small  differences 
between  Mexican-Americans  and 
Anglo-Americans,  the  interviews 
identified  sharp  differences  in  values 
between  the  two  groups.  I trust  the 
results  from  the  interviews  more 
than  the  data  regarding  the  autop- 
sies because  the  autopsy  data  have 
important  limitations.  For  example, 
the  autopsy  logs  lacked  information 
about  the  total  number  of  autopsy 
requests  for  each  ethnic  group,  and 
the  request  techniques  undoubtedly 
lacked  uniformity  from  family  to 
family.  These  limitations  may  have 
distorted  the  autopsy  rates. 

I believe  that  future  studies  are 
warranted  to  test  the  hypothesis, 
arising  primarily  from  the  inter- 
views, that  culturally-based  value 
differences  over  autopsies  exist  be- 
tween Mexican-Americans  and  An- 
glo-Americans and  that  these  differ- 
ences create  ethical  issues  during 
requests  for  autopsies.  Such  studies 
should  be  designed  to  yield  informa- 
tion that  will  improve  and  refine 
physicians’  techniques  for  requesting 
autopsies  (and  other  medical  proce- 
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dures)  across  cultural  bounds.  Pend- 
ing results  from  these  studies,  physi- 
cians should  remain  alert  for  cultur- 
al influences  on  the  family  at  the 
time  of  a patient’s  death.  The  physi- 
cian should  acknowledge  the  fami- 
ly’s grief  and  show  respect  for  the 
family’s  culturally-determined  cus- 
toms. Such  sensitivity  will  win  the 
appreciation  of  families  and  may  in- 
crease autopsy  rates. 
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Chancroid  in  Dallas:  new  lessons  from 
an  old  disease 


In  June  1986,  an  unusual  number  of 
cases  of  darkfield  negative,  nonvesic- 
ular,  painful  genital  ulcers  were  not- 
ed in  men  presenting  to  the  Sexually 
Transmitted  Diseases  Clinic  of  the 
Dallas  County  Health  Department. 
Serologic  findings  were  routinely 
nonreactive  in  these  patients.  This 
clinical  presentation  was  consistent 
with  a diagnosis  of  chancroid,  and 
empiric  therapy  with  erythromycin 
proved  quite  efficacious.  A retro- 
spective review  of  charts  revealed 
several  similar  presentations  in  May. 
After  3 weeks  of  experimentation 
with  culture  media,  positive  cultures 
for  Haemophilus  ducreyi  were  ob- 
tained and  confirmed  by  the  Centers 
for  Disease  Control,  definitively  es- 
tablishing the  presence  of  chancroid 
in  Dallas.  By  year’s  end,  383  cases 
of  chancroid  had  been  diagnosed. 
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Though  chancroid  is  uncom- 
mon in  industrialized  na- 
tions, its  worldwide  incidence 
exceeds  that  of  syphilis  (1).  Recent 
microepidemics  of  this  disease  on 
the  North  American  continent  have 
been  reported  in  Winnipeg,  Manito- 
ba between  July  1975  and  Septem- 
ber 1977  (2),  in  Seattle,  Washington 
in  1978  (3),  in  Orange  County,  Cal- 
ifornia from  May  1981  through 
February  1983  (4),  and  in  Boston, 
Massachusetts  between  January 
and  September  of  1985  (5).  Cur- 
rently outbreaks  are  occurring  in 
Southern  Florida,  in  Dallas,  Texas, 
in  New  York  City,  and  in  Southern 
California.  During  1985  no  cases  of 
chancroid  were  reported  in  Dallas, 
and  only  7 cases  were  reported  in 
Texas  (6). 

History 

Chancroid  was  first  differentiated 
from  syphilis  in  1852  by  Bassereau. 
He  made  this  distinction  by  inocu- 
lating purulent  material  from  genital 
ulcers  into  nongenital  skin  sites  and 
causing  infection  at  these  distant 
sites.  This  could  not  be  accom- 
plished with  material  from  syphilitic 
chancres  (7). 

In  1889,  Ducrey  performed  serial 
reinoculation  of  distant  skin  sites, 
beginning  with  material  from  genital 
ulcers  and  inoculating  a new  site 
each  week  with  material  from  the 
previous  week’s  infection.  In  this 
manner,  he  was  able  to  demonstrate 
a single  microorganism  in  exudate 
from  the  ulcers  after  several  pas- 
sages. He  was,  however,  unable  to 
culture  the  organism  in  vitro,  and  he 
was  unable  to  demonstrate  it  in  exu- 
date from  buboes  (8). 

Some  authors  credit  Lenglet  with 
first  successfully  culturing  the 
causative  organism  of  chancroid  on 


clotted  rabbit  blood  in  1898  (9). 
However,  other  earlier  researchers 
have  been  given  this  distinction  by 
different  reviewers  (10). 

Epidemiology 

In  all  populations  studied  — military, 
civilian,  and  in  societies  in  which 
chancroid  is  endemic  — prostitutes 
appear  to  be  the  main  reservoir  of  in- 
fection with  H ducreyi.  Males  tend  to 
have  a higher  incidence  of  disease 
than  females,  with  male-to-female  ra- 
tios ranging  from  3:1  (Winnipeg)  to 
53:1  (Orange  County)  (3,5).  Study  of 
chancroid  in  Kenya  led  to  the  conclu- 
sion that  three  factors  were  responsi- 
ble for  disease  spread:  a large  popu- 
lation of  men  separated  from  their 
families,  prostitutes,  and  lack  of  cir- 
cumcision (11).  It  is  not  surprising, 
therefore,  that  this  disease  has 
plagued  military  forces.  During 
World  War  I,  chancroid  accounted 
for  75%  of  genital  ulcer  disease  in 
American  expeditionary  forces  (12). 
In  World  War  II,  chancroid  account- 
ed for  39%  of  the  sexually  transmit- 
ted disease  diagnosed  in  the  Panama 
Canal  Zone  (13). 

The  initial  group  of  infected  men 
in  Dallas  consisted  largely  of  His- 
panic workers  who  were  undocu- 
mented, lived  many  men  to  a house 
in  an  almost  communal  setting,  and 
whose  only  sexual  outlet  was  prosti- 
tutes. Over  90%  of  these  men  were 
uncircumcised.  Patients  ranged  from 
16  to  68  years  of  age  (mean  age  29). 
During  the  first  10  weeks  of  the  epi- 
demic, Hispanic  males  accounted  for 
57%  of  the  cases.  Sixty  percent  of 
the  patients  lived  in  a circumscribed 
area  of  the  city  known  as  East  Dal- 
las. Prostitutes  were  named  as  po- 
tential source  by  66%  of  the  male 
patients  diagnosed  during  this  first 
10  weeks. 
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1.  Chancroid  cases  in  Dallas,  Texas  in  1986. 


2.  Chancroid  cases  in  Dallas,  Texas  in  1987.  3.  Chancroid  cases  in  Dallas,  Texas  in  1988. 
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A shift  in  descriptive  epidemiolo- 
gy was  noted  during  the  second  10 
weeks  of  the  epidemic.  The  infection 
was  diagnosed  in  Hispanic  men  less 
frequently,  with  this  group  account- 
ing for  only  43%  of  the  diagnosed 
cases.  Overall  during  1986,  Hispan- 
ics  accounted  for  50.8%  of  the  total 
chancroid  morbidity,  blacks  for 
39.6%,  and  whites  for  9.6%  (Fig  1). 

The  shift  in  the  disease  was  not 
only  ethnic  but  also  geographic.  The 
shift  that  began  during  the  second 
10  weeks  of  the  epidemic  in  1986 
became  even  more  evident  in  1987. 
During  1987,  blacks  accounted  for 
69%  of  the  total  chancroid  morbidi- 
ty seen  in  the  Sexually  Transmitted 
Diseases  Clinic,  while  Hispanics  ac- 
counted for  25%,  and  whites  for 
6%  (Fig  2).  In  addition,  the  disease 
was  being  diagnosed  with  increasing 
frequency  among  people  who  resid- 
ed in  two  linked  areas  of  the  city 
known  as  South  Dallas  and  Oak 
Cliff.  During  the  period  May  1986 
to  December  1987,  men  accounted 
for  728  of  the  855  cases  reported,  or 
a male-to-female  ratio  of  6:1. 

During  1988,  620  cases  of  chan- 
croid were  reported  by  the  Sexually 
Transmitted  Diseases  Clinic.  The  dis- 
tribution of  the  disease  by  race  and 
geography  followed  the  pattern  that 
was  established  in  1987.  Blacks  ac- 
counted for  76.6%  of  the  total  cases 
seen  in  this  clinic  in  1988,  while  His- 
panics accounted  for  19.7%  and 
whites  for  3.7%.  The  disease  contin- 
ued to  be  diagnosed  in  patients  resid- 
ing in  the  South  Dallas  and  Oak 
Cliff  areas  of  the  city  (Fig  3). 

Control  measures  implemented  by 
the  health  department  consisted  of 
tracing  contacts,  conducting  an  edu- 
cational campaign  in  English  and  in 


Spanish  targeted  toward  individuals 
considered  to  be  at  high  risk  and 
prostitutes,  and  distributing  condoms. 
The  Texas  Department  of  Health  pro- 
vided a bilingual  specialist  in  disease 
intervention  to  help  with  the  educa- 
tional campaign.  Furthermore,  private 
physicians  were  informed  of  the  out- 
break by  letter  through  the  Dallas 
County  Medical  Society. 


treatment,  nodes  will  suppurate  and 
rupture.  Other  complications  include 
phimosis,  paraphimosis,  urethral 
fistulae,  urethral  strictures,  recto- 
vaginal fistulae,  secondary  infection, 
formation  of  venereal  warts,  and 
piercing  of  the  frenulum.  No  sys- 
temic disease  is  associated  with 
chancroid,  and  it  is  not  transmitted 
from  a mother  to  her  unborn  child. 


The  disease 


Diagnosis 


Chancroid,  after  an  incubation  peri- 
od ranging  from  3 to  10  days,  ap- 
pears as  one  or  more  tender,  erythe- 
matous genital  papules  that  ulcerate 
over  the  next  24  to  48  hours.  These 
ulcers  are  painful,  have  ragged 
borders  and  are  usually  cov- 
ered with  a yellowish  purulent 
exudate.  They  are  not  indurat- 
ed and  their  diameters  vary 
from  0.3  to  2.0  cm  (Fig  4). 

Trauma  is  thought  to  be  a 
necessary  precursor  to  infection 
with  H ducreyi.  The  inoculum 
size  required  to  produce  in- 
fection is  unknown.  The  organ- 
ism does  not  elaborate  toxins 
or  extracellular  enzymes. 

Anatomic  sites  of  involve- 
ment with  chancroidal  ulcers 
in  men  include  the  prepuce, 
frenulum,  coronal  sulcus,  and 
the  shaft.  In  women,  these  ul- 
cers involve  the  fourchette, 
labia,  vestibule,  vaginal  walls, 
and  cervix  (Fig  5). 

The  most  frequent  compli- 
cation of  chancroid  is  painful 
inguinal  lymphadenopathy, 
which  is  usually  unilateral  (Fig 
6).  Men  experience  this  com- 
plication much  more  frequent- 
ly than  women  do.  Without 


H ducreyi.,  the  causative  organism  of 
chancroid,  is  a fastidious  gram-nega- 
tive bacillus.  The  only  way  this  or- 
ganism can  be  diagnosed  is  by  cul- 
ture. Successful  isolation  depends 


4.  Typical  genital  and  rare  extragenital  ulcers 
of  chancroid. 

5.  Bilateral  labial  ulcers  of  chancroid. 
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upon  several  factors.  First,  the  speci- 
men for  culture  must  be  taken  from 
the  ulcer  and  inoculated  directly 
onto  the  culture  plate  because  trans- 
port media  are  not  available.  Second, 
the  organism  is  often  overgrown  by 
gram-positive  cocci,  which  frequent- 
ly colonize  chancroidal  ulcers.  Third, 
H ducreyi  has  very  specific  growth 
requirements.  Successful  culture  de- 
pends upon  provision  of  the  appro- 
priate admixture  of  media  compo- 
nents and  environment. 

Positive  cultures  were  obtained  in 
Dallas  using  an  enriched  chocolate 
agar  media  with  added  hemoglobin, 
fetal  calf  serum,  and  vancomycin, 
which  was  incubated  at  a tempera- 
ture of  33°  C to  35°  C in  a water- 
saturated  atmosphere  containing 
5%  to  10%  COT  This  method 
yielded  a 30%  positivity  rate.  Al- 
though this  rate  appeared  low  com- 
pared with  the  80%  reported  in 
studies  from  Kenya  (14),  it  com- 
pared quite  favorably  to  North 
American  rates  of  isolation  (Win- 
nipeg, 19%;  Orange  County,  29%; 
and  Boston,  14%)  (3,5,6).  One 
strain  of  fi-lactamase-positive  H 
ducreyi  appeared  to  be  responsible 
for  the  Dallas  outbreak. 

Differential  diagnosis 

Sexually  transmitted  diseases  that 
must  be  considered  in  the  differen- 
tial diagnosis  of  chancroid  include 
syphilis,  genital  herpes,  granuloma 
inguinale  (donovanosis),  and  lym- 
phogranuloma venereum  (LGV). 
Evaluating  the  clinical  features  of 
genital  ulcerative  disease  can  help  to 
distinguish  chancroid  from  other 
sexually  transmitted  diseases.  Dis- 
ease features  that  should  be  consid- 
ered include  incubation  period,  the 


6.  Unilateral  inguinal 
lymphadenopathy  caused  by 
chancroid. 


number,  depth,  and  indura- 
tion of  lesions,  pain,  and  as- 
sociated lymphadenopathy. 

Except  for  genital  herpes,  which 
has  an  incubation  period  of  2 to  7 
days,  all  other  diseases  to  be  consid- 
ered in  the  differential  diagnosis  of 
chancroid  have  incubation  periods 
of  several  weeks.  Only  syphilis  and 
LGV  present  with  singular  ulcers. 
Chancroidal  ulcers,  unlike  all  others, 
are  deep  with  a purulent  base.  Some 
degree  of  induration  is  common  to 
all  lesions  except  those  of  genital 
herpes  and  chancroid.  In  fact,  for 
many  years  chancroid  was  called 
“soft  chancre.”  While  pain  occurs 
with  all  genital  ulcers  except  those 
of  syphilis  and  granuloma  inguinale, 
the  most  severe  pain  occurs  in  chan- 
croid. Inguinal  lymphadenopathy  is 
common  to  all  genital  ulcerative  dis- 
eases except  granuloma  inguinale, 
which  is  characterized  by  pseu- 
dobuboes, granulomatous  nodules 
of  the  skin  and  subcutaneous  tissue 
of  the  inguinal  region.  The  lym- 
phadenopathy associated  with 
syphilis  is  painless  and  bilateral,  and 
that  of  genital  herpes  is  usually 
slightly  painful  and  bilateral.  The 
lymphadenopathy  associated  with 
chancroid  and  LGV  is  usually  uni- 
lateral and  painful.  Suppuration  is 
common  with  the  lymphadenopathy 
of  both  chancroid  and  LGV.  LGV 
can  be  distinguished  from  chan- 
croid, however,  when  involvement 
of  both  the  inguinal  and  femoral 
chains  of  nodes  is  found.  Note  also 
that  the  ulcer  of  LGV  is  very  evanes- 
cent. The  patient  with  this  disease 
usually  seeks  medical  attention  be- 
cause of  painful  or  suppurative  lym- 
phadenopathy. 

At  the  time  chancroid  is  diag- 
nosed, patients  should  have  samples 
collected  for  serologic  tests  for 
syphilis  and  for  cultures  for  herpes 


simplex  virus.  Those  patients  who 
have  painful,  unilateral,  fluctuant  in- 
guinal lymphadenopathy  when  they 
are  first  seen  (especially  if  genital  ul- 
ceration is  absent  or  has  healed) 
should  have  complement  fixation 
titres  drawn  for  LGV.  Granuloma  in- 
guinale is  so  rare  in  the  United  States 
that  routine  testing  is  not  indicated. 
Concomitant  infection  with  other 
sexually  transmitted  diseases  is  com- 
mon and  should  always  be  ruled  out. 

Finally,  other  conditions  that  must 
be  considered  in  the  differential  diag- 
nosis of  chancroid  include  trauma 
and  malignancy.  Trauma  can  easily 
be  ruled  out  in  most  cases  by  a care- 
ful history.  Genital  ulcers  that  do  not 
heal,  that  are  associated  with  persis- 
tent lymphadenopathy,  and  that  are 
inconsistent  with  sexually  transmit- 
ted genital  ulcerative  disease  by  his- 
tory, appearance,  and/or  laboratory 
findings  warrant  prompt  referral  for 
biopsy  to  rule  out  malignancy. 

Treatment 

While  untreated  ulcers  may  persist 
for  many  weeks,  an  appropriate  an- 
timicrobial regimen  will  effect  a cure 
within  10  days.  The  antimicrobial 
treatment  of  chancroid  began  in 
1938  with  the  introduction  of  the 
sulfonamides.  Before  then,  local 
therapies  and  circumcision  had  been 
tried  with  varying  reports  of  success 
(15).  During  the  1950s,  the  tetracy- 
clines and  chloramphenicol  proved 
efficacious. 

Patterns  of  resistance  to  the  tetra- 
cyclines and  sulfonamides  began  to 
develop  in  Vietnam  in  the  1960s. 
Beta-lactamase  coding  plasmids  were 
discovered  in  H ducreyi  isolates  from 
Seattle  in  1979  and  from  Winnipeg 
in  1980  [16,17,18].  Subsequently, 
plasmid-mediated  resistance  to 
kanamycin,  chloramphenicol,  trime- 
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thoprim,  and  the  penicillins  has  been 
noted  in  H ducreyi  isolates  from 
around  the  world  (19). 

With  the  possible  exception  of 
one  isolated  report  of  resistance  in 
Singapore,  erythromycin  has  proved 
universally  to  be  effective  antimicro- 
bial therapy  for  chancroid  (20).  Cur- 
rent recommendations  from  the 
Centers  for  Disease  Control  for 
treatment  consist  of  500  mg  of  ery- 
thromycin given  orally  four  times  a 
day  for  at  least  7 days,  or  250  mg  of 
ceftriaxone  given  intramuscularly  in 
a single  dose,  or  one  double-strength 
tablet  (160/800  mg)  of  trimetho- 
prim/sulfamethoxazole given  orally 
twice  a day  for  at  least  7 days  (21). 
Sexual  partners  of  patients  with 
chancroid  should  be  treated  with 
one  of  these  regimens. 

Fluctuant  lymph  nodes  should 
never  be  incised  and  drained.  In- 
guinal adenopathy  that  does  not  re- 
spond to  medical  management 
should  be  carefully  aspirated  with  a 
large  bore  needle  and  syringe. 

Conclusion 

Chancroid,  a sexually  transmitted 
disease,  heretofore  encountered 
rarely  in  the  United  States,  has  be- 
come increasingly  prevalent  in  many 
major  American  cities  over  the  last  3 
years.  The  prior  rarity  of  its  occur- 
rence in  this  country  and  the  un- 
availability of  readily  accessible  or 
rapid  diagnostic  techniques  have 
combined  to  make  this  disease  a di- 
agnostic dilemma  for  physicians  who 
are  unaware  of  its  resurgence.  The 
finding  of  painful,  nonvesicular  geni- 
tal lesions  that  are  darkfield  negative 
in  a patient  who  has  a nonreactive 
syphilis  serology  should  prompt  the 
clinician  to  consider  a diagnosis  of 
chancroid.  Administering  500  mg  of 
erythromycin  orally  four  times  daily. 


250  mg  of  ceftriaxone  intramuscu- 
larly in  a single  dose,  or  one  double- 
strength tablet  (160/800  mg)  of 
trimethoprim/sulfamethoxazole  oral- 
ly twice  daily  for  at  least  7 days  pro- 
vides excellent  cure  rates  and  rapid 
relief  of  discomfort.  Patients  with 
chancroid  should  also  be  considered 
at  high  risk  for  concomitant  infec- 
tion with  other  sexually  transmitted 
diseases.  The  known  association  be- 
tween genital  ulcerative  disease  and 
infection  with  human  immuno- 
deficiency virus  (22)  mandates  that 
chancroid  and  all  other  sexually 
transmitted  diseases  leading  to  the 
development  of  genital  ulcers  be  rec- 
ognized quickly  and  treated  aggres- 
sively whenever  possible. 
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The  practice  of  obstetrics  is  well- 
known  as  a medicolegal,  high-risk 
profession.  Poor  charting  is  consid- 
ered an  area  of  serious  deficiency  for 
physicians  and  especially  for  obste- 
tricians. 'We  reviewed  the  charting 
practices  of  obstetricians  in  a level 
II  community  hospital.  The  tradi- 
tional 1-  and  5-minute  Apgar  scores 
were  employed  as  the  screening  cri- 
teria. Apgar  scores  of  7 or  lower  at 
5 minutes  were  used  to  identify 
charts  considered  vulnerable  to  liti- 
gious activity.  Of  1437  deliveries, 
115  charts  with  5-minute  Apgar 
scores  of  7 or  lower  were  reviewed. 
Traditional  requirements  for  chart- 
ing, eg,  history  and  physical  exams, 
admission  notes  and  diagnoses  were 
recorded  fairly  consistently.  Howev- 
er, elements  such  as  statements  of 
judgment,  autopsy  reports,  scalp 
pHs,  and  extended  Apgar  scores 
that  would  render  a chart  defensible 
were  sorely  lacking.  Charting  skills, 
not  necessarily  the  quality  of  care, 
may  render  obstetricians  medicole- 
gally  vulnerable. 


Send  reprint  requests 
to  Dr  Walker,  Presi- 
dent, Elenchos-Rimar 
Corp,  400  Medical 
Center  Blvd,  #400, 
Webster,  TX  77598. 
See  end  of  this  article 
for  identification  of 
other  authors. 


Do  obstetrical  charts  present  a liability  risk? 

Richard  Walker,  MD  Victor  Kahler,  MD 

Lois  Rollins,  MD  William  Powell,  MD 

Manik  Husain,  MD  Ann  Marie  Porta,  RN 


Poor  documentation  by  physi- 
cians and  other  medical/hospi- 
tal personnel  has  been  called  a 
precipitating  factor  of  medical  mal- 
practice (1,2).  This  is  not  to  say  that 
poor  charting  causes  malpractice  lit- 
igation; poor  outcomes  and  poor 
communication  cause  medical  mal- 
practice. However,  the  quality  of 
documentation  in  obstetrics,  spe- 
cifically, has  been  singled  out  as  be- 
ing extremely  poor.  Those  obstetri- 
cal charts  reviewed  were  those 
already  destined  for  the  court  (3). 

We  attempted  to  evaluate  what 
should  be  contained  in  obstetrical 
charts  and  whether  a Potential  Com- 
pensable Event  (PCE)  increases  vul- 
nerability for  liability.  A PCE  is  “any 
adverse  occurrence  that  has  the  nec- 
essary ingredients  to  cause  a financial 
loss  to  the  hospital  [physician]  or  its 
insurer,”  according  to  Kraus’s  defini- 
tion (4).  Our  goal  was  to  determine 
if,  in  general  obstetrical  practices, 
when  a PCE  is  present  whether  ob- 
stetrical charts  contain  sufficient  data 
to  render  them  medically  accurate 
and  legally  defensible  or  whether 
they  pose  a liability  that  allows  for  a 
relatively  easy  plaintiff’s  case. 

Obstetrical  charts  were  chosen 
because  obstetrics  ranks  as  the  most 
litigated  medical  specialty  with  some 
of  the  highest  recorded  average 
awards  (5).  Eurther,  obstetrics  has  a 
unique  characteristic:  it  records 
events  for  almost  a year’s  duration. 
This  documentation  of  various  land- 
mark dates  and  events  has  the  poten- 
tial to  profoundly  affect  the  legal  as 
well  as  the  clinical  outcome  (6).  The 
legal  importance  is  compounded  by 
statutes  of  limitations  for  brain-dam- 
aged  babies.  The  proper  documenta- 
tion, or  lack  thereof,  at  2,  10,  or 
even  20  years  from  the  time  of  the 
event  will  certainly  be  a key  element 


in  the  courtroom  when  memories 
have  failed  the  defendants. 

Defensible  charting  means  chart- 
ing, be  it  in  obstetrics  or  any  disci- 
pline, that  displays  accurately  all 
necessary  information  providing  a 
true  clinical  account  of  events  relat- 
ing to  judgment,  diagnoses,  prog- 
noses, treatments,  and  outcomes,  re- 
gardless of  the  type  of  outcome. 
This  entire  account  is  supported  by 
a paper  trail  and  done  in  a timely 
fashion  (7). 

Defensible  charting  does  not  in- 
clude altering  any  facts  or  documents 
in  the  charts  after  the  patient  has 
been  discharged.  It  also  does  not  in- 
clude commentary  or  personal  opin- 
ions of  other  staff  or  administration. 

Defensible  charting  does  provide 
for  the  legal  inclusion  of  documents 
or  documentation.  This  is  concurrent 
with  the  patient’s  hospitalization  or 
discharge  and  excludes  the  use  of  po- 
tentially damaging  words,  phrases,  or 
statements  (8).  Legal  inclusions  after 
discharge  means  chart  entries  as  ad- 
dendums, signed  and  dated. 

Methods 

This  study  uses  the  1-  and  5-minute 
Apgar  scoring  system  to  identify 
those  obstetrical  charts  that  have  a 5- 
minute  score  lower  than  7 and  meet 
the  definition  of  a defensible  chart. 

The  records  of  the  obstetrical  de- 
partment were  reviewed  over  a peri- 
od of  28  months.  During  this  time, 
there  were  1437  births.  All  deliver- 
ies, their  outcomes,  and  their  Apgar 
scores  were  recorded  in  a daily  log 
book  kept  in  Labor  and  Delivery.  Of 
this  number,  153  births  showed  Ap- 
gars  at  5 minutes  that  were  lower 
than  7.  This  represented  10.7%  of 
all  births.  Eighteen  charts  were  not 
reviewed  further  because  they  were 
not  found,  were  on  microfilm,  were 
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I.  l^ocumentation  in  115  obstetrical  charts,  in  descending  order  of  frequency. 


not  to  be  reviewed  due  to  impending 
litigation,  or  were  incomplete  be- 
cause the  mother  was  transferred 
with  baby  in  utero.  An  additional  20 
charts  were  omitted  from  study  be- 
cause they  lacked  identifiable  prena- 
tal care  or  a regular  physician.  The 
remaining  115  charts  were  reviewed. 

The  data  reviewed  are  listed  in 
Fig  1.  All  the  documents  shown  are 
considered  necessary  for  a complete 
and,  therefore,  defensible  obstetrical 
chart  in  the  face  of  a poor  obstetri- 
cal/neonatal outcome. 

Demographics 

The  staff  of  the  community  hospital 
in  which  the  study  was  conducted 
includes  17  obstetrician/gynecolo- 
gists, 11  of  whom  are  board 
certified.  Of  the  17  obstetricians,  9 
use  this  hospital  routinely;  the  other 
8,  only  sparingly.  The  hospital  ser- 
vices a population  of  200,000  peo- 
ple. The  community  has  two  Level  II 
hospitals,  3 miles  apart.  The  labor 
and  delivery  unit  has  8 labor,  deliv- 
ery, recovery,  and  postpartum  units 
and  1 surgical  delivery  suite.  The 
hospital  has  a Level  II  nursery  and  a 
neonatologist  is  available  from  a ter- 
tiary care  facility  30  miles  away. 
Most  of  the  patients  are  insured  by  a 
third-party  carrier  or  by  the  Depart- 
ment of  Defense. 

Results 

The  charts  reflected  excellent  compli- 
ance with  the  standard  requirements 
of  the  Joint  Commission  on  Accredi- 
tation of  Healthcare  Organizations 
on  documentation,  eg,  history  and 
physical,  diagnosis,  admission  record, 
and  plan  of  action,  (Fig  1,  first  9 
items).  As  for  documentation  that  ad- 
dresses specific  concerns  about  the 
neonate  with  low  Apgar  scores,  the 


[document  Number  % 


Uistory/physical  exam 
Completed  admission  forms 
Informed  consent 
Diagnosis 
Plan  of  action 

Completed  discharge  summary 
Completed  delivery  records 
Completed  prenatal  records 
Completed  intrapartum  records 
Record  of  Electronic  Fetal  Monitor 
Dictation  of  cesarean  section 
Cord  blood  gases  ordered 
Pitocin  used  in  births 
Autopsy  report  (2  fetal  deaths) 
Consultations  requested 
Assessment  of  injury 
Statement  of  judgment  for  decisions 
Neonatal  neurological  signs 
Dictation  of  vaginal  birth 
Pathological  studies  of  placenta  ordered 
Scalp  pHs  performed 
Extended  Apgars  used 
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findings  were  less  optimistic.  Evalua- 
tions of  the  neonates’  neurologic  find- 
ings and  injuries  were  recorded  infre- 
quently. Electronic  Eetal  Monitoring 
(EEM)  was  recorded  83  times 
(72.1%)  and  judgment  of  the  reason 
for  a decision  is  documented  only  25 
times  (21.7%).  Placental  pathology, 
scalp  pHs,  and  extended  Apgars  — 
all  considered  major  supportive  docu- 
ments in  cases  with  poor  obstetrical 
outcomes  — were  found  lacking.  Al- 
though cord  hlood  gases  were  mea- 
sured 64  times  (55.6%)  in  this  popu- 
lation of  patients,  we  would  expect 
greater  compliance  because  the  proce- 
dure is  so  easy. 

Other  results  in  these  115  cases 
showed  cesarean  sections  were  per- 
formed in  50%,  oxytocin  was  em- 
ployed in  52.1%,  and  consultations 
were  requested  34.7%  of  the  time. 
Two  neonates  died  with  one  autopsy 
performed. 

Discussion 

Apgar 

Apgar  scores  of  1 and  5 minutes 
were  chosen  as  the  criteria  for  evalu- 
ation. This  system  is  the  one  most 
universally  employed  to  assess  new- 
borns and  to  determine  good  versus 
poor  obstetrical  outcome,  despite  its 
shortcomings  (9-12).  Even  our  study 


showed  almost  100%  compliance  in 
obtaining  the  1-  and  5-minute  Apgar 
scores  from  the  1437  charts. 

Also,  the  Apgar  score  will  be  a 
focal  point  in  mounting  a plaintiff’s 
attack  versus  building  a defense  (6). 
However,  a better  indicator  in  the 
chart  would  be  the  recording  of  the 
extended  Apgar  scores,  which  have 
a much  greater  correlation  with 
long-term  outcomes  and  would  be 
easier  to  defend.  We  found  no  use  of 
these  extended  Apgars  in  our  review. 

Fetal  scalp  pFI 

Evaluating  fetuses  in  which  intra- 
partum compromise  is  suspected  re- 
quires the  use  of  the  entire  arma- 
mentarium at  our  disposal.  Eetal 
scalp  pHs  are  among  those  clinical, 
medicolegal  tools  that  can  be  used. 
To  assist  in  further  evaluation  of 
EEM  abnormalities,  the  fetal  scalp 
pH  may  be  used  if  delivery  is  not 
imminent  and  if  there  is  heightened 
concern  of  fetal  hypoxia  or  asphyx- 
ia. Eetal  scalp  pH  complements 
EEM  and  has  correlated  well  with 
cord  blood  gases  according  to  some 
authors  (13). 

A fetal  scalp  pH  lower  than  7.20 
coincides  by  80%  with  Apgar  scores 
at  or  lower  than  6 (14).  The  interre- 
lationship between  these  two  assess- 
ments makes  a clinically  and  legally 
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clearer  picture  of  fetal  status  and 
neonatal  outcome.  Together  these 
assessments  begin  to  provide  a de- 
fense that  reflects  the  level  of  care 
and  judgment.  Without  this  cohesive 
charting,  the  obstetrician  will  be  left 
floundering  when  drilled  by  the 
plaintiff’s  attorney  at  deposition  or 
at  the  trial.  The  scalp  pH,  acid- 
based  studies  of  cord  blood,  EFM, 
and  extended  Apgars  are  all  re- 
quired to  develop  a composite  clini- 
cal picture  that  has  defensive  legal 
ramifications  (15).  Our  review 
showed  no  records  of  scalp  pHs  for 
any  of  the  115  cases.  Cord  blood 
gases  were  recorded  55.6%  of  the 
time  and  EFM,  72.1%.  EFM  is  em- 
ployed more  often  than  all  other 
monitors  except  the  1-  and  5-minute 
Apgar.  Unfortunately,  EFM  alone,  as 
a predictor  of  neonatal  outcomes, 
correlates  only  23%  with  Apgar 
scores  of  7 or  lower  (16). 

Other  supportive  documents 

Judgments  involved  in  a decision 
must  be  charted  according  to  the 
Joint  Commission  on  Accreditation 
of  Healthcare  Organizations  (17). 
The  purpose  is  to  demonstrate  intel- 
ligent, rational  thought  in  the  diag- 
nosis and  treatment  of  patients. 
Such  documentation  reflects  what, 
how,  and  why  something  was  done 
that  led  to  a particular  outcome,  fa- 
vorable or  not.  Unfortunately,  this 
documentation  is  too  frequently  ab- 
sent; in  our  survey,  it  appeared  in 
only  21.7%  of  the  records. 

The  issue  is  that  “jurors  tend  to 
place  greater  credibility  upon  the 
written  record,  and  believe  the  infor- 
mation it  contains  rather  than  the 
testimony  from  either  the  patient  or 
the  physician  who  is  being  sued” 
(Texas  Medical  Association,  unpub- 
lished pamphlet,  “Malpractice  Pre- 


vention Strategies  for  the  Medical 
Office,”  p 27).  The  clinician’s  judg- 
ment does  not  have  to  always  be 
correct,  resulting  in  a good  outcome, 
but  the  chart  should  show  that 
thought  was  given  to  the  patient  and 
the  circumstances. 

We  did  not  investigate  the  num- 
ber of  injuries  to  fetuses;  therefore, 
we  have  no  way  to  evaluate  the  32 
records  we  found  that  contained  as- 
sessments of  injury.  These  findings 
were  recorded  in  the  neonate’s  chart 
but  not  in  the  mother’s.  Since  the 
baby  is  not  the  patient  of  the  obste- 
trician, we  would  not  expect  the  ob- 
stetrician to  write  in  the  infant’s 
chart.  However,  any  neonate  with 
an  Apgar  lower  than  7 at  5 minutes 
requires  further  observation.  We  are 
concerned  that  neurologic  symptoms 
were  recorded  in  only  21.7%  of  the 
neonates.  Delivering  physicians, 
knowing  of  a possible  poor  neonatal 
outcome,  should  report  in  the  chart, 
maternal  or  neonatal,  their  observa- 
tions regarding  the  status  of  the 
baby.  Failure  to  do  so  leaves  only 
the  documentation  of  others  to  be 
available.  This  allows  the  delivering 
physician(s)  to  be  recognized  as  an 
expert  observer.  Should  litigation 
arise,  the  absence  of  the  defendant’s 
written  observation  concerning  the 
baby’s  neurologic  status  — the  very 
thing  that  may  have  initiated  the  suit 
— would  not  be  available  (18).  The 
observations  of  the  delivering  physi- 
cian should  concentrate  on  the  pres- 
ence or  absence  of  hypoxic-ischemic 
encephalopathy  (19,20)  and  any 
other  pertinent  positive  or  negative 
neonatal  findings,  ie,  recording  the 
observation  of  when  the  baby  fed  or 
had  a normal  sucking  reflex  (21). 

We  were  surprised  to  find  that 
EFM  was  recorded  for  only  72%  of 
the  obstetrical  patients  we  reviewed. 
Cesarean  sections  were  performed  in 


59%.  (Note  that  the  rate  of  cesarean 
sections  in  this  hospital  is  approxi- 
mately 22%  overall  with  a 17%  pri- 
mary. The  59%  pertains  to  the  115 
patients  in  the  review).  Discharge 
summaries  were  recorded  for  86%, 
and  only  10.4%  of  the  events  of  the 
vaginal  births  were,  in  this  group, 
recorded. 

Dictating  deliveries  (vaginal  or 
cesarean  section)  and  discharge  sum- 
maries is  strongly  encouraged.  Dic- 
tating affords  a more  legible  and 
complete  thought  process  of  events 
(22).  This  is  important  if  we  consid- 
er that  an  estimated  25%  to  40%  of 
the  decisions  to  settle  or  defend  a 
case  are  based  not  on  the  quality  of 
care  but  on  the  medical  records 
available  for  defense. 

Conclusion 

This  study  was  undertaken  first  to 
identify  what  types  of  data  should 
be  included  to  make  an  obstetrical 
chart  a complete  document  and  sec- 
ond to  determine  whether  those 
medical  records  studied  with  PCEs 
are  medicolegally  vulnerable.  We 
discovered  that  the  routine  require- 
ments for  charts  that  satisfy  medical 
records  committees,  hospital  by- 
laws, and  overseeing  agencies  (eg. 
Joint  Commission  on  Accreditation 
of  Healthcare  Organizations)  are 
met  fairly  consistently.  Those  com- 
ponents that  would  render  an  ob- 
stetrical chart  complete  and  defensi- 
ble, according  to  our  definition,  are 
seriously  lacking. 

In  our  review  of  all  charts  of  de- 
liveries over  a 2 8 -month  period,  we 
used  the  traditional  Apgar  scoring 
system  of  1 and  5 minutes  to  identify 
possible  poor  obstetrical  outcomes. 
Of  the  charts  reviewed,  153  charts 
recorded  Apgar  scores  lower  than  7 
at  5 minutes.  Of  these  153  charts. 
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115  were  reviewed  further  and  were 
considered  vulnerable  in  issues  of  lia- 
bility. In  a review  of  “Labor  &;  De- 
livery Reportable  Occurrences”  by 
the  Chicago  Hospital  Risk  Pooling 
Program,  1-  and  5-minute  Apgar 
scores  lower  than  6 and  8,  respec- 
tively, accounted  for  the  highest  per- 
cent (32.5%)  of  claims  filed  in  ob- 
stetrical cases  (23).  (This  is  the 
reason  for  selection  of  the  Apgar 
scores  for  identification  of  these 
charts.)  The  documentation  that  ren- 
ders an  obstetrical  chart  complete  in 
the  event  of  a PCE  includes  autopsy 
reports;  recordings  of  neonatal  neu- 
rological findings  by  the  delivering 
physician;  statements  supporting 
judgments;  values  for  cord  gases  and 
scalp  pHs;  extended  Apgar  scores; 
EFM;  history  and  physical  examina- 
tion; complete  prenatal,  intrapartum, 
and  postpartum  records;  and  dictat- 
ed delivery  and  discharge  summaries. 

This  paper  raises  two  issues  re- 
quiring further  comment.  Is  the 
omission  of  certain  documents  from 
the  chart  considered  negligence 
and/or  poor  quality  care,  ie,  a viola- 
tion of  reasonable  medical  practice, 
in  that  the  procedures  were  not 
done?  Eor  example,  should  a scalp 
pH  be  measured  or  EEM  be  per- 
formed routinely  on  all  appropriate, 
laboring  patients?  These  are  ques- 
tions that  are  difficult  to  answer  on 
such  limited  data.  However,  future 
guidelines  must  take  into  account 
the  medical  (and  legal)  standards  of 
care  in  the  community  and  the  qual- 
ity-of-care  standards  according  to 
national  guidelines  established  by 
specialty  boards. 

The  second  issue  central  to  this 
paper  questions  whether  not  being 
recorded  means  the  procedure  was 
not  done?  Again,  this  is  difficult  to 
address  concretely  with  limited  data. 
However,  the  issue  arises  in  different 
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forms.  For  example,  if  a cesarean 
section  was  performed  but  not  dic- 
tated or  recorded,  it  is  undisputable, 
to  the  patient  at  least,  that  this  pro- 
cedure was  done.  But,  if  complica- 
tions arose  from  technical  problems, 
the  physician  has  no  documentation 
for  support  should  litigation  occur. 
In  another  example,  if  the  attending 
physician  has  not  recorded  neuro- 
logic findings  on  a neonate,  the  de- 
fense would  be  hard  pressed  to  con- 
vince anyone,  especially  a jury,  that 
neurologic  studies  and  observations 
were  ever  made,  especially  if  they 
are  not  routine  and  if  the  verbal  ac- 
count is  contrary  to  other  findings. 

In  these  examples,  despite  the  ab- 
sence of  specific  documents,  eg,  an 
operative  note  or  progress  notes, 
other  supportive  documents  may 
exist,  eg,  the  anesthesia  record  or 
nurses  notes.  Although  these  sup- 
portive documents  may  exist,  they 
may  not  accurately  complete  the 
document  and  may  not  relate  the 
course  of  events  as  they  occurred  ac- 
cording to  the  physician’s  account. 

Defending  an  obstetrical  mal- 
practice case  is  complicated.  A deliv- 
ering physician  who  is  faced  with  a 
poor  obstetrical  outcome  in  the 
mother  or  neonate  must  compile 
sufficient  data  in  the  chart  to  mount 
an  adequate  defense,  sometimes  20 
years  after  the  delivery.  Our  review, 
if  it  indeed  reflects  general  obstetri- 
cal practices,  reveals  an  alarming 
vulnerability  to  liability.  Greater 
prudence  in  our  documentation  may 
reduce  this  exposure  (24). 
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Allergy  Dermatology 


HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-Allergy-Nutrition-Stress) 

Established  in  1984.  (Concept  of  treatment  outlined  & published  in  International 
Rhinology  Supp.  2 1987)  S.  Hoover  MD 

(Oto-Rhino-laryngologist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recurrent 
Headaches  (namely:  Class,  Migraine,  Clusters,  tension,  premenstrual,  sinus, 
everyday,  and  headache  of  relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives, 
muscle-relaxants,  cafe-ergot,  methylsergide  nor  B Blockers 

1/45  N.  Frwy.  7324  SW  Frwy  @ Fondren 

1 50  W.  Parker  Rd.  Arena  Tower  II  #755 

Houston,  TX  77076  Houston,  TX  77074 

713  694-8188 
FAX  713  650-1941 


CORPUS  CHRISTI  ALLERGY  & 
ASTHMA  CENTER 
JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks 
Dorsal  Column  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
77082;  713  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 
XOCHITL  B.  SANCHEZ,  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain 
Differential,  Diagnostic  & Therapeutic  Nerve  Blocks 
Thermography  Dorsal  Column  Stimulation 

7777  Forest  Lane  Suite  C-538  (214)  661  -4890 

Dallas,  Texas  75230  Answered  24  hours 


THE  UNIVERSID'  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  641 1 Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients.  The  center’s  totai  management  of  each  patient's  pain  recognizes 
both  the  centrai  and  peripherai  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 
Director 

ZACHARIAH  GERGER,  DO  AARON  CALODNEY,  MD 

Coordinator,  Outpatient  Services  Coordinator,  inpatient  Services 

Diplomates  American  Board  of  Anesthesiology 


JOHN  ADNOT,  MD 

Mohs  Micrographic  Surgery  for  Skin  Cancer 

4200  S,  Hulen  #400 

Ft.  Worth,  Texas  76109:  817  377-0626 


DAVID  R.  WEAKLEY,  MD,  FACP 
DENIS  L.  BEAUDOING,  MD 

Dermatology  and  related  Allergy 

Dermatologic  Surgery,  Cosmetic  and  Laser  Surgery 

Diseases  of  the  skin,  dermabrasion,  chemical  peeling,  collagen,  sclerotherapy, 
lipoinjection,  allergy  and  cosmetic  counseling 

Medical  City,  Dallas  Suite  21 4A,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661  -7460 


DERMATOLOGY  ASSOGIATES  OF 
SAN  ANTONIO 

James  Lewis  Pipkin,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 
Mucocutaneous  Virology 

1 08  Tendick,  San  Antonio,  Texas  78209; 

512  222-8651, 222-2001 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661  -4537 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Endocrinology 

ERIC  A.  ORZECK,  MD,  FACP 
Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


Family  Practice 

DALU\S  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment, biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 
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Hand  Surgery 


L.  LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave..  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


KENNETH  D.  GLASS,  MD,  FAOS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas.  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200.  7777  Forest  Lane,  Dallas.  Texas 
75230;  214  661-4797 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIO  ASSOOIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Landry  Towers.  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II.  7777  Forest  Lane,  Suite  8116,  Dallas.  Texas  75230; 

214  661-7010 


REGIONAL  HAND  OENTER  FOR  WEST  TEXAS 
AND  EASTERN  NEW  MEXICO 

Royce  C.  Lewis,  Jr,  MD 

3502  9th  Street,  Suite  G10 

Lubbock.  Texas  79415-3300;  806  744-7003 


Neurological  Surgery 


DOCTORS  SMITH,  WHEELER,  PARKER, 
AND  CRAVENS,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
George  E Cravens,  MD 

920  South  Lake.  Fort  Worth.  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
Gamma  Knife  Radiosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  W.  Robert  Hudgins,  MD 

St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd, .Suite  620 
Dallas,  Texas  75235;  214  637-0420 


Presbyterian  Professional  Bldg.,  8230  Walnut  Hill  Lane,  Suite  610; 
Dallas.  Texas  75231 ; 21 4 369-7596 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 
HERBERT  0.  ALLEN,  MD,  FACNM 

Texas  Medical  Center.  6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In;  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology,  Neurology.  Neurosurgery.  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen.  Jr.,  MD,  FACNM.  Director— 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Occupational  Medicine 


OCCUPATIONAL  AND  ENVIRONMENTAL  MEDICINE  CENTER 

Diagnosis  & Treatment  of  Chemical  Exposures 
Occupational  and  Disability  Evaluations 
Tertiary  Care  in  a Major  Teaching  Hospital 

Physicians  Board  Certified  in  Occuptional  and  Pulmonary  Medicine 

Hermann  Hospital 
641 1 Fannin 
Houston,  Texas  77030 
713  797-2111 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost  MD 

Dwain  G,  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas.  Texas  75231 ; 214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


ROBERT  D,  GROSS,  MD,  FAAP 

Children's  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 


BRUCE  0.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


RETINA-VITREOUS  ASSOCIATES 
W.  Rex  Hawkins,  MD 

Diabetic  Retinapathy-Muscular  Degeneration-Retinal  Detachment 

1200  Binz,  Suite  400,  Houston.  Texas  77004 
713  528-1122  or  1 -800-638-01 14 
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VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M,  Snoots,  MD 
R,  Stephen  Curtis,  MD 
William  A,  Brack,  MD 


W.Z.  Burkhead,  Jr,  MD 
Richard  D,  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper 


W,B,  CARRELL  MEMORIAL  CLINIO  ASSOCIATED 

Orthopedic  Surgery 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas,  Texas  75235  214  350-7500 


Richard  E.  Jones,  MD 
Donald  M,  Mauldin,  MD 
James  B.  Montgomery,  MD 
Kevin  Gill,  MD 
James  L.  Ough,  MD 
Marvin  E.  Van  Hal  MD 


Scott  L,  Blumenthal,  MD 
Scott  O.  Paschal,  MD 
L.  T,  Johnson,  MD 
Kenneth  Driggs,  MD 
Charles  E,  Cook,  MD 


Physical  Medicine  & 
Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 


A Pr<*ifoccional  Acccv^ijitir^n 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


1 02  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


ANDREI  A,  CZITROM,  MD,  EROS,  PHD 

Diplonnate  American  Board  of  Orthopedic  Surgery 
Surgery  of  Musculoskeletal  Tumors,  Complex  Reconstructions 
Bone  and  Joint  Transplantation,  Limb  Salvage  Surgery 


THE  INSTITUTE  EOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

in  the  Texas  Medical  Center,  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation  care  for  persons  dis- 
abled by  injury  or  disease.  Inpatient  and  outpatient  services. 


Medical  City,  Dallas  7777  Forest  Lane,  Suite  C-707 
Dallas,  Texas  75230;  214  788-6700 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


Spinal  Cord  Injury 
Brain  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 
Restorative  Surgery 
Scoliosis 
Spina  Bifida 
Neuromuscular 


Accredited  by:  Joint  Commission  on  Accreditation  ot  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator:  713  797-5922  or  1 -800-44REHAB 


WARM  SPRINGS  REHABILITATION  HOSPITALS 


Specialized  in-patient  and  out-patient  rehabilitation  programs  and  elec- 
J.  Price  Brock,  Jr,  MD  trodiagnotic  evaluation  for  adults  and  children. 

Robert  L.  Dickey,  MD 


ORTHOPEDIO  ASSOCIATES  OF  ABILENE 

1701  Pine  Street,  Abilene,  Texas  79601 ; 915  677-6219 


THE  ARLINGTON  ORTHOPEDIO  GROUP 

H.W.  Bendel,  Jr,  MD 

E.E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  ot  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


Brain  Injury 

Spinal  Cord  Injury 

Stroke  and  Neurological  Disorders 

Orthopedic 

Gonzales:  PO  Box  58,  Gonzales,  Texas  78629 
800/792-WARM,  512/672-6592-Admissions  Coordinator 

Larry  Browne,  MD  Medical  Director 

William  F.  Blackerby,  Ph.D.  Director  of  Brain  Injury  Systems 

Robert  McNew,  Administrator 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD  Kurt  W.  Rathjen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II.  7777  Forest  Lane,  Suite  2116 
Dallas,  Texas  75230;  214  661  -7010 


San  Antonio:  5101  Medical  Drive,  San  Antonio,  Texas  78229  800/451-1350. 
51 2/691  -01 00-Admissions  Coordinator 


Alex  C.  Willingham,  MD,  Medical  Director 
Brian  C.  Buck,  MD,  Director  of  Pediatric  Rehabilitation 
William  F.  Blackerby,  Ph.D.  Director  of  Brain  Injury  Systems 
Rick  Marek,  Administrator 


ORTHOPAEDIC  FOOT  SURGERY  AT  DALIJ\S 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
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Plastic  Surgery 


Pulmonary  Medicine 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  Steven  M.  Hamilton,  MD 

David  J,  Katrana,  DDS,  MD,  FACS 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 

PU\STIC  SURGERY  CENTER  OF  THE  SOUTHWEST 

Charles  A.  Wallace,  MD 

Plastic  and  Reconstructive  Surgery  Including: 

Burn  Care  Microsurgery  and  Replantation 

Birth  Defects  Complex  Reconstruction  (Breast  and  Facial) 

Presbyterian  Medical  Offices  North 
17110  Dallas  North  Parkway,  Suite  100 

Dallas.  Texas  75248  2 1 4 380-7090  1 -800-299-9299 


Psychiatry 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


TEXAS  LUNG  INSTITUTE 

Diagnosis  & Treatment  of  Pulmonary  Illness  & Injuries 

Occupational  Disability  Evaluations 

Toxic  Chemical  Exposures 

Tertiary  Care  in  a Major  Teaching  Hospital 

Physicians  Board  Certified  in  Occupational  and  Pulmonary  Medicine 

Hermann  Hospital 
641 1 Fannin 
Houston,  Texas  77030 
713  797-2111 


Radiation  Oncology 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 


3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  ABPN:  Psychiatry  Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231 ; 21 4 696-0964 


DALLAS  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Services 

• Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Cutpatient  Programs  for  Alcohol  & Chemical 

• Dependency,  Aftercare  & Relapse  Management 

® Day  Treatment  Program  & Therapeutic  School  for  Adolescents 

• Emergency  Evaluation  Services 


Larne  Arnold,  MD 
Howard  Cohen,  MD 
Gary  Etter,  MD 
Ronald  Fleslchmann,  MD 
Bradford  Goff,  MD 
Fred  L.  Griffin,  MD 
Joan  R.  Hebeler,  MD 
Lynne  Inman,  MD 
R.  Sanford  Kiser,  MD 


Prema  Manjunath,  MD 
Gretchen  Megowen,  MD 
Gary  Morton,  MD 
William  M.  Pederson,  MD 
Jaime  Quaintanilla,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Practice  Limited  to  Radiation  Cncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FACS* * 

ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 
Diplomates  American  Board  of  Surgery  and  Board 
of  Thoracic  Surgery 

• Also  certificate  of  special  qualification  in  general  vascular  surgery,  American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


Offices:  Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center,  Medical  City,  Irving  North  Hills  Professional  Building  Suite  303 

Health  Care  System  Phone  214  247-1150  435I  Booth  Calloway  Road,  North  Richland  Hills,  Texas  76180 


DAY  TREATMENT  CENTER  OF  DAL1J\S 
Gonzalo  A.  Aillon,  MD 
Medical  Director 

AN  ALTERNATIVE  TO  PSYCHIATRIC  HOSPITALIZATION 
1326  Stemmons  Avenue,  Dallas,  Texas  75208:  (214)  943-1878 


RICHARD  E,  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 
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Urology 

SOUTHWEST  UROLOGY  ASSOCIATES 
Adult  and  Pediatric  Urology 

Ted  Boone.  MD  James  T.  Coggins,  MD 

Warren  M.  Greene,  MD  Wm.  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road.  #60,  Dallas.  Texas  7521 1 

C.F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL. 

1 101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $80  per  column  inch  per  month  and  listings  must  run  for 
a minimum  of  six  months.  A discount  of  5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes,  or  cancella- 
tions should  be  sent  to  Mark  Bizzell,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is  the  1st  of 
the  month  preceding  publication  month. 
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rik  DO  YOU  KNOW 
iir  A DOCIOR— 
*i!r  WHO  NEEDS 
^ OUR  HEIP? 


If  you  can  answer  "yes"  to  any  one  of  the  ques- 
tions below: 

Do  you  know  a doctor  who— 

• is  experiencing  problems  coping  with  patients 
or  with  the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 
—then,  you  may  know  a doctor  who  needs  our 
help.  If  you  feel  that  you,  a colleague,  a resident 
or  student  need  counseling  or  treatment,  won't 
you  give  us  an  opportunity  to  help?  (Strictly  con- 
fidential contacts  can  be  made  through  our 
HOTLINE.  Call  us  anytime.) 

HOTLINE— 512  477-5575 

TMA  Committee  on  Physician  Health 
and  Rehabilitation 

G.  Hulse  Wagner,  M.D. , Wichita  Falls,  Chaimuin 
(817)  322-1196 

Edgar  P.  Nace,  MD,  Dallas,  Vice  Chainncm 
(214)381-7181,  ext.  278 

Neal  H.  Gray,  MD,  San  Antonio 
(512)  692-9833 

Gretchen  L.  Megowen,  MD,  Dallas 
(214)  696-8227 

Herbert  C.  Munden,  Jr.,  MD,  Austin 
(512)327-1679 

Elizabeth  L.  Stuyt,  MD,  Lubbock 
(806)  796-5375 

John  M.  Talmadge,  MD,  Denton 
(817)  383-4660 

Georgia  A.  Thomas,  MD,  Houston 
(713)792-2204 

Mark  J.  Wegleitner,  MD,  El  Paso 
(915)  779-5866 

Misty  Dawn  Laughlin,  MD,  Houston 
Resident  Representative 
(713)  729-9849 

Allan  McCorkle,  MD,  Lubbock 
Alternate  Resident  Representative 
(806)  797-2229 

Mrs.  Jack  Smith,  Corpus  Christi,  Auxiliary  Representative 
(512)  991-1331 

Winston  Whitt,  Lubbock,  Student  Representative 
(806)  791-1127 

David  Hook,  Galveston,  Alternate  Student  Representative 
(409)  763-0512 


I 


TexasMcdical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


Join 

Dr.  DeBakey. 


Join 

The  AM. 

“As  a member  of  the 
AMA,  I’m  part  of  an  orga- 
nization that’s  involvetJ  in 
my  life  work,  anid  through 
it,  I feel  I have  a relation- 
ship with  other  doctors.” 

Join  Dr.  Michael  E. 
DeBakey,  Chancellor  and 
Chairman,  Department  of 
Surgery,  Baylor  College  of 
Medicine,  in  the  American 
Medical  Association.  Call 
this  toll-free  number  now. 

1-800 AMA-3211 


American 

Medical 

Association 


Classified 

Advertising 


Opportunities  Available 

Academics 


Physician  with  Texas  license  needed  to  practice 
general  medicine  at  Student  Health  Center.  Forty-hour 
week,  Monday- Friday.  Minimal  call  duty.  Fringe  benefits. 
Contact  Sheila  Meyer,  Director,  University  of  North  Texas 
Health  Center,  PO  Box  5158,  Denton,  TX  76203,  817 
565-2786.  Equal  Opportunity/Affirmative  Action 
Employer. 

Anesthesiology 


Texas  Gulf  Coast  — Anesthesiologist  is  needed  to 
establish  practice  in  the  Texas  Gulf  Coast  community  of 
Beaumont.  Successful  candidate  will  provide  one  third  of 
the  coverage  in  the  24  hour  labor  and  delivery  unit  at  our 
250-bed  hospital,  where  OB  services  were  established  in 
September  1 988.  Fee-for-service  with  an  extremely  gen- 
erous income  guaranteed.  Beaumont,  pop.  140,000,  is 
located  70  miles  east  of  Houston  on  1-10,  and  has  a ser- 
vice area  of  300,000.  Send  CV  to:  Gordon  Crawford, 
Manager,  Professional  Relations,  Humana  Inc.,  Dept  II- 
5C,  500  West  Main  Street,  Louisville,  KY  40201-1438. 
Or  call  TOLL-FREE  1-800-626-1590. 

Cardiology 


Cardiologist  — Invasive/Non-Invasive  BC/BE  to  join 
two  BC  cardiologists  located  in  southwest  Houston. 
Good  salary,  fringe  benefits,  partnership  after  two  years. 
Send  CV  to  P.  McKenzie,  7737  Southwest  Frwy.,  Suite 
900  Houston,  TX  77074. 

Emergency  Medicine 


Dallas-Ft.  Worth 

Excellent  Emergency  Medicine  group 
committed  to  quality  patient  care  as  well  as 
individual  growth  and  professional  fulfillment 
desires  emergency  physicians  for  CAREER 
opportunities.  For  more  information,  please 
call  or  submit  CV  in  confidence  to: 

Jerry  Weissman,  Metroplex  Emergency 
Physicians,  841 1 Preston  Road,  Suite 695, 
LB  34,  Dallas,  Texas  7523 1,214  373- 1115. 


Needed:  Emergency  physicians  — North  Central 
Texas  area,  full  and  part-time.  For  an  application  call 
817-336-8600  or  write  Emergency  Medicine  Consul- 
tants. PA;  1525  Merrimac  Circle.  Suite  107,  Fort  Worth, 
TX  76107. 

Emergency  Physician  — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service  with 
guarantee.  Contact  Greater  Houston  Emergency  Physi- 
cians Associates,  RO.  Box  7445,  Houston,  TX  77248; 
713-869-6235. 

San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for 
4-day  week,  13  hr.  days,  50  weeks/year.  Profit  sharing 
above  guarantee.  Contact  Wayne  Williams,  MD,  915- 
942-861 1 , Shamrock  Clinics,  4208  College  Hills,  San 
Angelo,  TX  76904. 

Southeastern  Texas  — Full  and  part-time  emergency 
department  and  ambulatory  care  positions  available  in 
the  Houston/Beaumont  areas.  Positions  offer  flexible 
scheduling,  competitive  compensation  package  includ- 
ing paid  malpractice  insurance  with  unlimited  tail  cover- 
age. Contact:  Emergency  Consultants,  Inc.,  2240  S.  Air- 
port Rd.,  Room  29,  Traverse  City,  Ml  49684: 
1 -800-253-1 795  or  in  Michigan  1 -800-632-3496. 


Texas 
Medicus, 
P.A. 

Medicus  is  a group  of  career  emergency 
and  primary  care  specialists  who 
combine  high  standards  in  piiysician 
staffing  with  expertise  in  emergency 
department  and  {rimary  care  manage- 
ment. We  offer  outstanding  director- 
ship and  staff  opportunities  for  qualified 
physicians  with  lucrative  compensa- 
tion, incentives  and  paid  malpractice. 
We  cunently  staff  over  25  facilities  in 
ideal  locations  throughout  Texas  & 
Louisiana. 

Call  our  Recru  iting  Department  today  or 
send  y our  C.V.  for  career  opportunities  in: 

Texas  EastTexas 

Dallas,  Ft.  Worth  Hill  Country 

Houston  Area  North  Texas 

San  Antonio  Area 

Texas  Medicus,  P.A. 

4514  Cole  Ave,  Suite  804 
Dallas,  Texas  75205 
(800)486-3763  (214)522-9591 


Texas,  San  Antonio  and  Surrounding  Area  — 

Seeking  F/T  Emergency  physicians  for  Level  II  hospitals 
ranging  in  size  from  1 1 8 to  273  beds  with  volumes  of 
12,000  to  15,000  annually.  Compensation  packages  of 
$86,000  to  $140,000  include  paid  $1M/$3M  profes- 
sional liability  insurance.  Located  near  Sea  World,  Fiesta 
Texas,  and  Canyon  Lake.  Contact  Sterling  Healthcare 
Inc.,  1-800-999-3728  or  send  CV,  8700  Crownhill,  Ste 
600,  San  Antonio,  TX  78209. 

Texas,  Del  Rio  — F/T  Emergency  Physician  needed 
for  93  bed  Level  II  hospital  with  annual  ED  census  of 

11.000.  Compensation  of  $130,000+  includes  paid 
$1  M/$3M  professional  liability  insurance.  Recreational 
activities  include  fishing,  sailing,  water  skiing,  and  camp- 
ing on  Amistad  Lake.  Contact  Sterling  Healthcare,  Inc., 
1 -800-999-3728,  or  send  CV,  8700  Crownhill.Ste  600, 
San  Antonio,  Texas  78209. 

Harlingen,  Texas  — Valley  Baptist  Medical  Center  has 
immediate  opportunities  for  Full-Time  emergency  physi- 
cians including  a directorship.  Annual  ED  volume 

21.000.  Compensation  $150,000-$!  80,000  per  year. 
Pleasant  place  to  live  with  its  warm  climate  and  popular 
South  Padre  Island  nearby.  Send  CV  to  Sterling  Health- 
care, 8700  Crownhill,  San  Antonio,  TX  78209,  or  call 
800-999-3728  for  more  information. 

Coastal  Emergency  Services  of  Dallas,  Inc.  has 

career  and  intermittent  Emergency  Medicine  opportuni- 
ties in  Texas  . Coastal  has  hospital  contracts  in 
Clarksville,  Dalhart,  Dallas,  Eagle  Pass,  Edinburgh,  Gra- 


Mor 

EMERGENCY  CARE 


Emergency  Physician  Practice  Opportunities 
Available  In  The  Following  Areas: 

• Houston,  Texas  • East  Texas 

• Baytown,  Texas  • Arkansas 

• Pasadena.  Texas  • Other  Opportunities  Available 

Medical  Networks  has  excellent  career  and  part-time 
practice  opportunities  available  for  physicians  experi- 
enced in  emergency  medicine.  In  addition  to  paid 
S IM/S3M  professional  liability  insurance,  our  attractive 
compensation  packages  range  up  to  S2SO.()i)0  plus 
annually.  Hourly  rate-vs. -percentage  arrangements  avail- 
able in  some  locations. 

See  our  classified  ads  in  this  issue  for  more  details,  or 
contact:  v 

Physician  Resources  Depiirt-ment 
Medical  Networks,  Inc. 

P.O.  Box  -t-i-iK 
Houston,  Texas  “’'ilO-t-r-iH 


(713)  446-9696 


(800)  231^0223 


ham,  Jacksboro,  Lubbock,  McAllen,  Pampa,  Sulphur 
Springs,  Uvalde,  Vernon  and  Weatherford,  Texas.  As  a 
physician  providing  services  at  Coastal  client  hospitals, 
you  will  have:  malpractice  insurance  procurement  on 
your  behalf,  no  after  hours  patient  responsibilities,  no 
“on-call’’,  no  overhead  normally  associated  with  private 
practice,  flexible  scheduling,  and  high  growth 
potential/some  directorships  available.  If  you  are  inter- 
ested in  these  opportunities,  please  call  or  toll-free  num- 
ber for  further  details,  1 -800-777-9024. 


EmCaiie 


EmCare,  a progressive  physician  oriented  group  commit- 
ted to  excellence  in  emergency  medicine,  has  academic 
faculty,  directorship  and  staff  positions  available  for  well 
qualified  career  oriented  emergency  physicians.  Practice 
opportunities  include: 


■ Orlando,  FL 

■ St.  Cloud,  FL 

■ St.  Petersburg,  FL 

■ Albany,  GA 

■ New  Orleans,  LA 

■ Las  Cruces,  NM 

■ Ithaca,  NY 

■ Rome,  NY 


I Abilene,  TX 
I Amarillo,  TX 
I Athens,  TX 
I Austin,  TX 
I Corpus  ChristI,  TX 
I Dallas/Ft.  Worth,  TX 
I Tyler,  TX 
I Waco,  TX 


Houston/Galveston,  TX 


EmCare  combines  the  flexibility  of  independent  contractor 
status,  competitive  guarantees  vs.  fee-for-service  remun- 
eration, providing  compensation  packages  of  $125,000  to 
$225,000.  Professional  liability  insurance  provided,  with  the 
opportunity  to  establish  a secure  emergency  medicine 
practice.  Excellent  health,  life  and  disability  package  available 
to  independent  contractors. 


For  details  on  EmCare  opportunities,  contact: 
Professional  Services/EmCare 
1717  Main  Street,  Suite  5200  • Dallas,  Texas  75201 
(214)  761-9200  • (800)  527-2145 


Full  or  part-time  position  available  in  Emergency 
Medicine.  Prefer  Family  practice  trained  or  Emergency 
Room  trained  physician.  171  licensed  bed  hospital  with 
modern,  well  equipped  Emergency  Room.  Supportive 
medical  staff;  pleasant  working  conditions.  For  further 
information  contact:  W.  Gordy  Day,  M.D.  at  915  655- 
3181  or  91 5 944-3908. 
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Classified  Advertising 


Family  Practice 


Beaumont,  Texas  — A busy  and  well-established,  four 
physician  group  here  is  now  seeking  to  add  another 
member.  Also  a young  solo  FP  with  two  offices  and  a 
growing  practice  now  needs  an  associate.  Send  CV  to: 
Gordon  Crawford,  Professional  Relations,  Humana  Inc., 
Dept.  II-5D,  500  West  Main  Street,  Louisville,  KY  40201  - 
1438.  Or  call  TOLL-FREE  1-800-626-1590. 


INTERIM 


NETWORK 


The  proven  professionals 
in  locum  tenens 
and  interim  physician  staffing 


1.800*531-1122 


PRN  Physician  Staffing 
since  1982 


Austin,  Texas  — Physician(s)  needed  for  full  time,  part 
time,  weekdays,  weekends  to  staff  a free  standing  urgent 
care  center.  Remuneration  commensurate  with  experi- 
ence. Send  CV  and  application  to  Austin  Medicenter,  c/o 
Sheila  Twyman,  Medical  Administrator.  6343  Cameron 
Rd..  Austin,  TX  78723  or  call  512-467-2052 


Family  Practice  Physician  Wanted 

Northwest  Houston  clinic  is  seeking  a caring, 
hardworking  Family  Practitioner  for  private  prac- 
tice. Good  community  hospital.  No  OB,  Located 
in  the  suburbs  with  good  schools,  great  housing 
reasonably  priced.  Close  to  recreational  facili- 
ties. Clinic  hours  are  9 a.m.  to  10p.m. .seven 
days  a week.  X-ray  and  Laboratory  on  site. 
Qualified  staff.  Excellent  salary  and  benefits. 
Some  evenings  and  occasional  weekends. 

Call  Dr.  McClendon,  (713)  890-3010 
for  further  information. 


Expanding  15-Physician  multi-specialty  group  has 
excellent  opportunity  for  a Family  Practice  physician  in 
friendly  West  Texas  community  of  25,000.  Adjacent  to 
153-bed  modern  hospital.  Excellent  guaranteed  salary 
with  no  first  year  expenses  in  addition  to  benefits.  Mov- 
ing allowance  also  available.  Direct  inquiries  or  send  CV 
to  Rhonda  Hayes,  Malone  & Hoganc  Clinic,  1501  W 1 1th 
Place,  Big  Spring,  Tk  79720.  915  267-6361 

Practice  where  others  want  to  vacation!  FP  to  join 
active  full  range  3-man  family  practice  in  Salida  CO  near 
skiing,  golfing,  fishing,  hunting.  Write  T.  Sandell  MD,  1 1 1 
Shavano,  Salida  CO  81 201 . 


EmGare 

GOVERNMENT  SERVICES,  INC. 

Currently  Recruiting  Qualified  Physicians 

Work  without  the  administrative  headaches 
associated  with  running  an  office... 

Earn  a competitive  guaranteed  income  with 
fee-for-service  potential. . . 

Be  an  independent  contractor  but  qualify 
for  terrific  group  rates  on  major  medical  life, 
disability  insurance  and  be  offered  excellent 
liability  insurance  coverage. . . 

Then  seriously  consider  what  EGSI  can  offer  you. 

For  additional  information  on  opportunities, 
specialties,  and  nationwide  locations  contact 

Catherine  M.  Dawson 
Director  of  Recruitment 

Glenn  W Farmer 
Chief  Operating  Officer 

1-800-527-2145 

EGSI,  1717  Mam  Street,  Suite  5200 
Dallas,  Texas  75201 
214/761-9200 


Family  Practice-Dallas  Texas.  AVAILABLE  IMMEDI- 
ATELY, 25  y/o  growing  suburban  outpatient  practice  in 
beautiful  multi-specialty  center.  COLA-approved  auto- 
mated lab,  X-Ray,  EGG,  spirometry,  computerized  busi- 
ness office.  Income  $300K-i-year.  Terms  to  suit.  Reply  to 
Ad  Box  780,  TMA,  1 801  N.  Lamar,  Austin,  TX  78701 . 

Northeast  Texas  — BE/BC  family  physician  needed  to 
associate  with  3 other  family  practitioners  in  a beautiful 
community  20  miles  from  Longview.  Affiliated  with  the 
prestigious  Baylor  Health  Care  System,  this  practice  pro- 
vides excellent  call  coverage  and  a competitive  financial 
package.  Send  CV  to  Andrew  Johns,  Physician  Services 
of  America,  2000  Warrington  Way,  Louisville,  KY  40222 
or  Call  1-800-626-1857. 

Family  Practice  — Excellent  opportunity  for  2 family 
physicians  to  practice  together  in  a scenic  expanding 
community  40  miles  south  of  Dallas.  Affiliated  with  Baylor 
Health  Care  System.  Competitive  compensation  pack- 
age. Family-oriented  community  with  several  lakes.  Send 
CV  to  Andrew  Johns,  Physicians  Services  of  America, 
2000  Warrington  Way,  Louisville,  KY  40222  or  Call  1- 
800-626-1857. 

Amarillo  — Premier  6-member  family  practice  group 
seeks  recent  (‘91  or  upcoming  '92)  family  practice  resi- 
dency graduate  to  join  their  thriving  practice.  Modern, 
full-service  clinic  offers  guaranteed  income,  benefits,  and 
incentives.  Send  CV  to  Andrew  Johns.  Physicians  Ser- 
vices of  America,  2000  Warrington  Way,  Louisville,  KY 
40222  or  Call  1 -800-626-1857. 

Houston/Dallas  — Group  specializing  in  soft  tissue 
injury/workman's  comp  opening  additional  facilities. 
Needs  physician  to  see  patients  and  manage  facility. 
Physician  will  share  in  profit  center.  On-site  physical  ther- 
apy with  PT's.  For  details  contact:  Practice  Dynamics, 
11222  Richmond,  Ste.  125,  Houston,  TX  77082:  713 
531 -091 1 . 

Bi^an,  College  Station  — Immediate  full  time  posi- 
tion available  in  ambulatory  care.  Attractive  city  of 
120,000-1-  near  Texas  A&M  University.  $100,000-i-  per 
year  including  salary  and  perks.  Flexible  hours;  hospital 
coverage  optional.  Please  send  confidential  CV  to  Gregg 
Barfield,  3820  Texas  Ave.,  Bryan  TX  77802. 

Geriatrics 


The  Department  of  Family  Practice  and  community 
medicine.  University  of  Texas  Medical  School  @ Houston, 


seeks  a board-certified  family  physician  or  internist  with 
training  and  experience  in  geriatric  medicine  to  provide 
medical  leadership  in  the  development  of  in  and  outpa- 
tient geriatric  programs.  Geriatric  assessment,  multidisci- 
plinary home  care,  clinical  research,  and  the  teaching  of 
geriatrics  to  family  practice  residents  are  special  areas  of 
interest.  A geriatric  fellowship  or  CAQ  in  geriatrics  is 
highly  preferred.  Send  CV  to:  Harold  T.  Pruessner,  MD, 
Chairman,  Department  of  Family  Practice  and  Commu- 
nity, 6431  Fannin,  Suite  6.100,  Houston,  TX  77030.  The 
University  of  Texas  is  an  equal  opportunity  employer. 
Women  and  minorities  are  encouraged  to  apply. 

Internal  Medicine 


Third  Internist  Needed  for  Busy  Office  — January 
1991  or  until  right  one  comes  along.  Opportunities  unlim- 
ited for  hard  working  and  caring  physician  who  wants  to 
do  better  than  average.  Salary  $105,000  plus  bonus. 
Call  214-586-0776  or  write  Vincent  H.  Wang  MD,  1005 
S.  Jackson,  Jacksonville,  TX  75766. 

Gold  Mine  for  Internist  — Wanted,  aggressive  and 
energetic  physician.  BE/BC  to  join  a group  of  family 
physicians.  Must  be  able  to  do  procedures.  Very  com- 
petitive fee  for  service  income  available,  including  bene- 
fits. Send  CV  to  Nancy  Bloomfield.  4010  College  St., 
Suite  200,  Beaumont,  TX  77707. 

Progressive  internist  needed  — Central  Austin, 
Texas.  Fully-staffed  and  furnished  attractive  office  space. 
Affability,  flexibility,  and  personality  a must.  Unbeatable 
deal,  very  flexible,  Anita  Bradley,  Office  Manager,  512 
477-3282. 

Bryan/Coilege  Station  — Two  busy  Internist  with  13 
years  total  experience  here  are  seeking  another  associ- 
ate. Income  guarantee  or  possible  first  year  salary.  Send 
CV  to:  Gordon  Crawford.  Professional  Relations. 
Humana  Inc.,  Dept.  II-5B,  500  West  Main  Street, 
Louisville,  KY  40201-1438.  Or  call  TOLL-FREE  1-800- 
626-1590 

Neonatology 


Neonatoiogist,  St.  David's  Hospital  — 331 -bed 
acute  care  hospital,  part  of  St.  David's  Health  Care  Sys- 
tem in  Austin.  TX  is  seeking  a Medical  Director  of  Neona- 
tal Services.  Requirements  include  board  certification 
and  three  to  five  years  experience.  Send  CV  to  St. 
David's  Hospital.  PO  Box  4039,  Austin,  TX  78765-4039, 
Attn:  Victor  Mikeska. 

OB/GYN 


Expanding  15-Physician  multi-specialty  group  has 
excellent  opportunity  for  an  OB/GYN  physician  in  friendly 
West  Texas.  Community  of  25,000.  Adjacent  to  a 153- 
bed  modern  hospital,  ^cellent  guaranteed  salary  with 
no  first  year  expenses  in  addition  to  benefits.  Moving 
allowance  also  available.  Direct  inquiries  or  send  CV  to 
Rhonda  Hayes,  Malone  & Hogan  Clinic,  1501  W.  11th 
Place,  Big  Spring,  Texas  79720.  915  267-6361 

Houston  — Join  busy  OBG  in  west  Houston  currently 
referring  out  20-30  new  patients  per  week.  Partnership 
available.  For  details  contact:  Practice  Dynamics,  11222 
Richmond,  Ste  1 25,  Houston,  TX  77082;  800  933-091 1 

Occupational  Medicine 


Medical  Director  is  needed  for  an  expanded  office 
for  the  comprehensive  care  of  private  patients  which  also 
include  employee  and  student  health  of  the  University  of 
Texas  Health  Science  Center  at  Houston.  The  office  is 
the  model  office  for  training  Family  Physicians  in  a newly 
initiated  family  practice  residency  program  and  clinical 
research  by  the  department.  Attractive  salary  and  benefit 
package.  Please  send  CV  to  Harold  T.  Pressner,  MD, 
Chairman,  Department  of  Family  Practice  and  Commu- 
nity Medicine,  University  of  Texas  Medical  School  at 
Houston,  Room  6.100,  PO  Box  20708,  Houston,  TX 
77225.  The  University  of  Texas  is  an  equal  opportunity 
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Classified  Advertising 


employer.  Women  and  minorities  are  encouraged  to 
apply. 

Dynamic  Occupational  Medicine  Practice  — 

Active,  innovative  private  Occupational  Medicine  Clinic  in 
Amarillo.  Texas  looking  for  physician  in  BC/BE  in  Occu- 
pational Medicine,  Family  Practice,  or  Emergency  Room 
Medicine.  Clinic  open  8-5,  M-F.  Will  be  third  full-time 
physician.  Very  competitive  salary  with  excellent  fringe 
benefits.  Profit  sharing  and/or  equity  position  available. 
Contact  Cindy  Renyolds  at  806  372-1 1 35  for  more  infor- 
mation. 

Ophthalmologist 


Ophthalmologist  — Board  eligible  or  certified  to  join 
busy  30  year  old  solo  medical  and  surgical  practice  with 
future  buy  out  potential  in  Dallas,  Texas.  Send  CV  to:  Ad 
Box  777,  Advertising  Dept,  Texas  Medical  Association, 
1801  North  Lamar,  Austin,  TX  78701 . 

Pediatric 

SE  Texas  — Young  pediatric  practice  available. 
Located  within  70  miles  of  Houston.  Collections  @ 200K 
and  growing.  For  details  contact:  Practice  Dynamics, 
11222  Richmond,  Ste  125,  Houston,  TX  77082;  800 
933-0911. 

Primary  Care 


Practice 
Makes 
Perfect 

In  Arkansas 

Practice  opportunities 
available  statewide  for 
qualified  physicians. 
Excellent  incentives. 

For  more  information, 
contact  Office  of 
Primary  Care, 

Arkansas  Department 
of  Health,  4815  W. 
Markham,  Little  Rock, 

AR  72205-3867. 

Phone  501/661-2194. 

k j 

Growing  Community  25  minutes  from  Austin  has 
excellent  package  for  primary  care  doctor.  For  complete 
details  contact  Jerry  Lewis  @ The  Lewis  Group  1 -800- 
666-1377. 

Psychiatric 


Dallas  Psychiatric  Associates  — A sixteen  psychia- 
trist group  practice,  seeks  Texas-licensed,  board  eligible 
or  board  certified  psychiatrists  to  fill  needs  in  our  child. 


adolescent  and  adult  services,  in  both  inpatient  and  out- 
patient settings.  The  available  positions  range  from  part- 
time  to  full-time  and  are  compensated  contractually  on  a 
base-plus-bonus  program.  For  detailed  information 
about  positions,  call  Fred  Griffen,  MD  at  214  247-1150. 

Radiology 


Radiology  — Immediate  opening  for  BE/BC  Radiologist 
in  Dallas  area  hospital  based  practice.  All  modalities. 
Contact  Medical  Director.  Radiology,  PO  Box  4446.  Dal- 
las, Texas  75208. 

Expanding  15-Physician  multi-specialty  group  has 
excellent  opportunity  for  a radiologist  in  friendly  West 
Texas  community  of  25,000.  Adjacent  to  a 153-bed 
modern  hospital.  Excellent  guaranteed  salary  with  no 
first  year  expenses  in  addition  to  benefits.  Moving 
allowance  also  available.  Direct  inquiries  or  send  CV  to 
Rhonda  Hayes.  Malone  & Hogan  Clinic,  1501  W 11th 
Place,  Big  Spring.  TX  79720,  915  267-6361 . 

Rheumatology 


College  Station,  Texas  — A rheumatologist  is 
needed  in  this  university  community,  where  our  hospital 
has  established  a Physical  Medicine  and  Rehabilitation 
Institute  which  includes  water  therapy.  The  successful 
candidate  will  be  welcomed  by  a newly  established 
Physiatrist  and  our  Orthopedic  Surgeons,  as  many 
patients  are  now  referred  out  of  the  community.  Excellent 
financial  assistance.  Send  your  CV  to:  Gordon  Crawford, 
Manager,  Professional  Relations,  Dept.  II-5A,  500  West 
Main  Street,  Louisville,  KY  40201-1438.  Or  call  TOLL- 
FREE  1-800-626-1590. 

Surgery 


Position  available  — Thoriac  & Cardiovascular  Sur- 
geon needed  for  position  with  busy  two  man  profes- 
sional association  at  a large  southwest  medical  center. 
Must  be  experienced  in  adult  cardiac,  pulmonary, 
esophageal  and  vascular  surgery.  Must  be  Board  Certi- 
fied or  eligible.  Reply  with  curriculum  vitae  to  3600  Gas- 
ton Ave..  Ste  404,  Dallas,  TX  75246. 

Urology 

Busy,  Established,  Metropolitan  urology  group 
wishes  to  add  experienced  partner.  Send  resume  to  PO 
Box  29000  #166,  San  Antonio.  TX  78229. 

Other  Opportunities 


Correctional  Facllltles-Severai 

locations,  full-time  Physicians,  63K-84K, 
Psychiatrists,  82K-1 29K.  Excellent 
Benefits,  Texas  Lie.  Huntsville,  Rusk, 
Gatesville,  Palestine,  Amarillo,  Marlin, 
Houston  area.  Inquiries:  TDC,  BX  99, 
Pers.  Annex,  Huntsville,  TX  77342 
(409)294-2755 


Clinical  Director  — unique  opportunity  for  physician 
to  engage  in  medical  practice  plus  supervise  personnel 
in  clinical  services.  Minimum  qualifications  include 
licensed  to  practice  medicine  by  Texas  State  Board  of 
Medical  Examiners,  plus  certification  by  an  American 
Board  of  Medical  Specialty  (preferably  internist/pulmo- 
nologist/family practitioner),  plus  four  years  of  full-time 
employment  in  medical  practice  of  which  two  years  are 
in  area  of  certification  in  a supervisory  or  administrative 
capacity  in  Hospital  or  Health  Agency.  Competitive  salary 
and  excellent  state  benefits.  Call  Dalia  Tovar,  South 
Texas  Hospital  for  more  information.  (512)  423-3420. 


PRIVATE  PRACTICE  OPPORTUNITIES 

(In  dll  speclolf  ies) 

Texas  & Sunbelt  States 
Call  1 -800-284-4660 

Houston:  785-3722  R c U b c h 

orsendCV:  1 1 lAOWesttieimer  B r o n s t e i n 

Suite  1 44  

Houston, TX  77042  & Associates 


Houston  — BE/BC  Internist,  BE/BC  Pulmonologist  and 
BE/BC  Family  Practitioner  needed  for  busy,  well-estab- 
lished 15  physician  multi-specialty  group,  SW  Houston. 
Attractive  benefits  plus  salary,  bonus,  and  early  equal 
partnership.  Send  CV  to  Pierre  Gendron,  Administrator, 
Hillcroft  Medical  Clinic.  6630  DeMoss,  Houston,  Texas 
77074. 


TPR  medical,  INC. 

Placement  and  Recruitment 

Permanent  and  Locum  Tenens 
Placement  for  Physicians 
We  work  Nationwide  and  specialize  in  . . .YOU 

San  Antonio,  TX  1-800-486-8485 


Needed:  Senior  Internist/Leader 

To  organize,  develop  and  direct  4-6  member  private  practice  group  for 
463-bed  teaching  and  referral  hospital  on  beautiful  new  campus  of 
Methodist  Medical  Center  in  Dallas,  Texas.  Will  require  experienced 
member  of  successful  internal  medicine  group  who  has  been  involved  in 
governance  and  administration  of  the  group.  Individual  will  have  outstand- 
ing professional  opportunity  in  area  with  large  internal  medicine  patient 
demand,  excellent  practice  conditions,  and  superior  facilities,  with  assis- 
tance on  practice  management,  marketing  and  enhancement.  Alternative 
arrangements  open  to  discussion.  Confidentiality  of  inquiries  assured. 
Contact:  Patrick  Rhodes,  Physician  Recruiting  - 1-800-727-6131 


Position  Avaiiable  — Seeking  BC/BE  Family  Practice, 
General  Internist,  Endocrinologist.  OB/GYN  to  join  estab- 
lished multi-specialty  clinic.  Excellent  benefits  and  guar- 
antee. Send  CV  to  Leroy  W.  Kitch,  Administrator,  Skinner 
Clinic,  124  Dallas  St.,  San  Antonio,  TX  78205. 


Thinking  Retirement?  Busy  practice  in  popular  retire- 
ment area  needs  experienced  FP/GP  to  work  2-3  days 
weekly.  60  minutes  southeast  of  Dallas  on  large  lake  with 
several  area  golf  courses.  Contact  Steve  Spain,  MD  429 
N.  Gun  Barrel  Ln.,  MabankTX  75147  903  887-2704. 

Continued  on  p 100 
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Endorsed  by  the  Texas  Medical  Association 


ACADEMIC 


Director/ Associate  Professor 

Tarrant  County  Hospital  District  and  The  Univer- 
sity of  Texas  Southwestern  Medical  Center  at 
Dallas,  seek  Director  for  Family  Practice 
Residency  Program  at  John  Peter  Smith 
Hospital,  Fort  Worth,  Texas.  The  largest  Family 
Practice  training  program  (on  one  campus)  in 
the  country,  this  program  is  acclaimed  for  its 
comprehensive,  hands-on  training  in  all 
aspects  of  Family  Medicine,  including  obstetrics. 
Board  Certification,  excellent  communication 
skills,  demonstrated  clinical  capabilities  required. 
Forward  CV,  and  copy  of  current  licensure,  to:  FP 
Director  Search  Committee,  c/o  Vicki  Truitt,  AA/EOE. 


CARDIOLOGY 


SOUTH  TEXAS 

Thirty  minutes  from  Padre  Island.  Young,  growing, 
cardiology  group  seeks  non-invasive 
associate.  Must  be  BC  or  BE  seeking  certifica- 
tion. Spanish  speaking  helpful  but  not  required. 
Excellent  location.  Great  opportunity  for 
qualified  candidate.  Contact:  Barry  Strittmatter 


DIAGNOSTIC  RADIOLOGY 


FORT  WORTH 

Several  diagnostic  radiology  positions  available 
in  Fort  Worth:  all  modalities  Please  call  for 
details.  Contact:  Vicki  Truitt. 


FAMILY  PRACTICE 


NEAR  AUSTIN  AND  SAN  ANTONIO 

Community  of  5,000  (referral  area  24,000)  seeks 
board  certified  family  physicians.  Shared  call 
with  another  family  physician;  OB  needed. 
Financially  sound,  30-bed  hospital  offering 
competitive  incentive  package  to  qualified 
physician.  Contact:  Jim  Truitt. 


DALLAS 

Established  fee-for-service  practice  available 
for  assumption.  Full  scope  of  family  medicine, 
except  OB  Average  gross  $320K-k  annually. 
Bilingual  (Spanish)  skills  helpful.  Retiring 
physician  will  introduce.  Financing  available  to 
qualified  carididate 
Contact:  Jim  Truitt. 


WEST  TEXAS 

Three  board  certified  family  physicians  seek 
fourth  associate  for  busy  practice.  OB  pre- 
ferred Friendly  town,  good  schools.  Within  35 
minutes  of  larger  city.  Very  lucrative  financial 
situation.  Attractive  group  practice. 

Contact:  Jim  Truitt. 


PANHANDLE 

Texas  community  of  8,000  (referral  area 
1 6,000)  seeks  BC  FPs  for  group.  Share  call 
with  two  recently  trained  BC  FPs.  New  hospital 
under  construction.  Sound  economy,  good 
schools, airport.  Generous  incentive  package 
including  income  guarantee,  relocation,  office 
space,  more.  Contact:  Jim  Truitt. 

D/FW  METROPLEX 

Recently  trained,  BC  family  physicians,  sought 
for  private,  single  specialty  group  or  solo  (shar- 
ing call)  practice  in  growing,  northern  Met- 
roplex  area  Modern  hospital  will  sponsor 
qualified  physicians.  Excellent  schools  and 
quality  of  life  in  this  popular  area. 

Contact:  Vicki  Truitt. 

SOUTH  TEXAS 

Within  one  hour  of  San  Antonio— South  Texas 
community  seeks  BE/BC  family  practitioner 
for  service  area  of  20,000  OB  is  available,  but 
not  required.  Hunting,  fishing  (fresh  and  salt 
water)  and  other  recreational  activities  abound. 
Forty- two  bed  hospital  will  offer  generous  incen- 
tive package  to  qualified  candidate. 

Contact;  Barry  Strittmatter. 

AMARILLO 

Well  established  FP  seeks  associate  for  prac- 
tice in  community  of  1 50,000-1- . No  OB.  356- 
bed  hospital  offering  competitive  incentive 
package.  Excellent  schools,  quality  of  life;  four 
season  climate.  Ideal  location  for  outdoor 
sports  enthusiast.  Easy  access  to  snow  and 
water  skiing,  boating,  fishing,  and  more. 
Contact;  Jim  Truitt 


FORT  WORTH 

Board  certified  family  physician  needed  for 
office-based  practice  in  community  health 
clinic.  No  evening  or  weekend  call.  Generous 
compensation.  Academic  appointment  avail- 
able. Contact:  Vicki  Truitt. 


FORT  WORTH 

Single  specialty  group  and  solo  practice  op- 
tions available  lor  board  certified  family  prac- 
titioner with  well-established  Metroplex  hos- 
pital. Competitive  incentive  package  wili  be 
offered  to  qualified  candidates. 

Contact:  Barry  Strittmatter. 


INTERNAL  MEDICINE 


EAST  TEXAS 

Two  BC  internists  seek  compatible  associate 
for  group  practice  in  community  of  approx- 
imately 12,000  (referral  area  50,000).  Shared 
call  and  overhead.  Ultra-modem,  100-bed 
hospital.  Attractive  community:  many  social 
and  recreational  opportunities.  One  hour  from 
Dallas.  Competitive  incentive  package. 
Contact:  Jim  Truitt. 


THE  TEXAS  SPECIALISTS 

— Working  in  Texas  for  Texans,  since  1984  — 


WEST  TEXAS 

Four  American  trained,  board  certified  inter- 
nists seek  compatible  associate  for  busy 
group  practice  in  Texas  community  of 
1 00,000-r . Office  adjacent  to  modern  hospital. 
Excellent  call  arrangement,  salary  and  bene- 
fits. Full  associate  status  in  second  year 
Contact:  Jim  Truitt 


SOUTH  TEXAS 

Thirty  minutes  from  Padre  Island.  BC  IM 
specializing  in  critical  care  seeks  compatible 
associate.  Great  climate  and  lifestyle;  Rec- 
reational opportunities  abound.  Excelient  income 
potential.  Contact:  Barry  Strittmatter. 


WEST  TEXAS 

Community  of  approximately  9,000  (referral 
area  population  17,000)  seeks  BE/BC  inter- 
nist. Modern  50-bed  hospital.  Friendly  town, 
good  schools.  Within  35  miles  of  200,000-i- 
population  center.  Especially  attractive  to  sports- 
minded  individuals.  Many  recreational  ameni- 
ties avaiiable.  Generous  incentive  package  to 
qualified  candidate.  Contact:  Barry  Strittmatter. 


AMARILLO 

Busy  BC  IM  seeks  associate  for  rapidly  expan- 
ding practice.  Fully  equipped  office  facilities. 
356-bed  hospital  offering  competitive  incentive 
package.  Exceilent  schools  and  quality  of  life; 
four  season  climate.  Ideal  location  for  the  out- 
door sports  enthusiast.  Easy  access  to  snow 
and  water  skiing,  boating,  fishing,  etc. 

Contact:  Jim  Truitt. 


NEUROLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  1 50,000  seeks 
BE/BC  neurologists  for  associate  practice  (or 
solo  sharing  call);  fee  for  service.  Modern  medi- 
cal facilities;  lOO-l-  doctors  in  town.  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy,  excellent  schools 
Many  social  and  recreational  opportunities. 
Generous  incentive  package  to  qualified 
physician.  Contact:  Vicki  Truitt, 


D/FW  METROPLEX 

Neurologist  needed  in  affluent  NE  Tarrant 
County  community.  On  campus  with  modern 
hospital.  Competitive  incentive  package  to 
qualified  candidate.  Excellent  schools  and 
quality  of  life  with  attractive  amenities  of  both 
Dallas  and  Fort  Worth,  Contact:  Vicki  Truitt. 


OBSTETRICS/GYNECOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  sennng  150,000 
seeks  BE/BC  OB/GYN  for  private  practice  (to 
share  call  with  three  other  OB/GYNs)  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy,  excellent  schools 
Many  social  and  recreational  opportunities. 
Competitive  incentive  package  to  qualified 
physician.  Contact:  Vicki  Truitt. 


DALLAS 

Spanish-speaking  OB/Gyn  needed  for  asso- 
ciate practice  in  North  Dallas  location.  Modern, 
325-bed  medical  center.  Attractive  location.  For 
additional  details  contact:  Barry  Strittmatter. 


ORTHOPAEDIC  SURGERY 


EAST  TEXAS 

Board  certified  orthopaedic  surgeon  seeks  com- 
patible associate  for  practice  in  community  of 
approximately  12,000  (referral  area  50,000). 
Shared  call  and  overhead.  Well-equipped,  ultra- 
modern, 1 00-bed  hospital.  Attractive  communi- 
ty; many  social  and  recreational  opportunities 
One  hour  from  Dallas  Competitive  incentive 
package  to  qualified  physician. 

Contact:  Jim  Truitt. 


EAST  TEXAS 

Medical  staff  of  100-bed  hospital  seeks  ortho- 
paedic surgeon  for  referral  area  of  approximately 
50,000.  Attractive  community  of  14,000  with 
strong,  diversified  economy.  Excellent  fishing 
and  hunting.  One  hour  from  Dallas.  Competi- 
tive incentive  package  to  qualified  physician. 
Contact:  Barry  Strittmatter, 


DALLAS 

Modem,  acute  care  medical  center  (325-beds) 
recently  trained,  board  certified  orthopaedic 
surgeon  to  join  existing  practice  (or  solo  with 
coverage).  Service  area  greater  than  525,000. 
Many  social  and  recreational  activities  avail- 
able. Incentive  package  to  qualified  physician. 
Contact;  Barry  Strittmatter. 


PEDIATRICS 


D/FW  METROPLEX 

Young  American  trained,  BC  pediatrician  seeks 
associate  for  practice  in  affluent  suburban  com- 
munity in  the  heart  of  thriving  D/FW.  Office  on 
campus  with  modern  hospital.  Excellent 
schools  and  quality  of  life. 

Contact:  Vicki  Truitt. 


NORTHEAST  TEXAS 

Dynamic  group  of  American  trained,  BC  pediat- 
ricians seek  fourth  associate  for  group  practice 
in  attractive  community  of  27,000  (referral  area 
150,000).  Progressive,  family-oriented  com- 
munity with  strong  diversified  economy,  excel- 
lent schools.  Social  and  recreational  opportu- 
nities abound.  Modem  hospitai  with  Level  II  nur- 
sery and  designated  pediatric  care  unit.  Shared 
cail;  excellent  income  and  benefits;  early  part- 
nership. Contact:  Vicki  Truitt. 


PULMONARY  MEDICINE 


WEST  TEXAS 

Four  man  group  of  American  trained,  board 
certified  internists  seeks  compatibie  pulmonary 
medicine  associate  Community  of  1 00,000-r 
Office  adjacent  to  modem  250-bed  hospital. 
Shared  call,  excellent  income  and  benefits.  Full 
associate  in  second  year 
Contact:  Jim  Truitt. 


RHEUMATOLOGY 


NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center  seeks 
board  ceriified  rheumatologist  to  establish  ser- 
vice in  referrai  area  of  approximately  200,000. 
Strong  economy,  excellent  schools;  many  rec- 
reational and  social  opportunities.  Modern  hos- 
pitals Generous  Incentive  package  to  qualified 
physician.  Contact:  Vicki  Truitt. 


UROLOGY 


D/FW  METROPLEX 

Urologist  needed  in  affluent  NE  Tarrant  County 
community.  On  campus  with  modern  hospital. 
Competitive  Incentive  package  to  qualified  can- 
didate, Excellent  schools  and  quality  of  life  with 
attractive  amenities  of  both  Dallas  and  Fod 
Worth-  Contact:  Vicki  Truitt. 
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Give  Your 
Medical  Career  A 
Shot  In  the  Arm 


By  choosing  Hood  General  Hospital,  you 
will  have  the  best  of  both  worlck  ■ working 
in  a 57-bed  acute  care  facility  with  state-of- 
the-art  technology  and  living  in  a beautiful 
lake  area  conducive  to  a relaxed  lifestyle. 

Pediatrician 

OB/GYN 

You’ll  enjoy  the  professional  atmosphere  as 
you  work  with  a competent  and  dedicated 
staff  in  our  recently  refurbished  hospital. 
You  will  join  our  10  Family  Practitioners 
and  21  total  physicians  who  have  made  a 
commitment  to  providing  quality  care  for 
patients  in  our  friendly  community. 

You  will  also  enjoy  the  country  setting  of 
Hood  County  that  is  so  close  to  Fort  Worth 
and  the  Metroplex.  yet  not  too  small  to  find, 
with  a population  of  30,000.  The  cosmo- 
politan lifestyle  of  the  city  coupled  with 
the  relaxed  atmosphere  of  our  rural  area 
and  a team  of  medical  professionals  to 
work  beside,  combine  to 
be  a career  alternative 
worth  investigating. 

Please  call  Terrie 
Henderson  at  (617) 

573-2683  or  forward 
your  C.V.  in  complete 
confidence  to:  Larry 
Winder,  Administrator. 

Hood  General  Hospital, 

1310  Paluxy  Rd., 

Granbury.  "TX  76048. 

Equal  Opportunity 
Employer. 


Family  Practice  or  Internist  — Olin  E.  Teague  Veter- 
ans Center,  Temple,  Texas,  is  recruiting  for  board  certi- 
fied/eligible family  practitioner  or  general  internist  for 
Ambulatory  Care  area.  Well  staffed  Veteran’s  Affairs  Hos- 
pital in  central  Texas  city  of  50,000.  Faculty  appointment 
available  Texas  A&M  College  of  Medicine.  Contact  asso- 
ciate Chief  of  Staff/Ambulatory  Care  817  778-4811  ext 
4304  Olin  E.  Teague  Veterans  Center,  Temple,  TX  76504 
equal  opportunity  employer 

Lubbock  State  School  — Staff  physician  with  current 
Texas  license.  Excellent  benefits;  40  hour  work  week, 
malpractice  protection,  paid  holidays,  vacation/sick 
accruals,  retirement,  tax  sheltered  income  program, 
salary  negotiable.  Includes  augmentation.  Contact  Liz 
Smitten,  Director  of  Human  Resources,  Lubbock  State 
School,  PO  Box  5396,  Lubbock,  Texas  79417-7596  806 
763-7041  EOE 

Locum  Tenens  Physician  — Join  a comprehensive 
physician  support  service  with  a major  medical  center  in 
south  central  Montana.  Locum  physicians  provide  pri- 
mary care  coverage  (excluding  routine  OB)  for  physicians 
in  rural  Montana  and  Wyoming.  Assignments  vary  in 
length.  Reimbursement  for  expenses,  malpractice, 
health  insurance,  CME.  Call  Locum  Tenens  Coordinator, 
1-800-325-1774,  or  send  CV  to  1500  Poly  Drive,  Suite 
103,  Billings,  MT  59102. 

Medical  Director  — Dallas  County  has  an  opening  for 
a Texas  licensed  MD  to  direct  the  activities  of  the  jail 
health  program.  Will  be  on  call  24  hours  and  responsible 


for  the  initial  medical  intake  screening  of  all  inmates,  sick 
calls,  health  training,  emergency  responses,  24  hour  infir- 
mary care,  infection  control  and  surveillance,  inspection 
of  health  hazards,  supervise  physician  staff  and  develop 
and  implement  policies/procedures  and  services.  Experi- 
ence in  correctional  health  helpful.  Submit  resume  and 
cover  letter  to:  Dallas  County  Personnel/Civil  Service, 
500  Main  Street  Rm.  103,  Dallas,  TX  75202, 
EOE/AA/HH. 

Locum  tenens  — Earn  up  to  $200,000  per  year.  Don't 
work  for  an  agency.  Work  for  yourself.  For  Details,  send 
name  and  address  to  Dr.  Monroe,  7305  Hwy  6 South, 
Suite  R 175,  Houston,  TX  77083 

Physician  for  Nationwide  Travel  — Health  research 
organization  seeks  physician  for  National  Health  & Nutri- 
tion Examination  Survey  sponsored  by  the  US  Public 
Health  Service.  Individual  will  be  part  of  a large  medical 
team  conducting  health  examinations  in  govt,  mobile 
exam  centers  traveling  to  88  areas  of  the  U.S.  through 
1 993.  Must  be  licensed  in  one  state.  One  year  minimum 
commitment  and  FULL-TIME  CONTINUOUS  TRAVEL 
REQUIRED.  Competitive  salary,  paid  malpractice,  per 
diem,  car,  four  weeks  paid  vacation  per  year,  holidays, 
and  health  , life,  dental,  disability  insurance  offered.  Call 
Beverly  Celine,  800-937-8281 . ext  8248.  WESTAT,  INC. 
Rockville,  Maryland.  EOE/MFA//H 

Dallas  — BC/BE  Family  Practitioner  and/or  OB/GYN  to 
join  established  three  physician  group  near  Super  Col- 
lider area.  On  site  Laboratory/X-Ray/Mammogram,  adja- 
cent to  new  Charlton  Methodist  Hospital.  Fastest  grow- 
ing area  of  Dallas  County.  Send  CV  to  CMM/SWP,  PO 
Box  382392,  Duncanville,  TX  75138. 

Situations  Wanted 

Positions  Wanted 


Radiologist  — board  certified  with  interventional  fellow- 
ship, desires  to  locate  in  Texas.  Proficient  in  all  modali- 
ties. University  trained  with  academic  experience.  Per- 
manent, part-time  and  locum  positions  will  be 
considered.  Reply  to:  Texas  Medical  Association,  Adver- 
tising Depart.,  Ad  Box  776,  1801  N.  Lamar,  Austin,  TX 
78701 . 

Position  Desired  — General  Surgeon,  32  y/o,  Texas 
born  and  trained,  2 yrs  post-residency,  board  certified. 
Associate  Fellow,  ACS.  Very  unhappy  with  rural  town 
and  FMG's.  Desires  relocation  to  town  of  35-75,000.  All 
opportunities  (solo,  partnership,  group)  considered. 
Reply  to  Ad  Box  781,  TMA,  1801  North  Lamar,  Austin, 
TX  78701 . 


For  Sale  or  Lease 

Automobile  Leasing 


Apple  Medical  Leasing  — New  and  Used  Vehicle 
Leasing  - Lease  Buy  Backs  - Several  Lease  Assumptions 
Available  - Endorsed  by  the  Texas  Medical  Association. 
TOLL  FREE  1-800-827-7538. 

Office  Space 


Harlingen/Rio  Grande  Valley  — excellent  opportu- 
nity. Office  and  partnership  interest  in  new  building  adja- 
cent in  major  area  Medical  Center.  Call  David  Newton 
(512)  428-5351. 

Lease  — NE  Fort  Worth  (Watauga)  completely 
equipped  physician’s  office-including  x-ray-treadmill 
available.  817  831-0321  Dr,  McNeff. 

Practices 


Selling  Your  Practice?  We  offer  practice  evaluations 
& brokerage,  physician  recruiting,  and  partnership  buy-in 


services.  We  can  help  you  make  the  right  decisions.  For 
a free  brochure,  call  or  write:  Practice  Dynamics,  Dept  T, 
11222  Richmond,  Ste  125,  Houston,  TX  77082:  713- 
531-0911. 

Ophthalmology  Practice  For  Sale  — Corpus 
Christi-Office  and  Equipment  available.  Will  assist  transi- 
tion over  1-2  years  if  desired.  Reply  to  AD  Box  779, 
TMA,  1801  N.  Lamar,  Austin,  TX  78701 . 

Property 


FOR  SALE 

Small  ranch  in  Live  Oak  County  with 
beautiful  Nueces  River  frontage.  Fine 
ranch  neighbors:  close  to  Choke  Canyon 
Lake  and  only  a short  distance  from  San 
Antonio.  The  ranch  has  excellent  newly 
established  Kline  grass  pasture  alter- 
nated with  brush;  a 28  acre  lake  and  three 
other  established  ponds  and  a good  fresh 
water  system.  Abundant  game  including 
deer,  ducks,  turkey,  javalina,  hog,  cranes, 
blue  and  bob  white  quail  and  dove. 

County  maintained  road  and  good 
mineral  prospects.  Call  Dick 
@512  853-0349  or  office  512  289-5350 


Repossessed  Texas  Real  Estate  — Foreclosed 
income  properties,  commercial  land,  farms,  ranches  and 
small  acreage  tracts.  Seller/bank  financing.  Caii  51 2 479- 
2726  for  information  and  brochure. 

Medical  Office  Condo  For  Sale  — 3,157  sq.  ft.  and 

1 ,852  sq.  ft.  Located  at  630  West  34th  St.,  in  the  heart 
of  Austin’s  medical  community.  Call  Mike  Gesch  @512 
258-6000. 


Business  and  Financial 
Services 

Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  cour- 
teous service.  Competitive  fixed  rate.  Physicians  Service 
Association,  Atianta,  Georgia.  TOLL  FREE  1-800-241- 
6905,  Serving  MDs  for  over  10  years. 

Consulting  Services  — Assistance  with:  Starting, 
Relocations,  Selling  or  Reorganizing  your  Practice. 
Empioyment  Contracts.  Professionai  Association  and 
Partnership  Agreements.  Compliance  with  Medicare  Rules 
and  Regulations.  PLEASE  CONTACT:  Doug  McSwane, 
McSwane  and  Associates,  1121  Hampshire  Ln.,  Suite 
235,  Richardson,  Texas  75080,  Phone  214-669-3359. 

Professional  Resume  Services  — Successfully 
serving  physicians  since  1976.  All  specialties.  We  provide 
curriculum  vitae  preparation,  cover  ietter  development 
and  career  planning.  Confidential.  Effective!  Immediate 
service  available.  Call  1-800-933-7598  (24  Hrs.)  Alan  D. 
Kirschen,  M.A. 

Care  Charge  Corporation  Provides  Credit  Card 
For  Healthcare  Services.  Non-recourse  patient 
financing.  No  annual  or  processing  fees.  Easy  patient 
financing.  30  minute  approval.  100%  refundable  deposit. 
Builds  practice  10-50%.  Guaranteed  payment  directly  to 
Healthcare  Provider.  Payment  within  14  days.  Repre- 
sented by  Financial  Securities,  PO  Box  630187,  Hous- 
ton, TX,  77263.  713  462 -CARE. 
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[edical  Office 
[anagement  Institute 

Day  Workshop  Series 

Texas  Medical  Association  offers  this  popular 
^es  of  practice  management  workshops  specifi- 
y designed  for  physicians,  medical  office  man- 
rs,  supervisors  and  office  staff. 

These  one-day  workshops  provide  an  excel- 
t opportunity  to  improve  the  efficiency  of  your 
ce  and  the  performance  of  your  office  staff. 
;ct  one  or  two  - or  attend  all  four  and  receive  a 
cial  medical  office  management  certificate. 


Day  1 

Effective  Personnel  Management 

• Your  job  as  a manager 

• Recruiting  and  selection 

• Job  evaluations  and  salary  review 

• Developing  job  descriptions 

• Developing  office  policies 

• Improving  communications 


Day  2 

Improving  Your  Managerial  Effectiveness 

• Dealing  with  difficult  employees 

• Conflicts  and  change 

• Staff  motivation 

• Your  job  as  a manager 

• Dealing  with  problem  patients 

• The  practice’s  philosophy 


Day  3 

Patient  Elow  Management 

• Improved  telephone  management 

• Appointment  scheduling 

• Front  office  strategy 

• Back  office  strategy 

• Medical  records 

• Facilities  design/patient  flow 


Day  4 

Einancial  Management 

• Accounts  receivable  review 

• Fee  analysis 

• Collections 

• Insurance 

• Financial  controls 

• Accounts  payable  review 

• Management  reports 


Eocations/Dates 

Houston 

Dallas 

San  Antonio 


July  9-12 
July  23-26 
August  6-9 


To  register,  call 

TMA  Department  of  Practice 

Management  Services: 

(512)  477-6704,  Ext.  350. 


Tex 


TexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


Courses 


June 

Cardiology 

Jun  6-7,  1991 

New  Frontiers  in  Vascular  Interventions. 
Los  Angeles.  Contact  American  College  of 
Cardiology,  Extramural  Programs,  Dept 
5080,  Washington,  DC  20061-5080  (1- 
800)  897-5400 

Jun  16-21,  1991 

Two-Dimensional  Echocardiography  & 
Cardiac  Doppler.  Orlando,  Fla.  Contact 
American  College  of  Cardiology,  Extramu- 
ral Programs,  Dept  5080,  Washington,  DC 
20061-5080  (1-800) 897-5400 

Family  Practice 

Jun  1,  1991 

Clinical  Encounters  1991.  Dallas.  Contact 
Office  of  CME,  The  University  of  Texas 
Southwestern  Medical  Center,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)  688- 
2166 

General  Medicine 

jun  1-2,  1991 

Pain  Symposium.  Lubbock,  Tex.  Contact 
Office  of  CME,  Texas  Tech  University 
H ealth  Sciences  Center,  Lubbock,  TX 
79430  (806)  743-2929 

Jun  9-13,  1991 

15th  Lung  Symposium.  Sea  Island,  Ga. 
Contact  Southern  Medical  Association,  35 
Lakeshore  Dr,  PO  Box  190088,  Birming- 
ham, AL  35219-0088  (1-800)  423-4992 

Internal  Medicine 

Jun  24-26,  1991 

Highlights  in  Women’s  Health  Care.  Santa 
Fe,  NM.  Contact  Scott  & White  Memorial 
Hosp,  Office  of  CME,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

Obstetrics  and  Gynecology 

Jun  10-12,  1991 

Ob-Gyn  Seminar.  South  Padre  Island,  Tex. 
Contact  Office  of  CME,  Texas  Tech  Uni- 
versity Health  Sciences  Center,  Lubbock, 
TX  79430  (806)  743-2929 

Jun  15,  1991 

Current  Clinical  Practice  in  Ob-Gyn  Infec- 
tions. Dallas.  Contact  St  Paul  Medical 
Center,  Office  of  CME,  5909  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)  879-3789 


CME  / Continuing 
Education  Directory 


Otolaryngology 

Jun  5-6,  1991 

Anatomy  of  the  Nose.  Galveston,  Tex. 
Contact  Office  of  CME,  The  University  of 
Texas  Medical  Branch,  Rte  J-34,  Shearn 
Moody  Plaza,  Galveston,  TX  77550  (409) 
761-2934 

Jun  6-8,  1991;  June  20-22,  1991 
Updates  in  Otolaryngology.  Galveston, 
Tex.  Contact  Office  of  CME,  The  Universi- 
ty of  Texas  Medical  Branch,  Rte  J-34, 
Shearn  Moody  Plaza,  Galveston,  TX 
77550  (409)  761-2934 

Pediatrics 

Jun  10-14,  1991 

Acute  Care  Pediatrics.  Hilton  Head  Island, 
SC.  Contact  Baylor  College  of  Medicine, 
Office  of  CME,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-6020 

Jun  20-22,  1991 

Pediatric  Review  and  Update.  Galveston, 
Tex.  Contact  Office  of  CME,  The  Universi- 
ty of  Texas  Medical  Branch,  Rte  J-34, 
Shearn  Moody  Plaza,  Galveston,  TX 
77550  (409)  76 i -2934 

Perinatal  Medicine 

Jun  21-22,  1991 

Conference  on  Perinatal  Medicine.  Dallas. 
Contact  Methodist  Medical  Center,  301  W 
Colorado,  Dallas,  TX  75265  (214)  944- 
8008 

Pulmonary  Medicine 

Jun  9-13,  1991 

Symposium  on  Lung  Disease.  Sea  Island, 
Ga.  Contact  Southern  Medical  Associa- 
tion, 35  Lakeshore  Dr,  PO  Box  190088, 
Birmingham,  AL  35219-0088  (1-800)  423- 
4992 

Radiology 

Jun  3-7,  1991 

Visiting  Fellowship  in  MRI.  San  Antonio, 
Tex.  Contact  The  University  of  Texas 
Health  Science  Center,  Office  of  CME, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)  567-4444 

Jun  10-14,  1991 

Abdominal  Ultrasound  Imaging.  Dallas. 
Contact  Keith  Mauney  & Associates,  Inc, 
600  E Las  Colinas  Blvd,  Ste  250,  Irving, 
TX  75039  (214)  402-8250 


Jun  17-21,  1991 

Obstetric/Pelvic  Ultrasound  Imaging. 
Dallas.  Contact  Keith  Mauney  & Associ- 
ates, Inc,  600  E Las  Colinas  Blvd,  Ste  250, 
Irving,  TX  75039  (214)  402-8250 

Risk  Management 

Jun  1,  1991 

Forensic  Obstetrics.  Houston.  Contact 
Medical  Risk  Management,  Inc,  2500  City 
West  Blvd,  Ste  300,  Houston,  TX  77042 
(713)  789-6518 

Jun  1,  1991 

Grand  Rounds  in  Medical  Malpractice. 
Houston.  Contact  Medical  Risk  Manage- 
ment, Inc,  2500  City  West  Blvd,  Ste  300, 
Houston,  TX  77042  (713)  789-6518 

July 

Cardiology 

Jul 26-27,  1991 

Echocardiography  1991.  Dallas.  Contact 
Presbyterian  Healthcare  System,  Office  of 
CME,  8160  Walnut  Hill  Ln,  Dallas,  TX 
75231  (214) 891-2323 

Dermatology 

Jul 11-14,  1991 

Advanced  Seminars  in  Dermatology. 
Carmel,  Calif.  Contact  Extended  Pro- 
grams, Rm  LS-105,  University  of  Califor- 
nia School  of  Medicine,  San  Francisco,  CA 
(415)  476-4251 

Family  Practice 

Jul  3-6,  1991 

The  First  24  Hours.  Corpus  Christi,  Tex. 
Contact  Nueces  County  Medical  Educa- 
tion Foundation,  Family  Practice  Residen- 
cy Program,  2606  Hospital  Blvd,  Corpus 
Christi,  TX  78405  (512)  881-4467 

Oncology 

Jul 24-27,  1991 

Soft  Tissue  Sarcoma  Review  Course.  Key- 
stone, Colo.  Contact  Conference  Services, 
Box  131,  The  University  of  Texas  M.D. 
Anderson  Cancer  Center,  1515  Holcombe 
Blvd,  Houston,  TX  77030  (713)  792-2222 

Pediatrics 

Jul 15-17,  1991 

Update  in  Pediatrics.  Santa  Fe,  NM.  Con- 
tact Scott  & White  Memorial  Hosp,  Office 
of  CME,  2401  S 31st  St,  Temple,  TX 
76508  (817)  774-4083 
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CME  / Continuing  Education  Directory 


Risk  Management 

Jul  18-21,  1991 

RM  Sti7t.  Lake  Conroe,  Tex.  Contact  Med- 
ical Risk  Management,  Inc,  2500  City 
West  Blvd,  Ste  300,  Houston,  TX  77042 
(713)  789-6518 

Jul  18,  1991 

Grand  Rounds  on  Medical  Malpractice. 
Lake  Conroe,  Tex.  Contact  Medical  Risk 
Management,  Inc,  2500  City  West  Blvd, 
Ste  300,  Houston,  TX  77042  (713)  789- 
6518 

Urology 

Jul  19-21,  1991 

Erectile  Dysfunction.  Boston.  Contact 
American  Urological  Association,  6750  W 
Loop  South,  Ste  900,  Bellaire,  TX  77401 
(713) 665-7500 

August 

Family  Practice 

Aug  5-9,  1991 

Family  Medicine  Review.  South  Padre  Is- 
land, Tex.  Contact  Scott  & White  Memori- 
al Hosp,  Office  of  CME,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

Ophthalmology 

Aug  12-16,  1991 

Ocular  Microbiology  for  the  Ophthalmol- 
ogy Fellow.  Houston.  Contact  Baylor  Col- 
lege of  Medicine,  Office  of  CME,  One  Bay- 
lor Plaza,  Houston,  TX  77030  (713) 
798-6020 

Pathology 

Aug  17-24,  1991 

Fine  Needle  Biopsy  Course.  Aspen,  Colo. 
Contact  Extended  Programs,  Rm  ES-105, 
University  of  California  School  of  Medi- 
cine, San  Erancisco,  CA  (415)  476-4251 

Pediatrics 

Aug  1-3,  1991 

Debates  & Updates  in  Pediatric  Emergen- 
cy Medicine.  San  Erancisco,  Calif.  Contact 
Extended  Programs,  Rm  LS-105,  Universi- 
ty of  California  School  of  Medicine,  San 
Erancisco,  CA  (415)  476-4251 


Practice  Management 
Workshops 


The  following  workshops  and  seminars  are 
sponsored  by  the  Texas  Medical  Associa- 
tion Department  of  Practice  Management 
Services.  For  further  information,  contact 
the  TMA  Department  of  Practice  Manage- 
ment Services,  1801  N Lamar  Blvd,  Austin, 
TX  78701  (512)  477-6704,  ext  350. 

May-July,  1991 

Improving  Patient  Service 

Jun  4,  Houston;  Jun  5,  San  Antonio;  Jun  6, 

Dallas 

Medical  Office  Management  Institute 
Jul  9-12,  Houston;  Jul  23-26,  Dallas 

21  Steps  to  Successful  Practice  Transition 
May  9,  Dallas 

Risk  Management 
Seminars 


The  following  course  is  sponsored  by  the 
Texas  Medical  Association  Risk  Manage- 
ment Department.  All  seminars,  unless 
otherwise  announced,  will  be  held  from  7 
pm-10  pm.  For  further  information,  con- 
tact the  TMA  Department  of  Risk  Man- 
agement, 1801  N Lamar  Blvd,  Austin,  TX 
78701 (512)  477-6704,  ext  351. 

May-Sept,  1991 

Malpractice  Proof  Your  Practice 

May  9,  Dallas  (during  TMA  Annual  Ses- 
sion; 2-5  pm);  May  23,  Beaumont;  May 
29,  San  Antonio;  May  30,  El  Paso 

Jun  12,  Tyler;  Jun  19,  Austin,  6-9  pm;  Jun 
26,  McAllen 

Jul  6,  Corpus  Christ!  (with  Nueces  County 
Medical  Education  Foundation;  1:30-5:30 
pm);  Jul  1 1,  Tyler;  Jul  25,  McAllen 

Sept  14,  Austin  (during  TMA  Fall  Leader- 
ship Conference;  2-5  pm);  Sept  19,  Dallas; 
Sept  26,  Houston 


Calendar  of  Meetings 


•Denotes  Texas  meeting 

May 

May  1-5,  1991,  Waioloka,  Hawaii 
American  Academy  of  Pacial  Plastic  & Re- 
constructive Surgeons  Annual  Meeting 
Contact  AFPRS,  1110  Vermont  Ave,  NW, 
Washington,  DC  20005  (202)  842-4500 

May  5-9,  1991,  New  Orleans 

American  College  of  Oh-Cyn  Annual 

Meeting 

Contact  ACOG,  409  12th  St,  SW,  Wash- 
ington, DC  20005  (202)  347-5445 

May  6-8,  1991,  Washington,  DC 
American  Association  for  Thoracic 
Surgery 

Contact  AATS,  13  Elm  St,  Manchester, 
MA  01944  (505)  526-8330 

May  9-12,  1991,  Dallas 

•Texas  Medical  Association  1991  An- 
nual Session 

Contact  Mrs  Dale  Willimack,  TMA,  1801 
N Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704 

May  10-1 1,  1991,  Dallas 

•Texas  Orthopaedic  Association  Annual 

Meeting 

Contact  TOA,  1801  N Lamar  Blvd, 
Austin,  TX  78701  (512)  477-6704,  ext 
234 

May  11-12,  1991,  Dallas 

•Texas  Society  of  Plastic  Surgeons  Annual 

Meeting 

Contact  TSPS,  1801  N Lamar  Blvd, 
Austin,  TX  78701  (512)  477-6704,  ext 
234 

May  1 1-16,  1991,  New  Orleans 
American  Psychiatric  Association  Annual 
Meeting 

Contact  APA,  1400  K St,  NW,  Washing- 
ton, DC  20005  (202)  682-6100 

May  19-21,  1991,  Houston 
•American  Society  of  Clinical  Oncology 
Annual  Meeting 

Contact  ASCO,  435  N Michigan  Ave, 
Chicago,  IL  60611  (312)  644-0828 

May  22-26,  1991,  Washington,  DC 
Society  of  Critical  Care  Medicine  Annual 
Meeting 

Contact  SCCM,  251  E Imperial  Hwy,  Ste 
480,  Fullerton,  CA  92635  (714)  870-5243 
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May  23-26,  1991,  Houston 
•American  Association  for  Cancer  Re- 
search Annual  Meeting 
Contact  AACR,  330  Market  St,  2nd  FI, 
Philadelphia,  PA  19106  (215)  440-9300 

May  29-June  1,  1991,  Orlando,  Fla 
American  College  of  Sports  Medicine  An- 
nual Meeting 

Contact  ACSM,  401  W Michigan  Ave,  In- 
dianapolis, IN  46254  (317)  637-9200 

June 

Jun  2-6,  1991,  Toronto 

American  Urological  Association  Annual 

Meeting 

Contact  American  Urological  Association, 
6750  W Loop  South,  Ste  900,  Bellaire,  TX 
77401  (713)  665-7500 

Jun  5-8,  1991,  Dallas 

•American  Society  for  Bariatric  Surgery 

Annual  Meeting 

Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Jun  7-8,  1991,  Austin,  Tex 

•Texas  Medical  Association  1991 
CME  Provider’s  Conference,  Physician 
CME:  A Cooperative  Responsibility 

Contact  TMA  Dept  of  Medical  Education, 
1801  N Lamar  Blvd,  Austin,  TX  78701 
(512)  477-6704,  ext  253 

Jun  26-29,  1991,  Seattle 
Western  Thoracic  Surgical  Association 
Contact  WTSA,  13  Elm  St,  Manchester, 
MA  01944  (505)  526-8330 

August 

Aug  21-25,  1991,  Arlington,  Tex 
•Texas  Academy  of  Family  Physicians  An- 
nual Assembly  and  Scientific  Program 
Contact  TAFP,  8733  Shoal  Creek  Blvd, 
Austin,  TX  78756  (512)  451-8237 


DIABETES  MELUTUS: 

THERAPEUTIC  IMPLICATIONS 
FOR  THE  YEAR  2000 

Fourth  Clinical  Symposium  of 
the  American  Diabetes  Association,  Texas  Affiliate,  Inc. 


PRESENTATIONS 

Glucose  Control  and  Complications 

Philip  Raskin,  M.D. 

Immune  Etiology  of  IDDM:  Therapeutic  Implications 

Jay  S.  Skyler,  M.D. 

Pathogenesis  and  Management  of  NIDDM 

James  R.  Gavin,  III,  M.D.,  Ph.D. 

Management  of  Diabetic  Neuropathy 

Aaron  Vinik,  M.B.Bch.,  F.C.P.,  F.A.C.P.,  Ph.D. 

Diabetic  Retinopathy:  Information  for  Internists 

Matthew  D.  Davis,  M.D. 

Diabetic  Nephropathy:  Can  We  Prevent  It? 

Ralph  A.  DeFronzo,  M.D. 

Sulfonylureas  and  New  Antidiabetic  Drugs 

Harold  Lehovitz,  M.D. 

Treatment  of  Hypertension  in  Diabetes 

Norman  M.  Kaplan,  M.D. 

Management  of  Diabetic  Hyperlipidemia 

Scott  M.  Grundy,  M.D.,  Ph  D. 

Diabetes  Mellitus  in  Mexican  Americans 

Michael  Stern,  M.D. 

Economic  Aspects  of  Diabetes  Mellitus 

Frank  Vinicor,  M.D. I Dora  McDonald,  M.P.A. 

Obesity,  Diabetes  and  Behavioral  Modification 

Rena  R.  Wing,  Ph.D. 

Patient  Education  and  Management:  Team  Approach 

Julie  S.  Meyer,  R.N.,  M.S.N.,  C .D.E.I Sherman  M.  Holvey,  M.D. 

Diet  and  Diabetes 

Eleanor  A.  Young,  Ph  D.,  R.D.,  L.D. 


WORKSHOPS 

Management  of  NIDDM:  Diet,  Exercise,  Oral  Agents, 

Insulin  Gavin! Lehovitz! Grundy 
Management  of  IDDM:  Insulin  therapy.  Glucose 
Monitoring,  Hypoglycemia  Aland.  Garber,  M.D., 
Ph.D.!Skyler!Raskin 

Management  of  Diabetic  Complications  Vinik! DavislDeEronzo 


SEPTEMBER  27  & 28, 1991 
Hilton  Palacio  Del  Rio  • San  Antonio,  Texas 
CALL  (512)  343-6981  FOR  REGISTRATION  INFORMATION 


Sponsored  by  JL  American 

Diabetes 
Association  ® 
Texas  Affiliate,  Inc. 
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I 


Get  your  next  new  car  from  us., 
a TM A endorsed  company! 


When  the  Texas  Medical  Association 
wanted  to  endorse  a car  company,  they  had 
some  requirements!  They  wanted  a company 
with  integrity,  volume  buying  power,  and 
above  all  SERVICE.  The  TMA  chose  Autoflex 
Leasing. 

Just  one  call  to  us  and  you  get  all  of  the 
above  and  more.  Our  "FLEXLEASE"  is  the 
best  lease  available,  and  it  includes  free  rent 
cars,  no  down  payment  & no  deposit.  You 
pick  out  the  car  of  your  choice  and  we  will 
deliver  it  to  your  home  or  office  the  next  day! 
Sound  simple?  It  is! 


Asitoflex 


Since  tax  reform,  there  are  no  advantages 
to  owning  a car.  Interest  write  offs  and  invest- 
ment tax  credits  have  been  eliminated  and 
sales  tax  can  no  longer  be  deducted.  Call  one 
of  our  professionals  today  so  we  can  explain 
our  special  programs  created  exclusively  for 
TMA  members.  So  for  your  next  vehicle, 
whether  you  buy  or  lease,  choose  a company 
the  TMA  endorses.  Choose  Autoflex  Leasing. 


^ To 


TexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


CONTACT:  LOUIS  MURAD 
OR  PATRICK  MORRISSEY 


1-800-634-0304 


212  W.  Spring  Valley  • Richardson,  TX  75081  • 214-234-1234 


1-800-252-9318 

YOUR  HOTLINE 
FOR  TMAIT 
INSURANCE 
ANSWERS 


We  know  that  insurance  can  be  com- 
plicated and  confusing.  You  and  your 
staff  have  more  important  things  to  do 
than  worry  about  your  personal  and 
staff  insurance.  That’s  why  TMAIT 
has  an  INSURANCE  HOTLINE  to 
simplify  things. 

Just  call  1-800-252-9318  any  weekday 
between  8:15  a.m.  and  5:15  p.m. 

You’ll  get  a friendly  TMAIT  insurance 
specialist  who  can  usually  answer  your 
questions  immediately.  If  they  can’t, 
they’ll  get  the  answer  and  promptly 
call  you  back. 

Your  INSURANCE  HOTLINE  is  just 
one  more  valuable  member  service. 

TMAIT  offers  you  Safety,  Financial 
Stability,  Excellent  Service  and 
Reliability. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


Created  and  endorsed  by  the  Texas  Medical  Association 


TexasMedical 

Association 


1901  NORTH  LAMAR  BLVD 
AUSTIN,  TEXAS  78705 
1-800-252-9318 
IN  AUSTIN  476-6551 
FAX:  512/469-9336 


Underwritten  by  PRUCO  Life  In.surance  Compans'  of  Texas, 
a -sLihsidiarx-  of  The  PRIIDENTIAL. 


Contents 
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Feature 

R-E-S-P-E-C-T 

The  public  image  of  physicians 

Why,  at  a time  when  science  enables  physicians  to 
do  more  for  their  patients,  is  respect  for  medical 
practitioners  falling? 

B D E B I M A R r I N 


Upfront 

TMA’s  new  headquarters  . . . Peer-to-peer  recruiting 
boosts  medicine’s  strength  . . . 

TMA  Auxiliary  presents  gifts  to  help  fund  medical  education  . . . 
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Sam  Nixon,  MD:  a presidency  in  4/4  time 

By  Kathryn  Trombatore 


The  public  image 
of  physicians 

Texas  physicians  talk  about 
their  image  on  (and  off)  the 
pedestal  . . . and  how  to 
repair  it.  Cover  collage  by 
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Texas  physician 
did  the  right  thing 
in  publicized 
prescription 
forgery 
Imagine  this:  forged 
prescriptions  have  your 
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press  is  hot  after  the  story. 
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By  Barbara  N.  Samuels,  MD,  MPH TO 
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YOCONT 

YOHIMBINE  HCI 


OescripUon:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-caf- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  Indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  m male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  wou  Id  be  to  lower  it;  however  no  adequate  stud  les  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications;  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  Information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warniiq:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'*’^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ^ 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Va  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Applied:  Oral  tablets  of  Yocon'^  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 

References: 
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cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
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Why  our 
spinal'Cord  injury 
rehabilitation 
program 
balances  short-term 

care  with 
long-term  needs. 


Some  pro^ams  for  spinal  cord  injury 
rehabilitation  offer  short-term  acute 
care;  others  provide  only  longer-term 
resources.  But  few  focus  on  both,  as 
Warm  Springs  does.  CXir  approach 
encompasses  a full  continuum  of  care. 

It  starts  with  the  basics,  as  patients  learn 
to  master  the  everyday  skills  of  self-care 
with  self-ct)nfidence.  Then  it  builds  on 
that  foundation  by  offering  real-world 
opportunities  to  practice  newly  acquired 
skills.  Finally,  it  offers  patients  valuable 
tools  for  post-injur>’  independent  living  - 
including  vocational  preparation  and 
driver  education.  At  Warm  Springs,  we 
understand  the  importance  of  short-term 
and  long-term  rehabilitation.  But  more 
important,  we  understand  how'  to  build  a 
bridge  between  the  two,  to  pave  the  way 
for  a lifetime  of  achievement. 


Warm  Springs 
Rehabilitation  Hospitals 


Gonzales,  TX  800/792-WARM,  512/672-6592 
San  Antonio,  TX  800/451-1350,  512/691-0100 


Letters 


Residency  work  hours: 
clearing  the  confusion 

Regarding  the  article,  “It’s  3:00 
am  . . . Do  you  know  where 
your  resident  it?”  [March  1991, 
Texas  Medicine,  pp  38-50],  1 would 
like  to  comment  on  the  phrasing  of 
the  AMA  Resident  Physician  Sec- 
tion’s resolution  that  calls  for  “1 
night  off  out  of  7,  on  call  every  third 
night,  and  an  80-hour  week,  the  last 
averaged  out  over  a 4-week  period.” 

I think  “1  night  off  out  of  7”  is 
ambiguous;  it  would  be  clearer  to 
say  something  like  “one  24-hour  pe- 
riod off  each  week,”  if  that  is  what 
is  intended.  Also,  “every  third  night 
call”  is  largely  incompatible  with  an 
80-hour  week.  (Two  calls  of  24 
hours  each  leave  only  32  hours  for 
the  remainder  of  the  work  week.) 

About  the  article’s  discussion  of 
residency  work  hour  regulations  in 
New  York  — I have  spoken  to  a res- 
ident from  a New  York  State  pro- 
gram who  describes  compliance 
with  the  new  guidelines  as  being 
largely  on  paper  only.  He  remarked 
that  not  included  in  the  80-hour 
work  week  were  educational  hours, 
such  as  lectures  and  rounds,  and  the 
reported  6 hours  a night  of  sleep  ob- 
tained while  on  call.  This  6 hours  of 
sleep  is  rarely  realized. 

Shiu-Yueu  Baxter,  MD 
51-A  Olding  Rd,  Bremerton, 
WA  98312-1835. 
(Dr  Baxter  is  a family  practice  intern  at 
Naval  Hospital  Bremerton.) 


About  that 
increased  number  of 
psychologists  and 
social  workers  . . . 

■ sit  in  the  TMA  House  of  Dele- 
gates year  after  year  hearing  my 
colleagues  complain  about  various 
subgroups  attempting  to  take  the 
medicine  out  of  medicine.  I was  as- 
tounded to  read  in  the  March  issue 
of  Texas  Medicine  yet  another  mod- 
est proposal  [“Human  dualism: 
medicine’s  dilemma  and  a solution,” 
p 8[.  Whether  this  was  satire  or  bad 
judgment  or  a combination  of  both 
eludes  me. 

I envision  articles  in  subsequent 
issues  describing  the  trends  of  RN 
anesthesia  and  growth  of  midwives 
and  the  question  of  whether  obstet- 
rics and  anesthesiology  should  be 
eliminated  with  just  a general  sur- 
geon for  backup  problems.  Or,  not- 
ing the  proliferation  since  World 
War  II  of  optometrists,  is  that  a mes- 
sage for  ophthalmology?  As  a regis- 
tered pharmacist,  I get  assurances 
that  soon  people  with  the  PharmD 
degree  will  determine  the  exact 
medicine  and  generic  dosage  form  to 
be  prescribed  once  the  physician’s 
assistant  and  the  certified  nurse 
practitioner  determine  the  patient’s 
diagnosis.  The  podiatrist  is  rapidly 
moving  up  the  lower  limb  and  will 
soon  have  the  abdomen  and  spine  to 
share  with  the  doctor  of  chiropractic 
medicine. 

With  the  excellent  research  done 
in  psychosomatic  medicine  showing 
the  complex  interaction  between 
psyche  and  soma  and  that  they  can- 
not be  separated  except  artificially, 
how  can  we  not  address  both?  In  re- 
viewing the  article,  the  rationale 
seems  to  be  that  the  growth  of  an 
entity  justifies  its  need.  There  may 


not  be  much  validation  of  that  by 
TMA  members  for  managed  health 
care  growth  or  HMOs  or  PPOs. 

Finally,  I can  only  hope  that  such 
a fine  institution  as  Baylor  College 
of  Medicine  does  not  actively  en- 
courage such  fragmentation  of  our 
profession.  Psychiatry  has  served 
medicine  and  the  people  of  this 
country  well.  Recent  research  and 
genetic  studies  demonstrate  a strong 
biologic  as  well  as  a psychologic 
cause  for  many  illnesses.  Our  train- 
ing programs  for  medical  students 
and  residents  emphasize  this  ad- 
mirably. I suggest  that  as  we  mature, 
the  black  or  white  of  our  childhood 
merges  to  shades  of  gray  and  we 
learn  to  live  with  dualism  and  multi- 
factorial issues.  My  hope  is  that  the 
writers  of  the  letter  resolve  that 
conflict  and  allow  their  students  and 
residents  to  do  likewise.  This  would 
seem  to  further  the  TMA  “Legacy  of 
Caring”  for  the  people  of  Texas. 

James  William  Black,  Jr,  MD 
12854  Spurling  Drive, 
Dallas,  TX  75230. 


Express  your  point  of  view  in  Texas 
Medicine. 

To  submit  a letter,  send  it  to  Texas  Medicine, 
TMA,  401  W 15th  St,  Austin  78701.  Please 
type  letters  you  submit  for  publication,  and 
keep  the  length  to  400  words  or  less.  If  neces- 
sary, you  may  include  a few  references,  prefer- 
ably less  than  five.  Letters  are  published  at  the 
discretion  of  the  managing  editor  and  editorial 
advisors,  and  are  subject  to  editing  and 
abridgment.  Letters  represent  the  opinions  of 
the  authors  and  do  not  necessarily  reflect  the 
policies  of  the  Texas  Medical  Association. 
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More  than  35,000  physicians 
manage  the  business  end  of  medicine  with 

The  Medical  Manager 

P hysicians  in  over  70  different  specialties  manage  their  practices  with  The 
Medical  Managerf  the  leader  in  practice  management  software  since  1982. 

The  Medical  Manager  handles  all  aspects  of  practice  management,  including 
accounts  receivable;  insurance  billing;  appointment  scheduling;  recalls; 
hospital  rounds;  and  financial,  procedure  and  clinical  history. 

Optional  capabilities  include  electronic  claims  processing;  UB-82  billing; 
custom  report  writing  and  a new  hospital-physician  network. 

For  more  information  and  a thorough  demonstration  of  The  Medical  Manager, 
contact  one  of  the  dealers  listed  to  the  right.  If  a dealer  is  not  listed  for  your 
area,  call  Systems  Plus  at  (800)  222-7701  or  (800)  222-7707  in  California. 


Texas  Medical  Systems,  Inc 
Dallas,  TX  214  233-6188 

Intercity  Consultants 

Dallas,  TX  214  412-2110 

Management  Solutions 

Arlington,  TX  800  275-5266 

Valcom  Computer  Center 

Temple,  TX  817  778-8444 

Advanced  Medical  Management,  Inc 

Houston,  TX  713  789-0030 

Healthcare  Computers,  Inc 

Houston,  TX  713  498-2596 

Cypress  Creek  Management  System 

Houston,  TX  713  580-6717 

Marist  Medical 

Kingwood,  TX  713  358-5226 

United  Software  Architects 

San  Antonio,  TX  800  460-7575 

Medplans  and  Programs 

San  Antonio,  TX  800  525-3427 

Automated  Professional  Services,  Inc 

San  Antonio,  TX  800  486-6610 

Advanced  Medical  Management  Systems 

McAllen,  TX  800  336-3183 

Medical  Design  & Images 

Austin,  TX  512  454-6774 

The  Baker  Company 

Lubbock,  TX  806  763-2500 

Valcom-Medipay 

Lubbock,  TX  806  793-3097 

Malone  Business  Systems,  Inc 
Midland,  TX  800  992-6092 

Diamond  Computers 

Midland,  TX  915  684-3766 


Systems  Plus,  Inc.® 

500  Clyde  Avenue 
Mountain  View,  California  94043 
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The  Medical  Manager  is  a registered  trademark  of  Personalized  Programming.  Inc  Systems  Plus,  Inc  and  its  logo  are  registered 
trademark.s  of  Systems  Plus,  Inc.  ©1990  Systems  Plus,  Inc. 


Looking  For  Practice  Opportunities? 
The  Answer  Is  Closer  Than  You  Think. 


For  more  than  60  years,  Methodist  Medical 
Center  has  answered  the  challenges  of  an  ever- 
changing  medical  field.  Now,  with  the  comple- 
tion of  a $75.5  million 
building  program  which 
includes  a 463-bed 
teaching  and  referral 
facility  and  a Level  I 
Trauma  Center,  Methodist 
stands  ready  to  answer 
the  health  questions  of  today  and  tomorrow. 

Conveniently  located  just  southwest  of 
downtown  Dallas,  The  New  Methodist  Medical 
Center  has  made  room  for  some  of  the  most 
sophisticated  healthcare  technology  available. 


Behind  its  new  walls,  you’ll  find  everything 
from  the  latest  in  cancer  treatment  to  the 
most  compassionate  mental  healthcare.  All  of 

which  is  supported  by 
advanced  programs  and 
services,  enabling  the 
treatment  of  the  patient 
as  a whole. 

People  from  around 
the  world  and  through- 
out North  Texas  are  turning  to  The  New 
Methodist  Medical  Center  for  answers.  If  being 
part  of  our  solution  sounds  like  a practice 
opportunity  you’d  like  to  learn  more  about, 
call  Patrick  Rhodes  at  1-800-727-6131. 


K Methodist 

'w'l  Medical  Center 

CLOSER  THAN  YOU  THINK 

To  arrange  a tour  of  The  New  Methodist  Medical  Center,  call  1-800-727-6131 

Methodist  Medical  Center,  Charlton  Methodist  Hospital  and  Southeastern  Methodist  Hospital  are  part  of  the  nonprofit  METHODIST  HOSPITALS  OF  DALLAS  system, 
which  is  affiliated  by  covenant  with  the  North  Texas  Conference  of  the  United  Methodist  Church. 


We  fight  nonmeritorious  claims.  It  would  be  easier  to 
settle,  and  often  less  expensive  for  us,  But  we’re  not  just 
insuring  your  financial  future.  We’re  guarding  your  pro- 
fessional reputation,  an  asset  no  amount  of  insurance 
could  replace.  So  we  put  it  in  writing  that  we’ll  never 


settle  without  your  consent.  We  hire  the  best  lawyers, 
back  them  up  with  the  nation’s  largest  malpractice  law 
department,  and  win.  If  we  didn’t,  we  couldn’t  call 
ourselves  The  Medical  Protective  Company.  Put  us  in 
your  corner  and  call  our  general  agent  today. 


NO  DOOBI 


Dallas  Houston 

Suite  570,  Allied  Lakewood  Bank  Center  Suite  346 

6301  Gaston  Avenue  950  Echo  Lane 

Dallas,  Texas  75214-3947  Houston,  Texas  77024 

(214)  821-4640  (71 3)  465-4445 


San  Antonio 

Suite  224 
14800  San  Pedro 
San  Antonio,  Texas  78232 
(512)  490-1081 


Lubbock 

Suite  1 

7212  Joliet  Avenue 
Lubbock,  Texas  79423 
(806)  796-7208 


TMA’s  new  headquarters: 
a new  address,  but  a 
sustained  commitment 

A year  and  a day  after  TMA’s 
Board  of  Trustees  broke 
ground  for  the  association’s  new 
headquarters,  TMA  staff  members 
did  some  shoveling  of  their  own.  On 
April  5th  — the  first  of  two  “blue- 
jean  clean-out  days”  — staff  sifted 
through  years  of  accumulated  paper 
and  outdated  files  in  anticipation  of 
the  move  to  the  new  building  during 
the  first  week  of  June.  Paper  was 
sold  to  an  environmental  processing 
company. 

Under  construction  for  14 
months,  TMA’s  10-story  headquar- 
ters at  the  corner  of  15th  and 
Guadalupe  Streets  in  Austin  will 
contain  conference  rooms  for  use  by 
TMA  boards,  councils,  committees, 
and  staff,  an  auditorium  for  TMA 
meetings  and  meetings  of  health-re- 
lated groups,  an  exhibit  on  the  his- 
tory of  medicine,  the  association’s  li- 
brary, and  office  space  for  employees 
of  TMA  and  the  Texas  Medical  As- 
sociation Insurance  Trust.  Three 
floors  of  parking  are  integrated  into 
the  10-story  building. 

TMA’s  new  address,  effective  June 
10,  will  be  401  W 15th  Street, 
Austin,  TX  78701.  For  a period  of 
several  months,  items  mailed  to  the 
old  address  will  be  forwarded.  TMA’s 
new  phone  number  will  be  (512) 
370-1300. 

Cost  of  the  headquarters  building 
will  be  supported  by  the  sale  of 
TMA’s  present  properties,  income 
from  leasing  portions  of  the  new 
building  until  the  space  is  needed  by 
the  association,  and  TMA’s  building 
reserve  fund  formed  from  alloca- 
tions, since  1975,  of  $15  of  each  ac- 
tive member’s  annual  dues  payment. 


Upfront 


Getting  into  the 
spirit  of  clean-out 
day  is  Catherine 
Edwards,  PhD, 
director  of  the 
TMA  Depart- 
ment of  Public 
Health  and  Sci- 
entific Affairs 
and  of  the 
Physician  On- 
cology Educa- 
tion Program. 


Transfer  to  the  new  building  is 
scheduled  to  begin  May  31,  with  the 
move  of  the  Texas  Medical  Associa- 
tion Insurance  Trust.  The  associa- 
tion’s library  will  be  closed  the  week 
of  June  3rd  to  prepare  for  its  reloca- 
tion on  June  4-6.  Other  association 
departments  will  remain  open 
throughout  the  transition,  with  lim- 
ited access  on  June  7,  the  date  most 
departments  will  move. 

Dedication  ceremonies  for  the 
new  building  are  scheduled  for  Fri- 
day, July  26. 


On  the  move! 

'exas  Medical  Association’s 
new  address  and  telephone, 
effective  June  10,  are; 

401  W 15th  Street 
Austin,  TX  78701 
(512)  370-1300 


Peer-to-peer 
recruiting  boosts 
medicine’s  strength 

here  is  no  denying  the 
power  of  numbers.  With 
each  new  member  gained,  the 
Texas  Medical  Association  and 
American  Medical  Association 
become  better  able  to  defend  and 
represent  all  physicians. 
Recognizing  that  strength  in 
numbers  contributes  to  success, 
TMA’s  Committee  on  Membership 
urges  TMA  members  to  participate 
in  the  1991-1992  Membership  Out- 
reach Program,  initiated  last  month 
during  Annual  Session  in  Dallas. 

Open  to  all  TMA  members,  the 
program  asks  participants  to  person- 
ally encourage  colleagues  who  are  not 
association  members  to  join  and  take 
an  active  role  in  organized  medicine. 

In  recognition  of  the  important 
role  each  outreach  volunteer  plays, 
individual  achievement  will  be  rec- 
ognized at  a special  awards  ceremo- 
ny during  the  TMA  House  of  Dele- 
gates meeting  at  the  1992  Annual 
Session  in  San  Antonio.  Special  ap- 
preciation awards  will  be  given  to 
the  top  TMA  recruiter  and  top 
AMA  recruiter.  Additionally,  each 
outreach  volunteer  who  recruits  one 
or  more  TMA  or  AMA  members 
will  receive  an  appreciation  award. 

To  participate,  contact  the  TMA 
membership  department  at  (512) 
370-1300.  Names  of  prospective 
members  in  your  area  or  specialty 
will  be  mailed  to  you,  along  with  a 
packet  of  materials  containing  de- 
tails on  effectively  recruiting  new 
members.  When  you  have  completed 
your  contacts,  TMA  staff  will  pro- 
vide membership  application  materi- 
als either  to  the  prospective  member 
or  to  you,  if  you  prefer  to  distribute 
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the  information  personally.  Staff 
also  will  ensure  that  any  special 
questions  or  requests  from  the 
prospective  member  are  directed  to 
the  appropriate  person. 

Outreach  recruitment  activity 
will  conclude  on  December  31, 
1991,  with  membership  applications 
approved  and  forwarded  to  TMA 
prior  to  February  29,  1992. 

TMA  endorses  two 
automobile  programs 

Two  automobile  purchasing/ 
leasing  programs  have  gained 
TMA  Board  of  Trustees  endorsement. 
The  companies  are  AutoFlex  Leasing, 
in  Richardson,  and  Apple  Medical 
Leasing,  in  Irving.  Both  companies 
will  provide  free  up-to-date  cost  in- 
formation to  TMA  members. 

Under  their  programs,  a TMA 
member  can  order  an  automobile  by 
telephone,  qualify  for  financing,  and 
have  the  car  delivered  regardless  of 
his  or  her  location  in  Texas. 

For  further  information  about  the 
programs,  contact  the  TMA  practice 
management  services  department, 
(512)  370-1300,  or  see  the  compa- 
nies’ advertisements  in  this  issue  of 
Texas  Medicine. 

TMA  Auxiliary  presents 
gifts  to  help  fund 
medical  education 

Checks  totaling  more  than 
$83,000  were  presented  re- 
cently to  seven  Texas  medical 
schools  by  Texas  Medical  Associa- 
tion Auxilians. 

The  funds  were  raised  for  the 
American  Medical  Association  Edu- 
cation and  Research  Foundation 
(AMA-ERF).  Each  school  received 


Capitol  Health  Day  1991 


Medicine  made  itself  heard  by  Texas  legislators  on  Capitol  Health  Day, 
April  3,  1991.  Dedicated  to  demonstrating  that  “Texas  Medicine 
Cares”  about  the  health  and  well-being  of  all  Texans,  the  successful  event  in- 
cluded a health  fair  in  the  Capitol  rotunda 
featuring  16  booths  dispensing  medical 
screening  and  medical  information. 

Joining  Governor  Ann  Richards  in  a 
ribbon  cutting  to  begin  the  day  were  Pat 
Zambrano  (left)  and  Lynn  Langley.  Ms 
Zambrano,  wife  of  Jacinto  Zambrano, 

MD,  Austin,  chaired  Capitol  Health  Day 
1991.  Ms  Langley,  wife  of  James  Eskew, 

MD,  Austin,  was  in  charge  of  the  health 
fair.  Bob  Lanier,  MD,  Eort  Worth,  was 
emcee  for  the  ribbon-cutting  ceremony. 


two  checks:  an  unrestricted  grant  for 
“the  pursuit  of  excellence  m a medi- 
cal school’s  program”;  and  funds  for 
the  school’s  program  of  student 
financial  assistance  (see  table  below). 

Each  year,  funds  are  raised 
through  the  efforts  of  all  medical 


auxiliaries  nationwide,  for  a total  of 
about  $2  million  per  year.  Donors 
specify  which  schools  are  recipients. 

Mary  Jane  Avery,  wife  of  Graham 
Avery,  MD,  Beaumont,  chaired  the 
Texas  fundraising  program. 


Texas  medical  schools  receive  AMA-ERF  grants 


Medical  School 

Student 

Assistance 

Unrestricted 

Funds 

The  University  of  Texas  Southwestern 
Medical  Center  at  Dallas 

$ 6,542.91 

$13,622.53 

The  University  of  Texas  Medical 

School  at  Galveston 

11,791.88 

6,898.78 

Baylor  College  of  Medicine 

7,794.59 

5,984.53 

The  University  of  Texas  Health  Science 
Center  at  Houston 

6,527.33 

1 ,883.68 

The  University  of  Texas  Health  Science 
Center  at  San  Antonio 

5,704.93 

2,702.03 

Texas  Tech  University  Health 

Sciences  Center 

5,127.43 

1,818.68 

Texas  A&M  University 

College  of  Medicine 

4,605.89 

2,178.17 
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Commentary 

They’re 

listening 

Marilyn  M.  Baker 

Director,  TMA  Division  of 
Medical  Information 

Who  cares  what  Texas  Medi- 
cal Association  says? 

— When  students  at  The  Universi- 
ty of  Texas  at  Austin  wanted  to  pro- 
mote an  anti-tobacco  effort  on  cam- 
pus, they  sought  out  TMA  and  others. 
When  the  association  responded  fa- 
vorably, many  other  groups  joined  in 
support  of  the  program. 

— “If  you  want  to  know  an 
answer  to  that  [health  issue],  call 
TMA,”  one  state  agency  told  a 
caller. 

— In  a plea  for  action,  the  Dallas 
Morning  News  proclaimed,  “And 
let’s  not  forget  that  higher  levels  of 
rock-bottom  poverty  can  only  wors- 
en what  has  been  described  by  the 
Texas  Medical  Association  as  a crisis 
in  border  health.” 

— Texas  Weekly,  an  insider’s 
newspaper  on  political  happenings, 
said  “The  anti-smoking  lobby  has 
scored  its  first  coups  of  the  season 
— a Senate-passed  bill  prohibiting 
smoking  in  state  buildings  and  at 
public  meetings  . . . This  isn’t  a lu- 
natic fringe  agenda  either.  It’s  a 
coalition  of  the  American  Cancer 
Society,  American  Heart  Associa- 
tion, American  Lung  Association 
and  the  Texas  Medical  Association, 
aided  by  state  agencies  ...” 

— “The  Texas  Medical  Associa- 
tion has  determined  that  most  fami- 
lies cannot  afford  private  medical  in- 
surance until  they  reach  at  least  200 
percent  of  poverty  level,  or  $26,700 
per  year  for  a family  of  four,”  the 
Mineral  Wells  Index  reported  in  an 
in-depth  story  generated  by  Texas 
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Upfront 


Medicine  articles  on  health  care  ra- 
tioning and  TMA’s  five-point  legisla- 
tive package  on  health  insurance  re- 
form and  cost  containment. 

Evidence  of  the  association’s  ad- 
vocacy role  in  health  issues  is  being 
seen  and  heard  more  and  more  in  re- 
spected circles  throughout  the  state. 

Is  there  a reason  for  this  testimony? 

Yes.  But  which  came  first?  Com- 
munication or  substance?  The  medi- 
um or  the  message?  The  answer  is 
both.  The  Texas  Medical  Associa- 
tion has  focused  its  programs  to 
achieve  results  and  created  compre- 
hensive communication  approaches 
to  stir  public  action  on  health  care. 
A new  theme  or  a good  news  release 
may  catch  the  attention  of  the  audi- 
ence, but  the  long-term  substance 
behind  these  communications  is 
what  convinces  your  audience  that 
you’re  serious  and  you’re  credible. 
TMA  stands  tall  in  these  areas. 

Four  years  ago,  the  Texas  Medi- 
cal Association  leadership  embarked 
on  a renewal  process.  The  changes 
were  timely,  based  on  intensified 
membership  need  and  built  on  the 
solid  strengths  of  a 138-year-old  or- 
ganization. The  renewal  process  in- 
cluded many  facets  — organizational 
restructuring,  visionary  leadership, 
and  a new  member-driven  planning 
process. 

Member  surveys  defined  the  com- 
pelling needs  and  challenges  faced  by 
Texas  physicians.  Clearly,  these  in- 
cluded major  changes  in  the  environ- 
ment of  the  practice  of  medicine,  the 
intervention  of  government  into  the 
practice  of  medicine,  and  the  public’s 
declining  perception  of  physicians’ 
status  as  a group.  In  short,  the  mem- 
bership called  for  aggressive  repre- 
sentation programs  on  behalf  of 
themselves  and  their  patients. 

TMA  leaders  compressed  the  age- 
old  purposes  of  the  association  into 


one  simple  key  objective,  “Improve 
the  health  of  Texans  through  profes- 
sional and  personal  development 
of  member  physicians.”  They  fur- 
ther defined  the  strategies  by  which 
this  objective  would  be  achieved:  (1) 
visibility  to  enhance  the  reputation 
of  the  association  and  member 
physicians;  (2)  programs  to  exempli- 
fy excellence;  (3)  member-driven  ap- 
proaches based  on  need;  and  (4)  re- 
focusing programs  to  fit  changing 
needs. 

Immediate  efforts  were  undertak- 
en to  initiate  these  strategies.  The 
Board  of  Trustees  and  House  of  Del- 
egates adopted  priorities  that,  among 
others,  called  for  the  association  to 
develop  programs  that  established 
TMA  as  the  leading  authoritative 
source  of  medical  and  public  health 
information,  policy,  and  advocacy  in 
Texas.  Focus  groups  of  members 
yielded  a new  logo  and  a theme, 
“Physicians  Caring  for  Texans.” 

The  Texas  Medical  Association 
responded  to  member  needs  by  in- 
tensifying legal,  legislative,  econom- 
ic, and  regulatory  negotiations,  by 
building  solid  public  health  and  sci- 
ence programs,  by  addressing  the 
state’s  access  to  health  care  needs, 
and  by  focusing  on  physician  com- 
petence through  updated  continuing 
medical  education  programs  and  en- 
hancement of  activities  on  physician 
and  biomedical  ethics.  Outreach 
programs  and  new  liaisons  continue 
to  get  these  messages  out.  Commu- 
nication followed  substance.  Sub- 
stance followed  communication. 

It  is  nice  to  see  the  rewards  of 
both  being  recognized  in  some  of  the 
state’s  most  credible  media.  A nice 
touch  for  physicians  in  difficult 
times.  Substance  and  communica- 
tion are  paying  off  in  legislative  vic- 
tories, public  opinion,  and  action. 
But  a whole  strata  of  clearly  focused 
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activity  is  essential  — repetition, 
proactive  policy  and  actions,  day-to- 
day  working  with  networks  of  dif- 
ferent groups,  all  supported  by  a va- 
riety of  personal  — that  is,  every 
physician  speaking  up  — and  mass 
communication  approaches. 

The  rewards  are  sometimes 
sweet.  Thank  you,  University  of 
Texas  students,  state  agencies,  vol- 
unteer health  groups,  Dallas  Morn- 
ing News,  Texas  Weekly,  Mineral 
Wells  Index,  and  many  others  out 
there.  You’re  helping  to  improve  the 
health  of  Texans.  The  physicians 
caring  for  Texans  thank  you. 

Sam  Nixon,  MD: 
a presidency  in 
4/4  time 


Kathryn  IVombatore 

Managing  editor 

It’s  a good  thing  there’s  no  special 
hat  the  president  of  Texas  Medi- 
cal Association  must  wear  because 
Sam  Nixon’s  hat  tree  is  already  full. 

With  four  titles  to  describe  his 
duties  at  The  University  of  Texas 
Health  Science  Center  at  Houston 
and  The  University  of  Texas  Medical 
School  at  Houston,'"  he’s  a man  used 
to  juggling  hats.  He  isn’t,  however,  a 
man  with  a lot  of  spare  time.  So  why 
take  on  the  responsibility  of  leading 
Texas  Medical  Association? 


“■Dr  Nixon  is  director,  Division  of  Continuing 
Education,  and  special  assistant  to  the  presi- 
dent for  community  and  professional  rela- 
tions at  The  University  of  Texas  Health  Sci- 
ence Center  at  Houston.  At  The  University  of 
Texas  Medical  School  at  Houston,  he  serves 
as  assistant  dean.  Continuing  Education,  and 
professor.  Department  of  Family  Practice  and 
Community  Medicine. 


Sam  A.  Nixon,  MD, 
was  installed  May 
10  as  TMA  presi- 
dent for  1991- 
1992,  during  the 
1991  TMA  Annual 
Session  in  Dallas. 


“It’s  a joy  and  a 
pleasure,”  says  Dr 
Nixon.  “Plus,  the 
profession  of 
medicine  has  been 
good  to  me  and 
my  family  and  it’s  payback  time.” 

Being  addressed  as  “president” 
isn’t  a first  for  Dr  Nixon.  He  has 
served  as  president  of  the  Texas 
Academy  of  Family  Physicians 
(1968),  the  Houston  Academy  of 
Medicine  (1986),  the  Harris  County 
Medical  Society  (1989),  and  the 
American  Academy  of  Family  Physi- 
cians (1980). 

He  has  been  a TMA  delegate  to 
the  American  Medical  Association 
since  1977  and  has  served  on  the 
TMA  Board  of  Trustees  since  1988. 
He  was  speaker  of  the  House  of  Del- 
egates in  1989-1990. 

At  the  national  level,  he  serves  on 
the  AMA  Council  on  Medical  Edu- 
cation, and  as  a representative  to  the 
Accreditation  Council  for  Continu- 
ing Medical  Education. 

Hat  1 : The  leader 

“To  be  president  of  the  Texas  Medi- 
cal Association  is  an  unexpected 
high  honor  accepted  with  a pledge 
to  be  the  best  doctor  I can  be  in  this 
position,”  says  Dr  Nixon.  “But  I 
haven’t  forgotten  myself  as  that 
medical  student  at  The  University  of 
Texas  Medical  Branch  at  Galveston 
in  the  1940s  who  had  a single  aspi- 
ration — to  be  a country  doctor.  I 
am  still  that  country  doctor  as  presi- 
dent of  TMA.” 

That  attitude  helps  Dr  Nixon 
maintain  his  focus  as  a physician 
whose  first  job  is  to  care  about  the 
health  of  Texans. 

“Look  at  the  TMA  logo,”  he 
says.  “‘Physicians  caring  for  Tex- 
ans.’ This  applies  to  all  of  us,  no 
matter  what  our  specialty,  no  matter 


what  our  geo- 
graphical loca- 
tion, our  gender, 
our  age,  or  educa- 
tional background, 
or  ethnicity,  or 
whether  we  are  in 
private  practice  or  managed  care,  or 
we’re  in  education,  or  in  administra- 
tion, or  in  the  military.  It  says  what 
we’re  about.” 

The  patient-centered  viewpoint 
comes  through  in  four  things 
Dr  Nixon  has  pledged  to  do  while 
president  of  TMA:  communicate, 
cooperate,  participate,  and  serve. 

“Those  are,  in  my  estimation,  ba- 
sic to  a successful  program,  whether 
it’s  a TMA  program,  a program  of 
continuing  medical  education,  or 
working  with  the  United  Way  for 
the  health  science  center,”  says  Dr 
Nixon.  “If  we  establish  communica- 
tion — if  we  understand  each  other, 
whether  or  not  we  agree  with  each 
other  completely  — this  will  lead  to 
cooperation.  And  when  cooperation 
is  engendered,  the  next  step  is  partic- 
ipation. And  if  we’re  communicating 
and  cooperating  and  participating 
then  this  leads  to  service.  And  ser- 
vice, in  my  mind,  revolves  around 
people,  especially  patient  care.” 

Hat  2:  The  educator  and 
administrator 

At  the  office  before  7 am,  “so  there  is 
a quiet  time  for  reading  and  dictating, 
and  fot  making  phone  calls  to  the 
east  coast,”  Dr  Nixon  spends  much 
of  each  day  meeting,  talking,  review- 
ing programs  and  budgets,  writing  — 
and  deciding,  which  is  something  he’s 
very  comfortable  with. 

“1  can  make  a decision  even  if  it’s 
wrong,  and  I can  do  it  very  rapidly,” 
he  chuckles. 

Part  of  his  eagerness  to  make  de- 
cisions may  come  from  his  deeply 
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felt  need  to  combat  ignorance. 

“My  first  day  in  private  practice 
was  with  an  older  physician,  who  at 
that  time  was  up  in  his  70s;  he  had 
been  there  50  years,”  says  Dr 
Nixon.  “He  and  I were  talking  and 
he  looked  at  me  as  a young  physi- 
cian, and  said,  ‘Doctor,  there’ll  be 
two  things  that  are  going  to  irritate 
you  the  rest  of  your  life  and  those 
are  poverty  and  ignorance;  and  of 
the  two,  ignorance  is  worse,  because 
poverty  can  be  cured.’ 

“I  get  angry  at  situations  that 
could  have  been  prevented  by  a little 
study,  a little  thought,  a little  pre- 
vention, which  is  one  reason  I like 
continuing  medical  education.” 

Another  part  of  the  attraction  to 
CME  is  its  focus  on  cutting  edge 
technology.  “Some  of  the  courses  we 
put  on  deal  with  topics  or  tech- 
niques that  were  not  taught  in  medi- 
cal school.  Some  of  them  are  not  be- 
ing taught  even  now,”  Dr  Nixon 
says.  “I  enjoy  that  interface  with  the 
investigators,  that  chance  to  move 
new  things  out  into  the  community.” 

And  he  likes  the  enduring  quality 
of  CME.  “Continuing  educators 
have  a little  different  outlook,”  he 
says.  “We  like  to  call  the  attention 
of  our  other  colleagues  in  education 
to  the  fact  that  in  undergraduate 
medical  education  they  spend  4 
years  with  students;  in  graduate 
medical  education  they  spend  3 to  7 
years  with  students.  Continuing  edu- 
cators? We  spend  40  or  50  years 
with  students.  It’s  a real  challenge.” 

Besides  his  main  focus  on  contin- 
uing medical  education.  Dr  Nixon 
also  works  with  a host  of  boards, 
committees,  and  commissions,  such 
as  the  City  of  Houston’s  Crackdown 
on  Crack  Committee,  the  Greater 
Houston  AIDS  Alliance,  Texas  De- 
partment of  Health’s  Planning  Com- 
mission for  the  Year  2000,  the  Texas 
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State  Rural  Medical  Education 
Board,  and  the  Board  of  Regents  of 
the  Uniformed  Services  University  of 
the  Health  Sciences. 

Additionally,  he  serves  as  medical 
editor  for  The  University  of  Texas 
Lifetime  Health  Letter,  and  is  or  has 
been  on  the  editorial  boards  of  Pa- 
tient Care,  Gerontology  and  Geri- 
atric Education,  Physician  and  Pa- 
tient, and  Family  Health. 

And  because  he  is  a popular 
speaker,  he’s  often  scheduled  for 
noontime  and  evening  presentations. 

Hat  3:  The  public  health  advocate 

“A  bountiful  buffet  table  of  chal- 
lenges,” is  how  Dr  Nixon  views  the 
problems  facing  medicine  as  he  be- 
gins his  presidential  year.  “It’s 
difficult  to  choose  a focus,  but  I want 
to  represent  the  members  of  this 
member-driven  organization  as  best  I 
can.  The  members,  and  their  patient- 
centeredness,  drive  this  association, 
and  that  in  turn  will  drive  me.” 

Dr  Nixon  mentions  legislative 
and  socioeconomic  concerns  such  as 
the  problems  of  liability,  of  access, 
and  of  funding.  But,  perhaps  be- 
cause he  spent  more  than  20  years  in 
private  practice,  it  is  the  challenge  of 
public  health  he  speaks  about  with 
the  most  fervor. 

“Oh  my  goodness,  the  public 
health  problems  we  have,”  groans 
Dr  Nixon.  “There  is  a major  epi- 
demic in  Houston,  in  our  state,  in 
our  nation,  that  is  tripartite,  and  the 
three  parts  can’t  be  separated:  HIV, 
drugs,  and  trauma. 

“You  start  with  any  one  of  them 
and  you  don’t  have  to  take  but  a 
step  or  two  and  you’re  into  the  oth- 
er two.  Start  with  trauma,  and 
you’re  soon  into  a drug  problem, 
whether  it’s  crack  cocaine  or  alco- 
hol; and  with  trauma,  immediately, 
you  hit  the  HIV  question.  Or  start 


with  drugs,  and  trading  sex  for 
drugs,  and  you’re  back  to  HIV.  Or  a 
person  is  stoned  on  cocaine  or 
drunk  and  hits  a tree  and  you’re 
back  to  trauma.  These  are  expensive 
problems,  and  they’re  going  to  get 
more  expensive.” 

Another  expense  and  frustration 
concerns  immunizations.  “Where 
are  our  immunization  programs 
falling  down?  We’ve  got  good  im- 
munizations, but  people  aren’t  tak- 
ing advantage  of  them,  so  we’re  see- 
ing epidemics  of  measles  and  such.” 

Safety  issues  (“thank  goodness 
we  got  the  helmet  law  passed”)  and 
border  health  problems  are  two  oth- 
er areas  of  public  health  concern. 

To  Dr  Nixon,  what  ties  all  of 
these  problems  together  is  the  issue 
of  personal  responsibility  for  health. 

“What  we’ve  got  to  do  is  educate 
the  public,”  he  says.  “The  general 
public,  represented  by  elected  and  ap- 
pointed officials,  is  concerned  about 
the  cost  of  health  care,  but  they’ve  got 
a great  deal  to  do  with  it.  If  they  want 
to  cut  health  care  costs,  it  needs  to 
start  right  at  home.” 

Hatless:  The  human 

Sam  Nixon  takes  his  own  medicine 
seriously.  At  the  close  of  each  day, 
he  packs  up  some  reading  materials 
and  heads  home.  He  spends  time 
with  his  wife,  Elizabeth,  takes  his  2- 
mile  walk,  and  then  eats  supper. 

Yes,  he  says,  it’s  hard  to  follow  a 
diet  and  get  regular  exercise  when  life 
stays  at  such  a brisk  pace,  but  “when 
you’ve  counted  the  holes  in  a CCU 
ceiling”  it’s  a strong  motivation. 
“When  I get  tempted  to  not  exercise, 
to  not  eat  fish,  fowl,  and  farinaceous, 
all  I have  to  do  is  think  about  that 
CCU  ceiling  and  all  those  lines  in  my 
arms  and  legs  and  I go  out  and 
walk,”  he  says. 

And,  characteristically,  his  walk 


14 


Texas  Medicine  Volume  87  No.  6 June  1991 


Upfront 


is  more  than  a leisurely  stroll.  His 
prescription  for  walking?  “You  get  a 
station  that  plays  country  and  west-  i 
ern  music  or  good  gospel  music,  j 
Most  of  those  are  in  4/4  time  and  | 
you  can  really  step  off  to  it.”  j 

How  does  Sam  Nixon,  the  hu- 
man, hope  to  be  known?  “As  some- 
one who  listens,  someone  who’s 
trustworthy,  someone  who’s  capable 
— not  only  professionally  and  tech- 
nically, but  capable  of  caring  about 
an  individual.  A family.  A communi- 
ty. An  association. 

“And  someone  who  is  willing  to 
work.” 

Commentary 

Teamwork  helps 
rural  hospital 
rise  to  the 
occasion 

Stephen  M.  Goode 

Administrator,  Schleicher  County  Medical 
Center,  Eldorado,  Tex. 

Small  rural  hospitals  cannot 
provide  all  the  services  of  a 
major  medical  center.  Usually,  they 
care  for  patients  who  need  the  basics 
and  transfer  patients  who  need  spe- 
cialized care.  So  what  happens  when 
a patient  needs  specialized  care  but 
is  too  ill  to  transfer? 

Last  year,  a young  man  from  Sut- 
ton County  was  treated  for  cancer  at 
Children’s  Medical  Center  in  Dallas. 
After  he  was  released,  portions  of 
his  treatment  and  chemotherapy 
were  handled  on  an  outpatient  basis 
by  the  pediatrician  at  Schleicher 
County  Medical  Center,  a 16-bed 
hospital  in  a county  with  a popula- 
tion of  about  3,000.  For  6 months, 
all  went  well  and  the  young  man 
was  recovering. 

However,  last  November,  he  suf- 


fered a setback  and  was  placed  in  re- 
verse isolation  at  Schleicher  County 
Medical  Center.  His  pediatrician  con- 
ferred with  pediatric  oncologists  at 
Children’s  and  ordered  tests  and  treat- 
ments recommended  by  the  special- 
ists. After  3 days  of  many  phone  con- 
ferences and  tests,  it  was  determined 
that  he  was  suffering  a severe  reaction 
to  the  chemotherapy,  as  well  as  possi- 
bly a still  undelineated  infection. 

The  question  became,  “Does  he 
need  to  transfer  to  Children’s  and 
can  he  survive  the  trip?”  After  more 
tests  and  phone  calls,  the  answer 
was:  yes  he  does,  and  no  he  can’t. 

To  prepare  the  young  man  for  the 
trip,  his  condition  had  to  be  stabi- 
lized. However,  the  rural  hospital 
was  not  accustomed  to  chemothera- 
py patients,  and  it  operated  with 
only  a skeleton  crew.  Additionally, 
only  a few  nurses  felt  confident  they 
had  the  skills  to  handle  the  patient. 

According  to  the  specialists  at 
Children’s,  he  needed  to  be  treated 
with  IV  vancomycin,  fluconazole, 
acyclovir,  and  ceftazidime,  demerol 
drip  to  control  pain,  transfusion  of 
platelets  and  three  units  of  pRBCs, 
and  IV  fluids  at  maintenance. 

These  treatments  and  monitoring 
his  condition  closely  were  much 
more  than  the  small  rural  hospital 
was  prepared  for.  One  nurse  would 
be  needed  in  his  room  almost  con- 
stantly. But  where  would  this  help 
come  from?  Fortunately,  a few  high- 
ly dedicated  nurses  worked  double 
shifts  and  gave  up  days  off  to  pro- 
vide the  extra  coverage.  While  these 
nurses  had  no  special  training  in 
handling  central  venous  catheters, 
they  knew  the  young  man  needed 
help,  so  with  instructions  from  Chil- 
dren’s they  gave  it  their  best. 

After  7 days,  the  patient’s  condi- 
tion had  stabilized  and  he  was  trans- 
ferred to  Children’s  by  Teddy  Bear, 


Children’s  fixed-wing  transfer  ser- 
vice. The  next  day,  we  learned  that 
he  was  still  very  ill,  and  the  outcome 
would  depend  on  the  extent  of  dam- 
age caused  by  the  chemotherapy  re- 
action. Children’s  complimented  the 
nurses  and  doctors  at  Schleicher 
County,  and  asked  how  they  had 
handled  him  with  only  one  nurse; 
Children’s  was  keeping  two  nurses 
at  a time  assigned  to  him! 

This  is  just  one  example  of  a small 
rural  hospital  that  has  risen  to  the  oc- 
casion. We  were  successful  because  of 
teamwork.  Those  in  the  limelight 
worked  directly  in  the  patient’s  room, 
providing  the  highly  technical  care. 
But  there  were  others  whose  contri- 
butions were  just  as  vital:  the  nurse 
who  didn’t  feel  comfortable  handling 
the  central  venous  catheter,  but  who 
covered  the  shift  of  another  nurse,  so 
she  could  concentrate  on  this  patient; 
those  who  made  runs  to  San  Angelo 
45  miles  away  to  pick  up  medications 
and  supplies;  the  DON  who  orga- 
nized the  efforts;  the  administrator 
who  approved  the  unusual  expenses; 
the  pediatrician  who  took  the  medical 
responsibility  and  spent  a tremendous 
amount  of  time  on  the  phone  with  pe- 
diatric oncologists,  making  sure  all 
the  right  things  were  done;  the  family 
practitioner  who  covered  when  the 
pediatrician  needed  relief;  the  labora- 
tory personnel  who  worked  a lot  of 
extra  time  at  odd  hours;  and  the  per- 
sonnel at  Children’s  who  provided 
advice  via  telephone. 

Thankfully,  the  story  has  a happy 
ending.  The  young  man  has  returned 
home,  and  the  pediatrician  who 
cared  for  him  at  Schleicher  County 
is  providing  his  followup  care. 

Editor’s  note:  Deborah  Peaslee,  MD,  is  the 
pediatrician  who  cared  for  the  patient  in 
Eldorado.  Wanda  VanHoozer,  RN.  DON, 
organized  much  of  the  patient's  care  at 
Schleicher  County  Medical  Center. 
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\bur  Mind 

The  Neurobehavioral  Complications  Unit 

A Unit  Specially  Designed  to  Provide  Treatment 
for  the  Brain  Impaired  Patient 

Green  Oaks  is  pleased  to  announce  the  opening  of  the 
Neurobehavioral  Complications  Unit  which  provides  a resource 
for  patients  who  have  had  nowhere  to  turn.  These  patients  are 
generally  experiencing  behavioral  or  destabilization  problems 
resulting  from: 

• Traumatic  Brain  Injury  • Anoxic  Encephalopathy 

• Temporal  Lobe  Syndrome  • Multiple  Sclerosis 


Toxic  Encephalopathy 

Connective  Tissue  Disorders 
with  CNS  Involvement 

Inter-lctal  Violence 

Cerebrovascular  Accident 


Organic  Aggressive 
Syndrome 

Any  existing  or  suspected 
brain  impairment  causing 
behavioral  problems. 


This  unit  is  the  only  facility  in  North  Texas  dedicated  to  the 
stabilization,  evaluation,  short  term  treatment  and  triage  of 
acutely  destabilized  brain  impaired  patients.  Assessments  for 
this  unit  are  available  24  hours  a day.  For  more  information,  call 
the  Neurobehavioral  Complications  Unit  at  214/991-9504  or 
800/866-6554. 

A Different  Type  of  Treatment 
for  a Different  Type  of  Patient 


Green  Oaks 

A Psychiatric  Hospital 


7808  Clodus  Fields  Dr.  Dallas.  TX  75251 

(Directly  behind  Humana  Hospital  — Medical  City  Dallas) 


“What  Should 
You  Look  For  In 
A Limited  Partnership, 

Oil  and  Gas  Investment 
Opportunity?” 

Announcing  a new  Horizontal  Drilling 

oil  investment  opportunity  for  Texas  investors. 


f m breakthrough  in  oil  exploration 
^_^^„„*^^^^^technology,  coupled  with  the  rise  in 
y^^^Tworld  oil  prices,  has  made  possible  a 
m new  oil  investment  opportunity  for 
^ the  Texas  investor.  Ames  Oil  Corpor- 
ation of  Texas,  a division  of  Ames  Oil  Industries,  Inc.,  is 
making  a Public  Offering  in  the  State  of  Texas  of  Limited 
Partnership  Units  in  a horizontal  drilling  program. 


❖ All  wells,  leases,  and  drilling  charged  to 
partnership  at  cost 

❖ Opportunity  to  participate  in  Horizontal  Drilling 

❖ No  Affiliate  Turnkey  Agreements 

❖ Any  Partnership  revenue  shared  90%  to  the 
Investors  and  10%  to  the  General  Partner 

❖ Limited  Liability 

❖ No  Assessments 


Horizontal  drilling  is  revolutionizing  oU  and  gas  recov- 
ery, allowing  producers  to  tap  multiple  fractures  per  well, 
instead  of  just  one  using  conventional  vertical  drilling. 
Published  reports  in  Texas  Monthly,  Newsweek,  and  other 
magazines  document  initial  success  in  producing  high- 
output  wells  in  the  Pearsall  Field  and,  in  general,  the  Austin 
Chalk  Trend. 

INITIAL  PUBLIC  OFFERING 

Ames  Oil  Corporation  is  making  a Public  Offering  of 
up  to  $6,800,000.00  in  Limited  Partnership  Units  to  fund 
horizontally  drilled  wells  in  Texas.  The  price  of  each  part- 
nership unit  is  $5,000.00. 

Consider  some  of  the  Offering's  potential  advantages  to 
the  investor: 

❖ Sold  only  by  NASD-licensed  Brokers 

❖ Non-recurring  Management  Fee  of  2.5% 
of  Gross  Proceeds 


LIMITED  PARTNERSHIPS— LIMITED  TIME 

The  offering  is  scheduled  to  close  August  31,  1991  and  is 
available  only  to  residents  of  Texas  who  meet  the 
Partnership's  suitability  standards,  which  include  but  are 
not  limited  to  (1)  having  a net  worth  in  excess  of  $225,000, 
excluding  home,  furnishings,  and  automobiles,  or  (2)  a net 
worth  of  at  least  $60,000,  excluding  home,  furnishings, 
and  automobiles,  and  having  during  their  last  tax  year  or 
anticipating  their  current  taxable  income  as  defined  in 
Section  63  of  the  Internal  Revenue  Code  of  1986,  as 
amended,  to  be  at  least  $60,000.  If  you  satisfy  the  forego- 
ing standards,  believe  an  investment  in  horizontal  drilling 
is  suitable  for  you,  and  that  your  financial  strategy 
could  benefit  from  this  offering,  call  First  Strata  Corporation 
today  for  a Prospectus  to  examine  without  obligation.  But 
hurry— the  program  expires  August  31,  1991  with  right  to 
extend  to  December  20,  1991. 

CALL  TOLL-FREE 

1-800-835-0088 


Offered  through 


c^txata  doxjioxation 


A division  of  Ames  Oil  Industries,  Inc. 

1715  Capitol  of  Texas  Highway,  Austin,  TX  78746 

The  company  has  filed  a Registration  Statement  with  the  Texas  State  Securities  Board,  and  such  filing  contains  additional  exhibits  and  informa- 
tion. A copy  of  the  Registration  Statement  may  be  reviewed  without  charge  at  the  Texas  State  Securities  Board,  1800  San  Jacinto  St.,  Austin,  Texas. 


This  is  not  an  offer  to  se!l  nor  a solicitation  of  an  offer  to  buy  any  securities.  Any  offering  is  made  only  by  a current  and  complete  public  offering  Prospectus  which,  among  other  things, 
sets  forth  the  various  risk  factors  applicable  to  an  investment.  This  offenng  is  only  publicly-offered  to  residents  of  Texas. 


Newsmakers 

Ramiro  Casso,  MD,  McAllen  family 
practitioner,  has  been  appointed  to  a 
6-year  term  on  the  board  of  the 
Texas  Department  of  Health. 

Chantal  R.  Harrison,  MD,  associate 
professor  of  pathology  at  The  Uni- 
versity of  Texas  Health  Science  Cen- 
ter in  San  Antonio,  has  been  ap- 


pointed to  the  Blood  and  Blood 
Product  Advisory  Committee  of  the 
Food  and  Drug  Administration. 

Mario  E.  Ramirez,  MD,  haS  been 
elected  first  vice  chairman  of  The 
University  of  Texas  System  Board  of 
Regents.  Dr  Ramirez  is  a family 
practitioner  in  Rio  Grande  City. 


Robert  Roberts,  MD,  professor  of 
medicine  and  chief  of  cardiology  at 
Baylor  College  of  Medicine,  has 
been  appointed  to  a 5-year  term  on 
the  American  Heart  Association’s 
National  Research  Committee. 

Bob  Sorokoiit,  MD,  has  been  elected 
president  of  the  Fort  Worth  Society 
of  Plastic  Surgeons.  Other  elections 
include  David  Lavine,  MD,  as  vice- 
president,  and  Larry  Reaves,  MD,  as 
secretary-treasurer. 

Courtney  M.  Townsend,  Jr,  MD, 

professor  of  surgery  at  The  Universi- 
ty of  Texas  Medical  Branch  at 
Galveston,  has  received  the  1991 
Gibson  D.  Lewis  Physician  Achieve- 
ment Award  from  the  Texas  Cancer 
Council  for  his  contributions  to  the 
fight  against  cancer. 

Victor  Weiss,  MD,  San  Antonio,  a 
member  of  the  Texas  Medical  Asso- 
ciation Board  of  Trustees,  has  been 
chosen  a life  fellow  of  the  American 
Psychiatric  Association. 

Wiiiiam  C.  Yankowsky,  MD,  Whar- 
ton general  surgeon,  has  received  a 
3-year  appointment  as  Cancer  Liai- 
son Physician  for  the  Cancer  Pro- 
gram at  Gulf  Coast  Medical  Center. 
The  Cancer  Liaison  Program  is  an 
integral  part  of  the  Commission  on 
Cancer  of  the  American  College  of 
Surgeons. 


A humorous  look  at  Texas’  first  medical  school 

History  with  humor  was  the  theme  when  The  University  of  Texas  Medical 
Branch  (UTMB)  at  Galveston  presented  “Sawbones  on  a Sandbar,”  a musical 

dramatization  of  the  first  century  of  service  at 
the  state’s  oldest  medical  school. 

Originally  written  for  UTMB’s  75th  an- 
niversary by  Rose  Schneider,  PhD,  professor 
of  pediatrics  and  human  biological  chemistry 
and  genetics,  the  comedy  was  dusted  off  and 
revised  in  honor  of  the  school’s  centennial 
celebration. 

The  2-hour  musical  montage  of  skits  and 
songs  kept  audiences  chuckling  as  it  por- 
trayed events  ranging  from  the  discovery  of 
Galveston  Island  by  the  Spaniards  through 
the  present  day.  Scenes  included  the  misad- 
ventures of  privateer  Jean  Lafitte,  struggles 
during  the  early  years  of  the  Medical  De- 
partment, the  lives  of  medical  students, 
nurses,  and  faculty,  and  the  evolution  of 
the  medical  profession. 

Myron  Nichols, 

MD,  professor  of 
pediatrics  and 
pathology  at 
UTMB,  portrays 
privateer  Jean 
Lafitte. 


E.  Burke  Evans,  MD, 
chief  of  orthopedic 
surgery  and  profes- 
sor of  surgery  at 
UTMB,  sings  The 
Intern’s  Song. 
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People 


Please  let  Texas  Medicine  know 
about  your  honors  and  achievements. 

Criteria  for  inclusion  in  the  Neivsmakers  sec- 
tion are:  TMA  member;  election  or  appoint- 
ment to  an  office  of,  or  honors  from,  a na- 
tional or  state  organization;  or,  space 
permitting,  recognition  at  the  local  level. 
Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  edi- 
tor. Submit  items  for  consideration,  with  pho- 
tos if  possible,  to  People,  Texas  Medicine, 
401  W ISth  St,  Austin,  TX  78701. 

Obituaries 

Myron  H.  Appel,  MD,  79;  Corpus 
Christi;  St  Louis  University  School 
' of  Medicine,  1938;  died  January  4, 
1991. 

Julian  Cox  Barton,  MD,  87;  San  An- 
tonio; The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1928;  died 
March  16,  1991. 

Sidney  Clark  Brockman,  MD,  74; 

San  Antonio;  University  of  Louis- 
ville School  of  Medicine,  1939;  died 
in  January  1991. 

Joan  L.  Ezekiel,  MD,  47;  Boeme; 
reported  deceased. 

Clarence  Edgar  Gilmore,  MD,  85; 

Paris;  The  University  of  Texas  Medi- 
cal Branch  at  Galveston,  1931;  died 
March  2,  1991. 

Gilbert  Ambrosio  Guerra,  MD,  78; 

Edinburg;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1938; 
died  March  14,  1991. 

Paul  Travis  Hansen,  MD,  51;  San 

Antonio;  Baylor  University  College 
of  Medicine,  1965;  died  January  13, 
1991. 


Cecil  A.  Johnson,  MD,  74;  Long- 
view; Baylor  University  College  of 
Medicine,  1940;  died  November  18, 
1990. 

Louis  Branard  Kost,  MD,  75;  San 

Antonio;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1940; 
died  December  23,  1990. 

Walter  Milton  Lemke,  MD,  85;  Cor- 
pus Christi;  University  of  Michigan 
at  Ann  Arbor  Medical  School,  1931; 
died  March  17,  1991. 

Stephen  R.  Lewis,  MD,  70;  Gal- 
veston; Marquette  University  School 
of  Medicine,  1944;  died  February 
16,  1991. 


Jack  E.  Lieppman,  MD,  75;  Hous- 
ton; Rush  University  School  of 
Medicine,  1940;  died  March  16, 
1991. 

Kenneth  Blair  McCredie,  MD,  55; 

Houston;  Otago  University  Medical 
School,  New  Zealand,  1960;  died 
March  30,  1991. 


Conn  Lewis  Milburn,  Jr,  MD,  79; 

San  Antonio;  Tulane  University 
School  of  Medicine,  1935;  died  May 
5,  1990. 

Karl  W.  Pieratt,  MD,  93;  Dumas; 
University  of  Arkansas  School  of 
Medicine,  1928;  died  December  11, 

1990. 

Monte  Don  Pierce,  MD,  33;  Lub- 
bock;  Texas  Tech  University  School 
of  Medicine,  1984;  died  March  12, 

1991. 

Hugh  W.  Savage,  MD,  76;  Fort 
Worth;  University  of  Arkansas 
School  of  Medicine,  1941;  died 
March  10,  1991. 


Forrest  Mathew  Seger,  MD,  78; 

Victoria;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1946; 
died  March  13,  1991. 

Benjamin  Sher,  MD,  79;  Pompano 
Beach,  Florida;  University  of  Brus- 
sels Medical  Faculty,  Belgium,  1939; 
died  March  28,  1991. 

Kenneth  C.  Sherman,  MD,  83;  Har- 
lingen; University  of  Cincinnati  Col- 
lege of  Medicine,  1932;  died  Febru- 
ary 23,  1991. 

Albert  Stieler,  MD,  98;  San  Anto- 
nio; The  University  of  Texas  Medi- 
cal Branch  at  Galveston,  1918;  died 
March  1,  1991. 

Raleigh  Furman  Trotter,  MD,  69; 

San  Angelo;  Baylor  University  Col- 
lege of  Medicine,  1947;  died  in 
February  1991. 

Leonard  Twidwell,  MD,  88;  Texas 
City;  The  University  of  Texas  Medi- 
cal Branch  at  Galveston,  1939;  died 
March  7,  1991. 

Francis  Leon  Ware,  MD,  76;  Dallas; 
Louisiana  State  University  School  of 
Medicine,  1942;  died  February  20, 
1991. 

Walter  J,  Wolf,  MD,  64;  Houston; 
University  of  Cincinnati  School  of 
Medicine,  1953;  died  March  15, 
1991. 
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Specify  Adjunctive 


Medical 
Equipment 
Leasing — 


Procedure 


How  you  acquire  your  equipment 
can  be  vital  to  the  financial  well 
being  of  your  practice.  What 
makes  diagnostic  and  economic 
sense  today  may  not  in  five  years. 

Leasing  gives  you  the  benefits  of 
use  without  the  risks  of 
ownership.  Leasing  from  Bell 
Atlantic  TriCon’s  Medical 
Finance  Group  gives  you  even 
more — the  experience  of  an 
organization  that: 

• Specializes  solely  in  leasing 
and  financing  to  physicians 
and  hospitals 

• Has  funded  over  $150  million 
m healthcare  acquisitions  in 
1990 

• Is  endorsed  by  the  Texas 
Medical  Association  plus  9 
other  State  Medical  Associa- 
tions and  1 1 Hospital 
Associations 

Why  take  needless  risks?  Call 
today  for  a comparative  quote 
and  special  low  member  rates. 

1-800-635-4023 

Endorsed  by: 


ETc.\ 

A.S.S 


Tc.xasMcdical 

A.s.s()ciation 


@ Bell  Atlantic 

TriCon  Leasing 

Medical  Finance 


— 


Each  capsule  contains  5 mg  chlordiazepoxide  HCl  and  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications;  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction:  hypersensitivity  to  chlordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings;  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered;  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e. , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuousfy  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Revised;  February  1986 

Roche  Products 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


P'  -,,To  insist  on 
the  brand,  be 
sure.to  sign 
on  the  line 
above  “Dispense 
as  Written”  on  your 
prescription. 


WHEN  IT'S  BRAIN 
VERSUS  BOWEL 


ITS  TIME  FOR 
THE  PEACEMAKER. 


In  irritable  bowel  syndrome  intestinal 
discomfort  will  often  erupt  in  tandem 
with  anxiety — launching  a cycle  of 
brain/bowel  conflict. 

Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients 
about  activities  requiring  complete 
mental  alertness. 


*Librax  has  been  evaluated  as  possibly  effective  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HCl  and  2.5  mg  clidinium  bromide. 


Copyright  © 1991  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 


Federal  survey 
logs  millions  of 
hospital  days 

No  wonder  you’ve  felt  busy. 

Take  a look  at  what  you  and 
your  colleagues  have  been  doing:  the 
National  Center  for  Health  Statistics 
(NCHS)  reports  that  the  31  million 
people  who  were  hospitalized  in 
civilian  “short-stay”  hospitals  in 
1989  accounted  for  200.8  million 
days  of  care.  The  count  does  not  in- 
clude newborns. 

NCHS,  a component  of  the  Cen- 
ters for  Disease  Control,  derived 
those  numbers  from  its  National 
Hospital  Discharge  Survey,  which  in 
1989  included  review  of  233,000 
randomly  selected  medical  records 
at  408  civilian  hospitals. 

Deliveries  and  circulatory  dis- 
eases were  the  most  common  rea- 
sons for  hospitalization,  and  another 
3.3  million  patients  were  hospital- 
ized for  digestive  diseases,  according 
to  the  NCHS  report.  In  the  15-to-44 
year  age  group,  patients  were  most 
commonly  hospitalized  for  deliver- 
ies, psychoses,  fractures,  abortions 
and  ectopic  pregnancies,  and  heart 
disease.  Patients  who  were  at  least 
45  years  of  age  most  commonly  re- 
ceived hospital  treatment  for  heart 
disease  and  malignant  neoplasms. 

While  the  average  hospital  stay 
for  all  patients  was  6.5  days,  males 
averaged  7 days  and  females  6.1. 
The  average  length  of  hospitaliza- 
tion ranged  from  1.2  days  for 
“chronic  disease  of  tonsils  and  ade- 
noids” to  14.5  days  for  psychoses. 


Jim  Busby,  associate  editor,  writes  and  edits  the  Public 
Health  and  Science  and  Education  sections  of  Texas  Medicine. 


Public  Health 


HIV  bill  passes 
House  committee, 
subcommittee 
considers  mandatory 
testing 

A bill  requiring  physicians  who 
know  they  are  HIV  infected 
to  either  receive  informed  consent 
from  patients  before  performing 
surgery  or  face  possible  civil  penalties 
had  received  approval  of  the  House 
Public  Health  Committee  and  was 
awaiting  a slot  on  the  House  calen- 
dar as  Texas  Medicine  went  to  press. 

The  bill  passed  by  committee  was 
a substitute  to  a bill  calling  for  crim- 
inal penalties  to  be  included  in  the 
Medical  Practice  Act  for  physicians 
who  performed  surgery  despite  their 
awareness  of  being  HIV  infected. 

The  committee  instead  approved 
a new  version  of  the  bill  which 
amends  the  Texas  Health  and  Safety 
Code  to  provide  civil  liability  for 
physicians  violating  the  law.  But  un- 
like the  original  bill  (HB  702),  spon- 
sored by  Ron  Wilson  (D-Houston), 
the  committee’s  substitute  bill  also 
imposes  civil  liability  on  patients 
who  fail  to  notify  physicians  of  their 
positive  HIV  status. 

Eric  Glenn,  a legislative  aide  to 
Mr  Wilson,  says  the  bill  is  not  de- 
signed to  “push”  testing  but  to 
“make  the  public  feel  a little  better.” 

Another  bill,  which  would  require 
health-care  providers  to  be  tested  for 
HIV  annually,  had  been  referred  to  a 
subcommittee  of  the  Public  Health 
Committee  at  press  time.  That  bill, 
HB  1362,  would  require  health-care 
providers  to  reveal  results  of  their 
annual  HIV  test  to  patients  before 
conducting  “invasive”  procedures  or 
other  procedures,  yet  to  be  defined, 
that  “may  expose  the  patient  to  HIV 
infection.” 


In  emergencies  not  allowing  the 
physician  time  to  provide  his  or  her 
serostatus  to  the  patient,  the  physi- 
cian would  be  required  to  reveal  test 
results  “within  a reasonable  time  af- 
ter the  procedure  is  performed.” 

Physicians  would  be  required  to 
pay  for  their  own  HIV  testing  and 
could  be  charged  with  a class  A mis- 
demeanor for  failing  to  comply  with 
the  law. 

The  bill  was  sponsored  by  John  J. 
Carona  (R-Dallas). 

TDH  says  watch  for 
Listeria  infection 

An  outbreak  of  Listeria  mono- 
cytogenes in  five  Houston 
neonates  and  three  adults  has 
prompted  the  Texas  Department  of 
Health  (TDH)  to  ask  physicians 
to  watch  for  possible  cases  of  the  in- 
fection. A Texas  Department  of 
Health  spokesperson  says  the  cases 
occurred  between  January  17  and 
March  11. 

Infection  in  two  of  the  neonates 
was  associated  with  infection  in 
their  mothers,  who  were  infected  be- 
fore delivery  or  at  the  time  of  deliv- 
ery, but  a common  source  for  the  re- 
maining cases  has  not  yet  been 
determined,  according  to  TDH 
nurse  epidemiologist  Beverly  Ray. 

“This  is  the  biggest  outbreak  in 
infants,”  she  said.  “When  you  start 
seeing  a cluster  of  newborns  with 
Listeria  infection,  there  could  be  a 
more  significant  problem.” 

The  eight  most  recently  reported 
cases  bring  the  year’s  total  to  11,  Ms 
Ray  said.  Thirty-two  cases  were  re- 
ported in  1990,  and  40  in  1989. 


22 


Texas  Medicine 


Volume  87  No.  6 June  1991 


Public  Health 


TDH  encourages  physicians,  espe- 
cially obstetricians  and  gynecolo- 
gists, who  observe  an  “unusual  num- 
ber of  stillbirths  or  miscarriages,”  to 
request  cultures  that  would  identify 
Listeria  and  to  report  possible  cases 
to  their  local  health  department  or 
TDH  headquarters  in  Austin. 

To  report  cases  directly  to  TDH 
headquarters,  call  the  Infectious  Dis- 
eases Program  at  (800)  252-8239. 


A tidbit  from  Texas  law 

A mother  under  the  age  of  16 
cannot  give  legal  consent  for 
herself  to  receive  immunizations, 
according  to  Texas  law.  Unless 
she’s  married  or  living  apart  from 
her  parents  and  “managing  her  own 
affairs.” 

If  she’s  married,  she’s  considered 
an  adult  and  can  legally  receive  im- 
munizations without  parental  con- 
sent. An  unmarried  mother  under 
age  16,  however,  can  give  consent 
for  her  child  to  be  immunized. 


Health 

commissioner 
Robert  Bernstein 
talks  about 
public  health 
in  Texas 

When  Robert  Bernstein  was  in 
junior  high  school  in  New 
York  City,  he  wrote  to  the  dean  at 
Columbia  College  of  Physicians  and 
Surgeons.  He  told  the  dean  he  want- 
ed to  be  a doctor,  but  was  concerned 
that  his  distaste  for  blood  would 
sidetrack  his  career  dreams.  “Blood 
seemed  to  trouble  me  a lot,”  he  re- 
calls. The  dean  advised  him  to  carry 
on.  If  he  really  wanted  to  be  a physi- 
cian, things  would  work  out. 

Today,  some  50  years  later.  Dr 
Bernstein  is  retiring  as  Texas  Com- 
missioner of  Health,  a position  he 
has  held  since  shortly  after  leaving 
the  Army  in  1978  as  Major  General 
Bernstein,  commander  of  Walter 
Reed  Army  Medical  Center. 

After  receiving  an  undergraduate 
degree  from  Vanderbilt  University,  he 
pursued  medical  train- 
ing at  the  University 
of  Louisville,  where 
he  was  graduated  in 
1946.  A year  later  he 
joined  the  US  Army. 
Private  First  Class 
Bernstein  liked  mil- 
itary life. 


Robert 

Bernstein,  MD 


“I  loved  it,”  he  says.  “I  don’t 
know  whether  I enjoyed  the  security 
of  it  or  the  thrill  of  it.  And  there’s 
the  patriotic  aspect  of  it.  I get  very 
emotional  about  that.” 

Why  did  he  become  a physician? 
Maybe  because  his  parents,  Russian 
immigrants,  often  predicted  he  would 
pursue  that  goal.  Or  maybe  because 
he  became  acquainted  with  the  many 
physicians  who  came  to  see  his  moth- 
er, who  was  physically  impaired  by 
encephalitis  during  the  influenza  pan- 
demic of  the  early  1900s.  Certainly 
because  his  father’s  goal  was  to  “get 
his  two  sons  educated.” 

His  career  is  like  a staircase  with 
no  top  in  sight:  One  step  follows  the 
next  as  though  this  is  flatland.  No 
doubt  there  were  stumbles  along  the 
way  — some  of  them  painful  — but 
what  a climb  it  was!  From  immi- 
grants’ son  to  MD,  from  Private 
Bernstein  to  one  of  the  top  medical 
commands  in  the  military. 

“I  do  everything  full  force,  what- 
ever the  assignment  is,”  he  says.  “I 
don’t  necessarily  do  it  better  than 
anyone  else,  but  I do  it  full  force.” 

Among  his  military  honors  are 
the  Purple  Heart,  a Bronze  Star  with 
“V”  (for  valor),  and  two  Distin- 
guished Service  medals,  along  with 
almost  two  dozen  other  medals.  He’s 
a board-certified  internist,  fellow  of 
the  American  College  of  Physicians, 
and  holds  membership  in  more  than 
40  boards  and  organizations,  includ- 
ing TMA  and  its  Council  on  Public 
Health. 

After  retirement  Dr  Bernstein 
says  he  may  write  a book,  which  he 
threatens  (with  a chuckle)  to  name 
Those  Dratted  Bureaucrats.  If  he 
does,  he’ll  have  no  trouble  filling  the 
pages  and  perhaps  startling  a few 
people  with  his  candor. 

“I’ve  got  a reputation  for  telling 
it  like  it  is,”  he  says.  “But  if  a health 
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commissioner  isn’t  outspoken,  he’s 
not  a commissioner.  That  is  kind  of 
characteristic  of  me,  and  I don’t 
make  much  of  an  apology  for  it.” 

As  his  time  as  the  state’s  top  pub- 
lic health  official  neared  its  end  in 
May,  Dr  Bernstein  talked  with  Texas 
Medicine  about  the  past  13  years  at 
the  Texas  Department  of  Health  and 
about  the  state’s  public  health  ac- 
complishments and  problems. 

Excerpts  from  the  conversation 
follow. 

TM:  What  are  the  greatest  public 
health  problems  facing  Texas? 

Dr  Bernstein:  Taking  care  of  the 
needy  and  access  to  medical  care. 
These  are  growing  problems,  partic- 
ularly in  the  rural  areas  and  in  the 
inner  city.  . . . The  matter  of  rural 
health  is  somewhat  unrelated  to  the 
ability  to  pay.  We  just  don’t  have 
enough  facilities  in  the  rural  areas. 
Incidentally,  it’s  not  just  a problem 
in  Texas;  it’s  a problem  all  through 
the  country  where  there  are  rural 
areas.  It’s  just  that  we  have  so  many 
of  them. 

I also  believe  that  Texas  largely 
pays  lip  service  to  preventive  activi- 
ties and  to  health  promotion.  I think 
organized  medicine  has  recognized 
this  and  has  moved  a great  deal  to- 
ward prevention.  But  the  state  deci- 
sion makers,  those  that  appropriate 
the  monies,  aren’t  convinced  that 
prevention  is  the  way  to  go,  even 
though  they  always  make  speeches 
about  it. 

TM:  What  about  the  next  5 years? 

Dr  Bernstein:  In  the  next  5 years,  the 
immediate  future,  we  have  to  worry 
about  HIV/AIDS.  It’s  serious.  The 
problem  is  growing  and  will  continue 


until  we  get  an  adequate  treatment 
and/or  a vaccine.  The  costs  in  terms 
of  treatment  are  enormous.  And  then 
along  with  it  we  have  many  moral, 
social  kinds  of  problems  that  need 
settling.  Discrimi- 
nation, for  exam- 
ple. 

And  Texas  has 
not  been  terribly 
forthcoming.  In 
fact  it  took  about 
two  sessions  be- 
fore anybody 
would  pronounce 
the  word  (AIDS]. 

Then  we  got 
some  very,  very 
meager  funding, 
the  worst  in  the 
country. 

The  next  5 years  will  exacer- 
bate many  of  the  things  that  I men- 
tioned earlier  unless  the  funding 
stays  up.  I hate  to  keep  talking 
about  funding.  But  it  turns  out  we 
are  rated  poorly.  We’re  always  about 
48th  in  any  of  the  human  services. 

TM:  How  far  do  we  have  to  go  be- 
fore organized  medicine  and  pub- 
lic health  agencies  have  the  part- 
nership we  need? 

Dr  Bernstein:  I think  we  have  a good 
partnership  right  now.  We  will  argue 
with  organized  medicine  from  time  to 
time  in  some  areas.  But  in  principle, 
in  terms  of  really  trying  to  help  with 
public  health  education  or  with  pre- 
natal care  or  with  a lot  of  other 
things,  we  have  worked  together. 
TMA  played  a major  role  in  the  indi- 
gent health  care  task  force  and  the 
consequent  legislation  several  sessions 
ago.  So  that  partnership  is  here  and 
it’s  growing.  It’s  stronger  in  certain 
areas  than  others.  I think  it’s  healthier 
than  in  any  other  state  I know. 


TM:  What  does  Texas  need  to  do 
about  border  health  problems? 

Dr  Bernstein:  Well,  all  we  need  is  a 
few  billion  dollars.  But  there  is  an 
organization 
called  the  US- 
Mexico  Border 
Health  Associa- 
tion . . . that  is 
almost  50  years 
old  and  involves 
all  of  the  states 
on  the  border, 
south  and  north 
. . . What  we 
have  done  most- 
ly, and  TMA  has 
been  a part  of 
this,  is  to  move 
the  problem  of  border  health  up  to 
the  front  burner.  And  we’ve  just  got 
to  keep  it  there.  The  most  monumen- 
tal problems  relate  to  the  environ- 
ment. And  this  has  now  been  recog- 
nized only  through  repeated  urgings. 

What  TMA  would  like  to  see  — 
and  I would  too  — is  a commission 
to  develop  a grand  environmental 
plan  for  the  border  and  follow 
through  piece  by  piece  in  getting  it 
done.  There  already  is  an  interna- 
tional water  commission,  and  it 
seems  to  me  that  if  it  were  beefed  up 
then  you  would  not  have  to  reinvent 
the  wheel. 

The  maquiladoras  have  been  a 
boon  to  the  border  economy,  but 
they’ve  also  been  a drag  in  that  they 
have  attracted  so  many  people  that 
the  infrastructure  of  the  whole  area 
is  completely  overwhelmed.  So  you 
have  the  colonias  or  colonia-like  set- 
tlements that  have  no  drinking  wa- 
ter or  sewage  disposal.  The  maquilas 
should  be,  and  I think  are  willing  to 
be,  a part  of  the  solution.  You  know 
you’re  talking  about  big,  big  corpo- 
rations and  big,  big  money.  And  per- 


“I’ve  got  a 
reputation 
for  telling  it 
like  it  is, 
but,  if  a health 
commissioner 
isn’t  outspoken, 
he’s  not  a 
commissioner.” 


24 


Texas  Medicine 


Volume  87  No.  6 June  1991 


Public  Health 


haps  somehow  they  could  be  har- 
nessed to  give  something  toward  the 
solution  of  those  problems. 

All  in  all  it’s  going  to  take  billions 
of  dollars  before  we’re  through,  but 
if  we  don’t  do  something  it’s  going 
to  continually  go  down  hill. 

I think  that  it  has  to  be  a public- 
private  partnership  to  deal  with  all 
of  it. 

TM:  Will  the  free-trade  agreement 
have  any  affect  on  border  health? 

Dr  Bernstein:  I would  SUSpect  that  it 
might  bring  some  more  people  to  the 
area  because  as  bad  as  it  is  down 
there,  it’s  worse  in  parts  of  the  inte- 
rior of  Mexico.  So  it’s  apt  to  attract 
more  people,  which  will  exacerbate 
border  problems. 

But  you  know,  it’s  as  bad  on  our 
side,  too,  along  the  border.  Those 
colonias  are  terrible.  They  don’t 
have  access  to  care.  Their  immuniza- 
tion levels  are  lower  despite  our  ef- 
forts to  get  in  there.  And  they  don’t 
get  health  promotion  education.  It’s 
a target  that’s  hard  to  hit.  There’s 
not  adequate  funding  for  it. 

TM:  Let’s  talk  about  when  you  first 
came  to  TDH.  You  started  In  the 
long-term  care  bureau.  What  was 
the  condition  of  It  when  you  came 
and  how  has  It  changed? 

Dr  Bernstein:  Well,  it’s  hard  to  mea- 
sure. We  had  lots  of  problems  then 
with  some  very  poor  home  opera- 
tors, most  of  whom  have  left  the 
business.  We  still  have  a few.  Gener- 
ally, you  have  to  start  out  by  saying 
the  nursing  home  program  is  a very 
emotional  one.  It’s  guilt  ridden.  No- 
body wants  to  put  their  folks  in  a 
nursing  home.  So  when  that  hap- 
pens, of  course,  everybody  wants  the 
very  best,  and  they’re  ultra-reactive. 


The  media  haven’t  helped.  The  me- 
dia rarely  say  anything  about  a good 
home.  The  majority  of  the  industry 
are  good,  some  are  excellent. 

But  there  are  a number  of  homes 
that  are  on  the  borderline  and  fall 
over  every  once  in  awhile  and  be- 
come noncompliant.  And  a few  of 
them  are  closed  up,  and  they  need  to 
be.  One  of  the  difficulties  is  that  the 
law  says  that  if  there  are  deficiencies 
you  have  to  give  the  facility  time  to 
improve  or  get  rid  of  the  deficiencies. 
So  we’ll  go  in  and 
make  sure  that  they 
straighten  up  but  will 
go  back  in  on  a com- 
plaint in  2 months 
and  they’ll  be  out  of 
compliance  again. 

It’s  a very,  very 
difficult  program  and 
for  a time  under- 
funded. Now  I think 
the  funding  is  much 
better,  but  what 
they’re  talking  about 
in  the  current  budget 
would  bring  us  back  into  no  man’s 
land  again. 

TM:  Are  they 
talking  cuts? 

Dr  Bernstein:  Yes,  and  that  is  a 
matching  program.  For  everything 
they  cut  out  of  general  revenues, 
we’ll  lose  federal  money. 

TM:  Now  about  the  environment. 
Texas  has  about  two  dozen  Super- 
fund sites.  What  should  we  be  do- 
ing to  protect  the  environment 
and  to  clean  It  up  In  Texas? 

Dr  Bernstein:  Well,  what  we’re  do- 
ing. I think  everybody  recognizes 
that  we  do  have  sites  that  need 
cleaning.  Today  I think  regulation  is 


much  stronger,  although  still  not 
perfect.  We’ve  got  to  pay  attention 
to  it.  We  know  what  to  do  and  again 
it’s  a matter  of  getting  the  funding. 

TM:  Let’s  talk  about  social  ser- 
vices In  Texas.  Texas  typically 
ranks  quite  low  among  states  In 
spending  for  many  of  Its  social  ser- 
vices. Is  the  state  doing  all  it  can 
for  children  born  in  poverty  or  near 
poverty,  for  children  with  disabili- 
ties, and  for  those  who  are  abused 
or  neglected? 

Dr  Bernstein:  No.  We 

just  don’t  have  human 
services  very  high  on 
the  list  of  priorities 
in  Texas.  We’re  al- 
ways about  48th  in 
per  capita  spending. 
We’d  rather  build 
highways. 

TM:  Why? 

Dr  Bernstein:  I 

would  suspect  it  comes  out  of  the 
Old  West  and  the  old  independence: 
let  people  do  for  themselves.  I’m  just 
guessing  because  even  when  we  were 
wealthy  we  didn’t  spend  what  we 
should  have.  I could  say  some 
unflattering  things  about  legislative 
priorities.  There’s  no  obvious  big 
payoff  to  helping  human  services. 
We  have  so  much  money  tied  up  in 
highway  construction,  and  I mean 
it’s  constitutionally  tied  up.  I think 
it’s  a disgrace  when  you  have  so 
many  needs  for  people. 

Public  health  has  no  natural  con- 
stituencies. There’s  nobody  march- 
ing up  and  down  the  street  or  beat- 
ing on  legislators’  doors  about 
immunizations,  clean  water,  all  of 
these  things  that  we  do.  The  only 
constituencies  that  we  have  relate  to 
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children’s  programs,  maternal  and 
child  health,  and  so  on.  And  we  still 
don’t  do  a great  job.  We  have  a pro- 
gram called  WIC  (Women,  Infants 
and  Children).  It’s  mostly  federal 
and  it’s  a big  and  expensive  pro- 
gram. We’re  talking  about  $160  mil- 
lion in  Texas.  But  we  only  hit  26% 
or  27%  of  those  eligible. 

TM;  Is  there  any  question  In  your 
mind  that  it’s  more  expensive  in  the 
long  run  to  avoid  these  problems? 

Dr  Bernstein:  I don’t  think  there’s 
any  question.  It  is  difficult  to  prove. 
Harvard  and  the  US  Department  of 
Agriculture  commissioned  studies 
that  showed,  for  example,  that  Med- 
icaid costs  are  significantly  lower  for 
children  and  mothers  of  children 
who  get  early  prenatal  care  and  who 
are  on  the  WIC  program.  We  have 
those  kinds  of  data  now.  We  also 
know  that  early  prenatal  care  brings 
heavier,  healthier  babies.  There  is 
just  very  little  question  about  it. 

TM;  Is  sereening  for  hypothyroidism 
an  example  of  short-term  expendi- 
tures for  long-term  savings? 

Dr  Bernstein;  All  you  need  to  do  is 
find  three  or  four  hypothyroid  chil- 
dren and  they  pay  for  that  whole 
program.  They  pay  by  not  becoming 
wards  of  the  state  and  having  to  live 
in  institutions. 

Immunizations  is  one  of  the  best 
examples  of  long-term  economy. 
You  know  what  would  happen  if  we 
didn’t  immunize  children.  So  I don’t 
think  there’s  much  doubt  about  pre- 
vention and  the  consequence  of  low- 
ering chronic  disease. 

TM:  Do  you  have  advice  for  your 

successor? 
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Dr  Bernstein:  I would  certainly  en- 
courage my  successor  to  maintain 
the  contacts  that  have  been  estab- 
lished in  coordinating  and  working 
with  everybody  who  is  committed 
and  interested  in  the  same  things  we 
are.  I think  that’s  vital. 

TM:  Do  you  have  any  regrets  or 
anything  in  particular  that  you’re 
proud  of  from  your  time  at  TDH? 

Dr  Bernstein:  Well  I’m  particularly 
proud  of  bringing  this  department  I 
think  into  a respectable  position.  We 
had  an  awful  lot  of  internal  stress. 
The  place  just  fell  apart.  We  were  in 
the  newspapers  everyday.  So  I think 
we’ve  brought  it  into  respectability  as 
an  organization.  We  have  roughly  a 
3.3%  overhead,  so  we  do  things  in  a 
relatively  austere  way,  and  yet  I think 
we’ve  gotten  a lot  of  things  done. 

TM:  What  would  you  do  differently 
if  you  had  It  to  do  again? 

Dr  Bernstein:  It’s  hard  to  postulate. 
I wish  we  could  convince  the  legisla- 
ture that  public  health  is  more  im- 
portant than  they  apparently  think  it 
is.  They  have  their  problems,  too. 
Over  the  last  several  sessions,  we 
just  have  never  had  enough  money. 
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remained  focused  on  the  fundamental 
concepts  that  make  us  strong  without 
compromising  our  unwavering  commit- 
ment to  our  policyholders.  Our  reputotion 
has  been  built  on  the  sound  fundamentals 
of  stability,  integrity,  and  a value-added 
hands-on  approoch  to  service. 


e Reduced  Cost  Tail  Coverage 

• Opportunities  for  Premium  Discount 
e New  Master  Policy  Designed  for 

Groups 

e Strong  Claims  Management  and 
Defense 

e Loss  Prevention  Programs 

• Optional  Prior  Acts  Coverage 
e Non-assessable  Policies 


TEXAS  MEDICAL  LIABILITY  TRUST 


For  further  information,  contact  Marketing  and  Development,  P.O.  Box  14746,  Austin,  Texas  78761 

STATEWIDE  SERVICES  CENTER:  1-800-580-TMLT  Business  Offices:  512-454-6781 
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Armchair  advice:  risk 
management  via  video 

TMA’s  Office  of  Risk  Manage- 
ment is  offering  videos  de- 
signed to  help  physicians  limit  risks. 

The  Team  Approach  to  Malprac- 
tice Prevention  is  a one-hour  inter- 
active video  that  explores  ways  in 
which  medical  office  support  staff 
can  limit  liability.  The  video  comes 
with  a 20-page  manual  and  features 
instructions  given  by  Linda  Man- 
gels, PhD,  director  of  TMA’s  risk 
management  office.  Topics  covered 
in  the  video  include  how  to  identify 
patients  most  likely  to  sue,  suits 
brought  about  by  support  staff, 
billing  and  collections,  and  terminat- 
ing the  physician-patient  relation- 
ship. The  cost  is  $85. 

The  office  also  has  in  stock  From 
the  Plaintiff’s  Perspective^  which 
comes  in  two  installments,  $125 
each.  A Houston  plaintiff  attorney 
shares  his  strategies  for  winning 
malpractice  cases.  The  first  video  in 
the  set  covers  these  subjects: 

• practicing  on  the  horizons  of 
your  expertise; 

• failure  to  read  nurses’  notes; 
•medical  records  — the  missing 
pieces;  and 

•delegating  duties  you  shouldn’t 
assign  to  others. 

The  second  video  deals  with: 

• HMOs  — the  failure  to  consult/ 
refer; 

•hospitals:  meeting  minimum 
standards; 

• CME  — why  it  is  necessary;  and 
• impaired  physicians. 

To  order  the  videos,  contact 
TMA,  Office  of  Risk  Management, 
401  W 15th  St,  Austin,  TX  78701, 
phone  (512)  370-1300. 


D E B I Martin,  associate  editor,  writes  and  edits  the  Law 
and  Medical  Economics  sections  of  Texas  Medicine. 


The  shape  of 
things  to  come: 
PPRC  ponders 
payment  reform 

It  was  only  a chapter  in  the  Physi- 
cian Payment  Review  Commit- 
tee’s (PPRC)  431-page  report  to 
Congress,  but  it  may  signify  the 
wave  of  the  future  when  it  comes  to 
physician  reimbursement. 

The  report,  which  was  released  in 
April  and  is  expected  to  be  updated 
this  month  and  throughout  the  year, 
discusses  applying  Medicare’s  re- 
source-based, relative  value  scale  to 
Medicaid,  and  encouraging  private 
insurance  carriers  also  to  use  the 
RBRVS  model  when  calculating 
physician  reimbursement  fees. 

“I  think  that  it  appears  at  the 
present  time  that  RBRVS  — right  or 
wrong,  good  or  bad  — will  be  the 
basis  for  payment  from  all  third  par- 
ties to  physicians  in  this  country,” 
says  Jim  Bob  Brame,  MD,  an  Eldo- 
rado physician  who  serves  on  the 
PPRC  and  is  a past  TMA  president. 
“I  don’t  think  we  can  stress  enough 
that  it  is  important  that  physicians 
read  and  become  more  knowledge- 
able about  RBRVS  because  it  means 
a complete  revision  in  the  way  the 
nation  will  pay  its  doctors.” 

Serious  consideration  of  the  no- 
tion of  applying  the  RBRVS  to  a va- 
riety of  payment  reimbursement  sys- 
tems is  a long  way  off.  After  all, 
information  on  the  application  of 
the  RBRVS  to  Medicare  is  still  in- 
complete. Nonetheless,  a Congres- 
sional advisory  committee’s  consid- 
eration of  the  concept  is  significant, 
says  Pred  E.  Castrow,  MD,  of  Hous- 
ton. He  served  as  a representative  to 
the  Harvard  University  panel  study 
that  led  to  the  development  of  the 
RBRVS  model.  “The  PPRC  report 


says  something  Eve  never  seen  ver- 
balized anywhere  before,”  says  Dr 
Castrow,  “the  idea  of  applying  the 
RBRVS  across  the  board.” 

The  PPRC  was  created  in  1986 
to  advise  Congress  on  physician  fee 
reimbursements  under  Medicare. 

Its  report  deals  mostly  with  its 
most  pressing  matter  of  business  — 
Medicare  and  the  implementation  of 
physician  payment  reform  under  the 
RBRVS,  due  to  go  into  effect  next 
January. 

“The  PPRC  fine-tuned  a lot  of 
what  needs  to  be  defined  in  the 
RBRVS,”  says  Lou  Goodman,  PhD, 
head  of  TMA’s  division  of  medical 
economics.  “But  what  we  have  here 
represents  only  a piece  in  a larger 
puzzle  expected  to  emerge  by  the 
year’s  end.  We  still  have  a long  way 
to  go.  The  report  does  include  a 
chapter  on  refining  the  scale  of  rela- 
tive work,  and  we  know  office  visits 
and  consultations  are  going  to  be 
paid  more,  and  procedures  will  be 
paid  less.  But  will  a visit  still  be 
defined  the  same  way?  Will  a visit 
include  injections  and  EKGs  as  part 
of  the  total  product?  Perhaps  those 
services  will  be  bundled  — that 
seems  to  be  the  PPRG’s  direction  at 
this  time.” 

TMA’s  division  of  medical  eco- 
nomics continues  to  monitor  closely 
the  implementation  of  the  RBRVS.  It 
provides  Dr  Brame  and  Sen  Lloyd 
Bentsen  (D-Texas)  with  information 
on  how  the  RBRVS  is  likely  to  affect 
medical  practitioners  in  Texas. 

“We  are  very  proactive  on  this,” 
says  Dr  Goodman.  “We  are  con- 
cerned about  how  the  new  Medicare 
fee  schedule  based  on  the  RBRVS 
will  go  over  in  Texas,  and  are 
conducting  simulations  that  com- 
pare current  payment  levels  with 
new  RBRVS  information.  Those  re- 
sults will  be  available  soon  (and  will 
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Jim  Bob  Brame, 
MD,  says  RBRVS 
may  become  the 
basis  for  payment 
from  all  third  par- 
ties to  physicians. 


be  published  in 
Texas  Medicine) . 

To  make  sure  Texas 
gets  a fair  deal,  we  are  especially  in- 
terested in  all  geographic  values  and 
the  definitions  of  geographic  areas. 
The  PPRC  has  identified  geographic 
considerations  as  a problem.  They 
say  that  payment  does  vary  — that 
is  not  new.  The  PPRC  is  saying  that 
instead  of  240  national  geographic 
areas,  the  figures  should  be  reduced 
to  94.  The  problem  is  the  data  on 
the  definitions  of  the  geographic  ar- 
eas themselves  are  flawed,  and  this  is 
important  to  Texas  because  it  has 
more  geographic  areas  than  any  oth- 
er state.” 

Dr  Brame  says  that  at  the  very 
least,  the  PPRC  report  indicates  that 
under  the  RBRVS,  “there  eventually 
will  be  less  confusion  among  physi- 
cians about  payment,  and  it  should 
be  a little  easier  for  physicians  to  un- 
derstand, since  physicians  in  the 
same  area  of  the  country  will  have 
the  same  rates.” 

But  all  in  all,  just  half  a year 
away  from  the  onset  of  the  RBRVS, 
it  is  difficult  to  tell  how  physicians 
— and  patients  — will  fare  under 
the  payment  reform  program. 

Dr  Castrow  speculates  that  when 
all  is  said  and  done,  “The  bottom 
line  is  that  before  the  final  dollar 
amounts  are  assigned,  we  will  have 
to  deal  with  the  conversion  factor 
(in  the  RBRVS  formula),  and  that 
process  will  be  politicized  and  left 
up  to  Congress  and  its  wisdom;  and 
that  will  be  the  hardest  battle 
to  fight.  Then  again,  maybe  there 


will  be  no  battle  at  all. 
Maybe  they’ll  just  say, 
‘This  is  the  way  it  is,’ 
and  we  physicians  will 
just  have  to  make  adjust- 
ments in  our  practices.” 

Dr  Brame  says  that  in 
spite  of  the  PPRC’s  recom- 
mendations and  clout, 
implementation  of  the 
RBRVS  will  be  heavily 
influenced  by  Congressional  bud- 
getary matters. 

“The  most  important  factor  is  the 
impact  the  Congressional  budget  will 
have  on  RBRVS,”  says  Dr  Brame. 
“The  Congress  is  decreasing  the 
amount  of  payments  to  primary  care 
physicians  that  was  anticipated  at  the 
beginning  of  this  process.  In  the  be- 
ginning, there  was  this  explicit  under- 
standing that  if  physicians  supported 
the  adoption  of  the  RBRVS  that  there 
would  be  increases,  not  decreases.” 

For  example,  after  the  enactment 
of  payment  reforms  in  1989,  the 
PPRC  estimated  that  reimburse- 
ments for  primary  care  services  un- 
der Medicare  would  jump  27%  to 
30%.  But  inflation-adjusted  RBRVS 
fees  based  on  information 
released  by  the  Health 
Care  Financing  Administra- 
tion last  fall  indicate  that 
primary  care  services  may 
very  well  end  up  being  15% 
lower  than  previously  esti- 
mated. 

The  Medicare  program  for 
fiscal  year  1992  is  scheduled 
by  the  administration  to  un- 
dergo roughly  $3  billion  in 
program  cuts. 

“Due  to  budgetary  re- 
straints,” says  Dr  Brame,  “Congress 
is  decreasing  total  expenditures  and 
is  reducing  the  size  of  the  pie  that  is 
to  be  divided  among  physicians.” 


The  lowdown 
on  low  fees  in 
Texas  Medicaid 

A Congressional  advisory  group 
with  considerable  influence 
on  physician  payment  reform  agrees 
with  what  Texas  physicians  have 
been  saying  for  years:  Medicaid  pays 
them  less  than  Medicare  or  private 
health  insurers,  and  the  disparity  in 
fee  reimbursement  rates  adversely 
effects  the  delivery  of  health  care  to 
the  poor. 

That  was  one  of  the  findings  in 
the  Physician  Payment  Review  Com- 
mittee’s report  to  Congress  last  April. 

“This  is  the  first  time  a national 
body  has  come  out  and  said  that 
physicians  are  not  paid  fairly  under 
Medicaid,  and  has  shown  that  the 
access  to  health  care  problem  is  re- 
lated to  fee  reimbursements  to  physi- 
cians,” says  Lou  Goodman,  PhD, 
head  of  TMA’s  medical  economics 
division.  “It  has  taken  some  time  for 
this  issue  to  trickle  up  — from  the 
physician’s  office  to  the  state  level  to 
the  federal  level. 
We’ve  had  enough 
trickle  down  — 
the  federal  gov- 
ernment has  for 
years  said,  ‘Pro- 
vide these  ser- 
vices’ without 
realizing  why 
physicians 
can’t  do  it.” 


The  access  to 
health  care  prob- 
lem is  related  to 
fee  reimburse- 
ments to  physi- 
cians, says  Lou 
Goodman,  PhD. 
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The  13-member  PPRC  was  creat- 
ed in  1986  to  advise  Congress  on 
physician  fee  reimbursements  under 
Medicare.  Its  purpose  was  expanded 
last  year  to  include  Medicaid. 

The  commission,  with  support 
from  the  National  Governors  Asso- 
ciation, studied  fee  reimbursement 
rates  for  services  commonly  used  by 
Medicaid  beneficiaries.  The  PPRC 
report  shows  that  Medicaid  pays 
physicians  69%  of  what  Medicare 
pays,  and  even  less  of  what  private 
insurance  carriers  pay.  The  report 
says  that  Medicaid  reimbursement 
rates  discourage  physician  participa- 
tion in  the  program. 

The  commission’s  report  says 
that  because  health  costs  are  rising 
while  the  federal  government  insists 
that  Medicaid  be  expanded,  Medi- 
caid has  become  an  increasingly 
large  item  on  state  budgets.  Accord- 
ing to  the  report,  it  would  cost  an 
estimated  $1.3  billion  in  federal  and 
state  money  each  year  to  bring  Med- 
icaid fee  reimbursement  levels  to  the 
level  of  Medicare. 

TMA’s  division  of  medical  eco- 
nomics has  been  studying  the  problem 
and  its  relationship  to  access  to  health 
care  issues  for  the  poor  in  this  state. 

Low  physician  reimbursement 
fees  is  one  of  the  leading  causes  of 
the  decrease  in  the  number  of  partic- 
ipating physicians  in  the  Texas  Med- 
icaid program,  says  Dr  Goodman. 

TMA’s  Council  on  Socioeco- 
nomics has  this  year  been  working 
closely  with  Donald  L.  Kelley,  MD, 
director  of  the  Medicaid  program  in 
Texas,  to  address  how  to  close  the 
distance  between  the  increasing  de- 
mand for  services  and  inequitable  fee 
reimbursement  rates  to  physicians. 

“The  Medicaid  methodology  is 
based  on  a set  of  assumptions  that 
are  insufficient  to  assure  widespread 
physician  participation,”  says  Dr 


Goodman.  “Inadequate  reimburse- 
ment levels  under  Medicaid  have 
forced  physicians  to  limit  their  Med- 
icaid practices. 

“Medicaid  reimbursement  is  based 
loosely  on  the  Medicare  meth- 
odology. Unlike  methods  typically 
used  by  plans  like  Blue  Cross/Blue 
Shield,  which  reimburses  at  90%  of 
prevailing  charges.  Medicare  uses  lev- 
els that  reimburse  at  75%  of  the  pre- 
vailing charges. 

Medicare  reim- 
bursement is  rough- 
ly 15%  less  than 
private  sources. 

Medicaid  reim- 
bursement is  40% 
less  than  private 
sources.  Physician 
reimbursement  in 
Medicaid  should  be 
increased  to  the  av- 
erage prevailing 
Medicare  payment 
level.  This  would 
mean  Medicaid  payments  should  be 
increased  across  the  board  by 
15%-20%.” 

Moves  in  that  direction  became 
apparent  earlier  this  year. 

As  a result  of  TMA-  and  Texas 
Pediatric  Society-initiated  efforts, 
three  frequently-billed  Medicaid 
CPT  code  rates  jumped  an  average 
of  40%  and  one  other  code  rate 
jumped  200%  last  April.  The  rate 
hikes  were  a stopgap  measure  and 
apply  to  all  specialties,  although 
family  practitioners,  general  practi- 
tioners and  pediatricians  have  prob- 
ably felt  the  greatest  impact.  The 
rate  hikes  apply  to  CPT  codes 
90050  (established  patient,  office 
visit,  limited),  90250  (daily  hospital 
care),  90225  (initial  newborn  care), 
and  99152  (attendance  at  C-sec- 
tion/newborn  resuscitation). 

Reimbursement  rates  for  other 


customarily  undervalued  but  fre- 
quently-billed services  to  Medicaid 
beneficiaries  are  being  considered  by 
an  advisory  group  that  began  meet- 
ing May  29  to  deal  with  physician 
payment  reforms  on  the  state  level. 

The  Physician  Payment  Advisory 
Committee’s  charge  is  to  make  rec- 
ommendations on  payment  issues  to 
the  Texas  Department  of  Human 
Services’  Medicaid  program.  It  is  ex- 
pected to  consider 
whether  a re- 
source-based, rela- 
tive value  scale  ap- 
proach, similar  to 
the  RBRVS  model 
being  used  to  re- 
form Medicare, 
might  be  applied 
to  Texas  Medicaid. 

Dr  Goodman 
says  the  Council 
on  Socioeconom- 
ics will  continue  to 
deal  with  “how 
we  are  going  to  reconcile  the  in- 
creasing demand  to  expand  access  to 
services  while  state  revenues  keep 
dwindling.  Another  idea  is  to  talk 
about  some  unique  approaches  to 
raising  reimbursements  to  physicians 
that  are  being  talked  about  in  other 
states.  In  Arkansas,  for  example, 
there  is  a proposal  to  put  an  excise 
tax  on  the  state’s  portion  of  Medi- 
caid payments.  In  return,  physician 
fees  would  be  raised  to  the  level  that 
private  insurance  carriers  pay.” 

Medicaid  reimbursements  to 
physicians  for  fiscal  year  1990  to- 
taled $362.5  million.  For  the  first  5 
months  of  fiscal  year  1991,  the  total 
was  $171.6  million.  If  that  trend 
continues,  total  service  payments  for 
fiscal  year  1991  will  be  approxi- 
mately $411  million. 

A TMA  medical  economics  divi- 
sion study  released  in  March  says 


‘‘This  is  the 
first  time  a 
national  body 
has  come  out 
and  said  that 
physicians 
are  not  paid 
fairly  under 
Medicaid.” 
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that  in  the  last  5 years,  the  federal 
government  has  mandated  expan- 
sions in  Medicaid  at  a time  when 
physician  participation  has  sharply 
declined.  Since  December  1987,  the  j 
number  of  Medicaid  eligibles  has  in- 
creased 54%  while  physician  partici- 
pation has  increased  only  17%. 

The  problem  has  been  particular- 
ly acute  in  the  area  of  pediatrics  and 
primary  care  services.  Since  1987, 
the  number  of  obstetrical  patients 
has  increased  117%.  The  number  of 
Medicaid  deliveries  since  that  same 
year  has  increased  177%. 

Projections  illustrate  that  the  in- 
creasing number  of  Medicaid  eligi- 
bles will  profoundly  affect  future 
health  care  in  Texas.  For  example, 
the  number  of  children  eligible  for 
Medicaid  will  jump  from  100,000  in 
1989  to  1.5  million  by  the  year  2000. 

According  to  a 1990  TMA  survey 
conducted  in  conjunction  with  the 
Gallup  Organization,  14%  of  Texas 
physicians  polled  have  no  Medicaid 
patients  and  another  34%  will  not 
accept  new  Medicaid  patients. 

Another  factor  influencing  the 
decline  in  physician  participation  in 
Medicaid  is  the  increase  in  physi- 
cians’ net  professional  expenses.  Ac- 
cording to  a 1990  American  Medi- 
cal Association  study,  between 
1986-1988  the  majority  of  physi- 
cians saw  their  expenses  increase 
35%.  In  1989,  office  overhead  aver- 
aged 54%  of  gross  income.  General 
and  family  practitioners  reported  ex- 
penses at  63%  of  gross  income;  pe- 
diatricians had  expenses  that  were 
57%  of  gross  income. 


ProCessiQiial  And  Executive 
Banking  At  NCNB. 

Take  advantage  of  the  personal  service  and  financial  re- 
sources offer^  by  Professional  and  Executive  Banking  at 
NCNB.  If  you’re  opening  your  own  practice,  you  can  finance 
up  to  1 00%  of  your  costs  and  nine  months  of  living  expenses 
with  our  Medical  Practice  Start-Up  Loan  (loans  subject  to 
credit  approval).  We’re  committed  to  your  success — ^both 
now  and  in  the  future. 


For  more  information,  please  call: 
Mike  Wood,  (214)  508^753,  Dallas 


R!CR!S 

NCNB  Texas  National  Bank.  Member  FDIC 
t=J  Equal  Housing  Lender.  ©1991  NCNB  Corporation. 


Headache 


Let  Us  Take 
The  Hassle  Out- 
of  Your  Billing 

CENTRAL  TEXAS  PROFESSIONAL 
BILLING  SERVICE 

FOR  MORE  INFORMATION  REGARDING  OUR  SERVICES, 
CALL:  800/621-7009 


Waco  817/754-4700 
FAX  817/754-4161 
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Timberlawn 
Psycliiatric  Hospital 

232  Bed  Psychiatric  Facility 
ICAHO  Approved 

Departments  of  Psychiatry  • Psychology 
Social  Work  • 24  Hour  Nursing  Care 
Therapeutic  Recreation 
Occupational  Therapy 
12  Grade  Accredited  School 

ESTABLISHED  IN  1917 

HOSPITAL  SERVICES 

Treatment  of 
Children 
Adolescents 
Adults 

SUBSTANCE 
ABUSE  PROGRAMS 

Inpatient  Treatment 
Outpatient  Treatment  and 
Recovery  Groups 
Health  Professionals  Program 
After  Care  Monitoring 

PROFESSIONAL 
EDUCATION  PROGRAMS 

Residency  Training  Programs 
Child  Training  Residency 

OUTPATIENT  SERVICES 

Comprehensive 
Diagnostic  Evaluation 
lndi\’idual  and  Group 
Psychotherapy 
Family  Assessment 
and  Therapy 

ALTERNATIVE  CARE 

Day  Hospital 
Children 
Adolescents 
Adults 

Medication  Supervision 

RESIDENTIAL  SERVICES 

After  Care  Programs 
Residential  Programs 

ACCEL 

Executive  Professionals  Program 

Ear  your  pnticiits'coiwciiiciicc,  evaluations 
may  be  done  at  any  of  our  five  locations: 
the  main  hospital  campus  in  Dallas,  the 
Timherlaum  North  Dallas  Center, 
the  Timberlawn  Las  Colinas  Center, 
Timberlawn  at  The  Aerobics  Cotter, 
or  the  Timbcrhiwtt  DeSoto/Duncanville 
Center. 

Admissions: 

P.O.  Box  15148^:)  • 46(10  Samuell  Blvd. 
Dallas,  TX  75315-1489 
(214)381-7181  • 1-800-426-4944 


FARMS  and  RANCHES 

FOR  SALE  IN  TEXAS  I 

The  Farm  Credit  Bank  of  Texas  is  offering  125  farms,  ranches,' 
investment  and  recreational  properties  for  sale.  These  properties 
vary  from  small  units  up  to  very  large  tracts  in  all  areas  of  Texas.* 
Attractive  financing  on  a negotiated  basis  is  available. 

Currently  available  are  three  VHS  videos  highlighting  select 
farms,  ranches  and  other  properties.  Also  available  is  a sales 
brochure  featuring  all  properties  the  Bank  has  for  sale  in  Texas, 
Louisiana,  Mississippi  and  Alabama.  ! 

Video  #2  ; 

featuring  16  properties  = $10.00 
Video  #3 

featuring  14  properties  = $10.00 
Video  #4 

featuring  Houston  area  property  = $10.00  j 

To  obtain  all  three  videos  send  a check  for  $20.00  payable  to 
Farm  Credit  Bank  of  Texas.  Obtain  the  sales  brochure  by  simply 
sending  your  name  and  address  to  the  address  shown  below. 

FARM  CREDIT  BANK  OF  TEXAS 
Ranch  Video/AMLO-MD 
RO.  Box  15919  Austin,  Texas  78761 
1-800-447-5731 


TEXAS  PHYSICIAN  PLACEMENT  SERVICE 


Save  yourself  time 
and  frustration. 

Put  the  Texas  Physician  Placement  Service  and  its  computer  data  bank 
of  practice  opportunities  and  physician  applicants  to  work  for  you. 

• Fast,  personalized  service 

• Low  placement  fees 

• Free  service  for  physician  applicants 

• All  specialties  accepted 

• Urban  and  rural  placements 

• More  than  150  Texas  practice  opportunities  currently  on  file 

A Texas-based  matching  service  offering  Texas  practice  opportunities. 

Call  us  today  at  (512)  477-6704,  Ext.  263 

A joint  service  of  Texas  Medical  Association  and  Texas  Academy  of 
Family  Physicians 
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unless  you  settle  the  issue  by  signing 
on  the“Dispense  as  Written”  line. 


2-mg  5-mg  10-mg 
scored  tablets 

The  final  choice  should  really  be  yours 

The  cut  out  “V"  design  is  a registered  trademark  of  Roche  Products  Inc. 
Copyright  © 1991  by  Roche  Products  Inc.  All  rights  reserved. 


Roche  Products 

Roche  Products  Inc 
Manati,  f^erlo  Rico  00701 


^According  to  the  Orange  Book.  10th  ed.  US  Department  of  Health 
and  Human  Services.  1990.  diazepam  tablets  may  be  available  from  as  many 
as  17  companies.  Tablets  shown  represent  5 mg  diazepam  tablets. 
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ASSOCIATE  EDITOR 


BY  DEBI  MARTIN 


THEY  WOULD  BE  GODS.  OR  SO  IT  ONCE  SEEMED.  SINCE  THE 


TIME  OE  HIPPOCRATES,  THE  IMAGE  OE  PHYSICIANS  HAS  BEEN 


LINKED  TO  THE  DEITIES.  ENDOWED  WITH  THE  POWER  TO  HEAL, 


PHYSICIANS  WERE  SEEN  AS  SEPARATE  EROM  THE  MERE  MORTALS 


WITH  WHOM  THEY  LIVED.  IN  PRIMITIVE  CULTURES,  THE 


MEDICINE  MAN  WAS  A HOLY  MAN.  IN  THE  WEST,  PHYSICIANS 


WERE  THE  GOOD  GUYS  — THEY  ALWAYS  WORE  WHITE  COATS. 


THEIR  AUTHORITY  WAS  RARELY  QUESTIONED.  RESPECT,  OFTEN 


AWE,  CAME  WITH  THE  JOB.  PHYSICIANS  WERE  ON  A PEDESTAL 


WHETHER  THEY  ASKED  TO  BE  OR  NOT,  BUT  FROM  SO  LOFTY  A 


HEIGHT,  THERE  WAS  NOWHERE  TO  GO  BUT  DOWN. 


holography  by  Stan  Kearl.  Illustratton  by  Edd  Patton. 
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Gone  are  the  days 
when  physicians  were 
seen  as  gods  or  infalli- 
ble Marcus  Welby-Fa- 
ther-Knows-Best 
types.  Most  physicians,  when  asked, 
say  they  never  wanted  to  be  thought 
of  that  way.  Today,  however,  the  im- 
age of  physicians  is  falling. 

Some  contemporary  physicians 
even  seem  to  feel  a bit  like  Rodney 
Dangerfield:  “Can’t  get  no  respect.” 

It  is  puzzling.  At  a time  when 
modern  science  enables  physicians  to 
do  more  for  their  patients,  when 
physicians  pick  up  the  slack  from 
government  health  programs,  respect 
for  medical  practitioners  is  declining. 

Physicians,  who  spend  so  much 
of  their  lives  helping  others,  face  an 
uncomfortable  diagnosis:  Their  im- 
age as  a profession  needs  healing. 

Although  patients  respect  their 
own  physicians,  the  image  of  physi- 
cians in  general  has  fallen  from 
grace,  according  to  public  opinion 
polls.  And,  even  though  the  image  of 
the  personal  physician  has  improved 
over  the  last  8 years,  the  gap  be- 
tween how  patients  feel  about  their 
own  doctors  and  physicians  in  gen- 
eral has  widened,  says  a 1991 
American  Medical  Association  poll. 
When  asked  if  they  were  beginning 
to  lose  faith  in  their  own  doctors, 
only  10%  of  the  respondents  in  the 
AMA  poll  said  yes;  but  when  asked 
if  people  were  beginning  to  lose 
faith  in  doctors,  69%  said  yes. 

The  situation  is  similar  in  Texas. 
A TMA  poll  conducted  last  year  re- 
ported that  78%  of  the  physicians 
surveyed  said  they  get  less  respect 
now  than  they  did  10  years  ago. 


CASE  REPORTS 

Clifford  Burr  OSS, 
MD,  a 61-year-old 
Wichita  Falls  physi- 
cian who  heads  a 
family  practice  resi- 
dency program,  remembers  tbe  mo- 
ment recently  when  his  feelings 
about  the  lack-of-respect  dilemma 
crystallized.  He  had  just  testified  as 


an  expert  witness  for  the  defense  in 
a malpractice  suit.  As  he  was 
preparing  to  leave,  the  attorneys 
were  discussing  whether  they  would 
recall  Dr  Burross  at  another  time. 
That’s  when  the  judge  said,  “If  we 
really  need  Dr  Burross,  we’ll  know 
where  to  find  him  — on  the  golf 
course.”  Dr  Burross  looked  up  at 
the  judge,  and  said,  “I’d  like  to 
make  a correction.  In  my  30  years  of 
practice.  I’ve  been  on  a golf  course 
twice.  The  way  to  reach  me  is 
through  my  office  or  my  beeper.” 

To  Dr  Burross,  the  judge’s  flip- 
pant remark  conjured  up  negative 
images  of  physicians  as  well-to-do, 
self-centered,  golf  fanatics.  Dr  Bur- 
ross felt  publicly  humiliated. 

“I  may  have  risked  being  in  con- 
tempt of  court  but  I just  couldn’t  let 
that  judge  get  away  with  saying  that 
to  me  — and,  in  front  of  the  jury,” 
says  Dr  Burross,  who  is  an  alternate 
AMA  delegate  and  former  TMA 
president  (1985-1986). 

When  Julie  Graves-Moy,  MD,  a 
33-year-old  family  practitioner  in 
Houston,  was  single  and  dating  in 
medical  school,  “I  used  to  go  out 
with  guys  who’d  say,  ‘So,  you  are 
going  to  be  a doctor,  that’s  no  big 
deal.’  I remember  I broke  up  with 
one  guy  for  not  respecting  what  I do. 

“When  I worked  in  April  as 
Physician  of  the  Day  at  the  State 
Capitol,  everyone  I saw  wanted  to 
tell  me  a story  about  the  bad  doctors 
they  know.  That  sort  of  thing  hap- 
pens all  the  time,”  says  Dr  Graves- 
Moy,  a member  of  the  Texas 
Medicine  Editorial  Committee, 
AMA  Women’s  Caucus,  and  former 
member  of  the  TMA  Committee  on 
Manpower.  “But  I tell  you  this:  No 
matter  how  much  they  don’t  respect 
you,  they  still  want  free  medical  ad- 
vice at  cocktail  parties.” 

The  image  of  physicians  as 
greedy  is  particularly  insulting  at  a 
time  when  the  public  does  not  seem 
to  appreciate  or  even  acknowledge 
the  amount  of  free  or  under-reim- 
bursed care  physicians  provide,  says 
Palma  Formica,  MD,  a New  Jersey 
family  practitioner  and  member  of 


the  AMA’s  Board  of  Trustees. 

“The  situation  reminds  me  of  the 
housewife  who  knocks  herself  out 
making  a big  meal  for  her  family  all 
day  and  all  anyone  has  to  say  to  her 
is,  ‘What  else  are  you  going  to  do? 
Why  didn’t  you  do  this?”’  says  Dr 
Formica.  “I  gave  up  a long  time  ago 
thinking  that  my  MD  entitles  me  to 
respect.  But  the  ingratitude  of  the 
general  public  is  amazing  — when 
we  do  something  good,  we  get  chas- 
tised for  not  doing  more.  The  per- 
ception is  that  the  term  rich  doctor 
is  redundant.  People  do  not  appreci- 
ate how  many  years  of  deferred  in- 
come we  undergo  while  we  are 
training  or  how  many  hours  we  put 
in  each  week.  They  don’t  know 
about  the  amount  of  free  care  we 
give  away.  I know  physicians  who 
go  off  to  Africa,  work  in  free  clinics, 
treat  migrant  workers.  How  much 
public  attention  does  that  get?  If  a 
doctor  kills  his  wife  or  defrauds 
Medicare,  it’s  a news  story.  The 
amount  of  free  care  we  give  away, 
that’s  not  a story.” 


THE  SYMPTOMS 

Opinion  polls  suggest 
that  notable  portions 
of  the  public  believe 
doctors  don’t  explain 
things  well  and  they 
act  like  they  are  better  than  other 
people.  The  roots  of  this  problem  go 
way  back.  The  perception  of  the 
physician  as  “holier  than  thou”  can 
be  traced  to  the  earliest  records  on 
the  patient-physician  relationship. 
During  the  time  of  Plato,  patients 
did  not  challenge  a physician’s  au- 
thority and  physicians  were  encour- 
aged to  involve  patients  as  little  as 
possible  in  decisions  about  their 
health  care. 

In  Advice  to  a Young  Physician 
Respecting  the  Way  in  Which  He  Is 
to  Conduct  Himself  in  the  Practice 
of  Medicine,  in  View  of  the  Indiffer- 
ence of  the  Public  to  the  Subject, 
and  Considering  the  Complaints 
that  Are  Made  about  Physicians, 
published  in  1672,  the  French  physi- 
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cian  Samuel  de  Sorbiere  did  enter- 
tain the  notion  of  greater  patient 
participation  in  health  care  deci- 
sions. But  he  argued  against  the  idea 
on  the  grounds  that  medical  knowl- 
edge might  be  too  esoteric  a subject 
to  be  of  interest  to  the  average  man. 

Part  of  the  willingness  of  today’s 
patients  to  criticize  physicians  is  of 
relatively  recent  vintage.  The  “Ques- 
tion Authority”  sentiments  and  per- 
sonal empowerment  movements  of 
the  ’60s  gave  rise  to  assertive,  skep- 
tical consumers  who  want  to  know 
what  is  happening  to  their  bodies, 
who  ask  for  second  opinions,  and 
who  will  pursue  malpractice  suits  if 
they  are  not  satisfied. 

Many  patients  see  themselves  as 
consumers  of  medical  care  and  view 
physicians  as  the  heads  of  small 
businesses.  Although  medical  deci- 
sions are  not  products  that  can  be 
churned  out  or  scrutinized  like  per- 
fectly molded  and  grilled  hamburger 
patties,  the  quality  of  physician  ser- 
vices is  being  critiqued  as  never  be- 
fore by  a variety  of  entities. 

To  many  physicians,  it  feels  as 
though  there  are  just  too  many 
cooks  in  the  kitchen.  The  number  of 
agencies  involved  in  medical  deci- 
sions today  is  creating  distance 
where  trust  once  thrived  in  the 
confidential  physician-patient  rela- 
tionship, says  James  M.  Graham, 
MD,  Austin,  a member  of  the  TMA 
Board  of  Trustees  and  former  mem- 
ber of  TMA’s  Council  on  Legislation. 

“Way  back  when,  the  doctor 
dealt  directly  with  the  patient  in  all 
matters  and  the  doctor  delivered  a 
service  for  a fee  that  the  patient  and 
only  the  patient  was  responsible 
for,”  says  Dr  Graham.  “Now  there 
are  HMOs  and  PPOs  and  third-par- 
ty payors,  and  in  the  case  of  Work- 
ers’ Compensation,  there  can  be 
fourth-party  payors  hired  to  set  al- 
lowable fees.” 

Then,  in  comes  another  set  of 
judges:  Peer  review  organizations 
that  judge  medical  decisions,  matters 
once  considered  confidential  be- 
tween patient  and  physician. 

The  country  doctor  who  had  the 


time  to  hold  the  sick  child’s  hand  is 
now  rare.  Today,  the  physician’s 
hand  is  likely  to  hold  a pen,  to  docu- 
ment procedures  that  might  later  be 
scrutinized  by  third-party  payors. 

The  practice  of  medicine,  in  other 
respects  as  well,  is  increasingly  de- 
personalized. Sophisticated,  hi-tech 
medical  equipment  can  quite  literally 
create  a distance  between  patient 
and  physician,  rendering  bedside 
hand-holding  impossible. 

But  all  other  forms  of  disrespect 
pale  compared  to  the  feelings 
aroused  when  a doctor  is  sued  for 
malpractice.  It  is  the  ultimate  dem- 
onstration that  a patient  disrespects 
a physician’s  medical  choices  and 
competence  so  fully  that  they  are 
willing  to  go  to  court  to  fight  about 
it,  says  Dr  Graham,  who  has  been 
sued  for  malpractice  but  won  the 
case.  “It  crushes  your  ego,”  he  says, 
“and  makes  you  very  cautious.  It 
hardens  you.” 

For  many  physicians,  the  atmo- 
sphere in  which  they  practice 
medicine  today  is  tinged  with  no- 
win  scenarios.  Physicians  are  told, 
for  example,  to  talk  more  with  their 
patients. 

“But  we  get  paid  for  procedures, 
not  sitting  around  talking  with 
patients,”  says  Dr  Graves-Moy.  “Be- 
cause of  most  insurance  carrier  al- 
lowances, I can  get  paid,  hypotheti- 
cally speaking,  $500  an  hour  for 
seeing  three  patients  who  need  in- 
grown  toe  nails  removed,  or  I get 
$30  for  that  same  hour  if  I spend  it 
consulting  with  a patient.  When  I do 
give  a patient  a thorough  physical 
and  get-to-know-’ya  consultation, 
and  say,  I charge  $100  for  that,  the 
patient  will  yell  and  scream.” 

Physicians  also  feel  frustrated 
when  they  take  the  time  to  explain 
medical  treatments,  procedures,  and 
risks,  and  the  patient  or  family 
member  involved  does  not  under- 
stand what  has  been  discussed. 

Frederick  L.  Merian,  MD,  a 
Yoakum  family  practitioner  and 
chairman  of  TMA’s  Council  on  So- 
cioeconomics says,  “I  do  think  pa- 
tients ought  to  know  what  is  happen- 


"I  GAVE  UP  A 
LONG  TIME  AGO 
THINKING  THAT 
MY  MD  ENTITLES 
ME  TO  RESPECT." 
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"PHYSICIANS 
EXPRESS  THINGS 
LIKE  IT  IS  THEIR 
HEALTH  SYSTEM. 

LIKE  IT'S 
SUPPOSED  TO 
WORK  FOR  THEIR 
BENEFIT.  WE  ARE 
THE  WORKER 
BEES." 


ing  to  them.  The  trouble  is,  patients 
don’t  understand  the  terminology 
even  when  you  keep  it  fairly  basic.  I 
was  talking  to  a guy  the  other  night, 
telling  him  that  his  wife  was  dying  of 
cancer.  I go  through  this  whole,  long 
explanation  about  CAT  scans  and 
cancer.  Later,  he  looked  at  me  and 
said,  ‘Do  you  think  it’s  malignant?’” 


THE  SELF-INFLICTED 
WOUNDS 

Although  the  forces 
influencing  the  image 
of  the  physician  in 
society  are  sub- 
stantial, physicians 
need  to  see  their  part  in  the 
predicament,  says  F.  Warren  Tingley, 
Jr,  MD. 

In  his  various  professional  pur- 
suits, Dr  Tingley  has  been  exposed 
to  a variety  of  attitudes  about  physi- 
cians. After  practicing  internal 
medicine  for  more  than  22  years  in 
Arlington,  Dr  Tingley  became  a con- 
sultant to  insurance  companies  and 
the  regional  medical  director  of  an 
ITMO  in  Dallas.  Last  March,  he  be- 
came the  vice  president  and  senior 
medical  director  of  Provident  Life 
and  Accident  in  Chattanooga,  Tenn, 
where  he  oversees  the  company’s 
utilization  review  and  managed  care 
programs. 

The  57-year-old  physician, 
formerly  chairman  of  TMA’s  Coun- 
cil on  Communication,  and  treasur- 
er of  TMA’s  Board  of  Trustees,  says 
that  in  his  current  job,  “Because  I’m 
still  a physician,  I still  get  that  doc- 
tor-magic-respect. But  because  I’m 
not  lumped  into  the  category  of 
practicing  physicians,  I hear  all 
kinds  of  complaints. 

“The  way  I hear  it,  physicians  ex- 
press things  like  it  is  their  health  care 
system.  Like  it’s  supposed  to  work 
for  their  benefit,  like  the  administra- 
tor of  a hospital  is  there  to  provide 
the  physician  a place  to  practice 
when  he’s  there  to  provide  a place  for 
the  patient  to  get  help.  We  are  the 
worker  bees.  But  our  focus  comes 
from  the  way  we  have  been  trained 


to  feel  as  though  we  are  captain  of 
the  ship.  We  do  what  works  well  for 
us,  not  thinking  about  the  patient’s 
inconvenience,  or  if  it  is  reasonable 
or  affordable.  You  hear  patients  say 
physicians  are  abrupt.  Discourteous. 
And  that’s  hard  for  a patient  in  the 
emergency  room  to  take. 

“We  need  to  develop  a service- 
providing orientation.  If  you  want  to 
be  just  technically  good,  patients  will 
respect  you  but  if  you  want  to  regain 
the  ground  of  the  past,  you’ve  got  to 
seem  concerned  about  people.  People 
say  over  and  over  again  that  doctors 
care  more  about  money  than  people. 
Consider  the  sign  most  doctors  have 
in  their  reception  area:  ‘Payment  due 
when  services  rendered.’  Interior  dec- 
orators don’t  have  signs  like  that  in 
their  offices.  Neither  do  hair  dressers 
or  a number  of  other  professionals. 
It’s  a bad  first  impression.  I think  we 
are  our  own  worst  enemy.  We  don’t 
have  a lick  of  sense  when  it  comes  to 
public  relations.  Everybody  is  com- 
plaining about  doctors’  attitudes  — 
patients,  nurses,  hospital  administra- 
tors. And  we,  the  physicians,  have 
got  to  change.” 

Dr  Graves-Moy,  whose  perspec- 
tive is  influenced  by  the  fact  that  she 
is  a young  female  physician  in  a pro- 
fession dominated  by  older  males, 
says  any  consideration  of  the  respect 
problem  has  to  include  a discussion 
of  the  effect  of  outdated  male  atti- 
tudes on  today’s  female  patients. 

“Women  are  the  major  con- 
sumers of  health  care  in  this  country 
and  most  physicians  are  male,”  says 
Dr  Graves-Moy.  “The  physicians 
feel  threatened  because  all  those 
years  male  doctors  ran  the  hospitals 
and  patted  the  nurses  on  the  butt 
and  then  all  of  sudden  everybody’s 
talking  back  to  them,  and  deservedly 
so.  As  a result  of  the  women’s  move- 
ment in  the  ’60s,  women  began  to 
question  their  doctors.  The  doctors 
who  get  sued  the  most  are  ob/gyns."‘ 


* Nationwide,  obstetrician/gynecologists  are  the 
most  sued  specialty.  But  in  Texas,  family  prac- 
tioners  are  the  most  often  sued,  according  to 
data  from  TMA’s  medical  economics  division. 
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They  treated  women  like  children 
for  years.  In  the  ’60s,  women  started 
talking  back.  These  guys  for  years 
were  taking  out  our  reproductive  or- 
gans and  telling  us  to  shut  up.  Now 
women  want  to  know,  ‘Do  I really 
need  a hysterectomy?’” 


PHYSICIAN:  HEAL 

THYSELF 

To  effect  changes  in  their 
fallen  esteem,  physicians 
will  have  to  make  the 
first  move.  The  place  to 
begin  is  in  the  office, 
says  Linda  Mangels,  PhD,  director 
of  TMA’s  office  of  risk  management. 
She  says  one  of  the  most  effective 
weapons  against  the  depersonaliza- 
tion of  medicine  is  to  have  a patient- 
friendly  office. 

Last  year,  she  studied  the  office 
procedures  and  philosophies  of 
more  than  200  Texas  physicians 
who  had  been  in  practice  for  more 
than  20  years  and  had  never  been 
sued.  Her  chief  finding  was  that 
good  communication  — verbal  and 
nonverbal  (body  language  that 
shows  caring  and  attentiveness)  en- 
sures respect,  which  can  help  pre- 
vent malpractice  suits. 

“Physicians  often  are  just  not 
aware  of  the  images  they  project  in 
their  offices  to  their  patients,”  says 
Dr  Mangels.  “Science  and  art  are  so 
integrated  in  medicine.  You  can 
have  all  the  technical  knowledge  in 
the  world.  But  you  cannot  treat  the 
patient  as  a disease  entity.  You  have 
to  treat  patients  as  whole  persons, 
with  feelings. 

“Of  course,  getting  to  know  pa- 
tients and  really  listening  to  them 
may  seem  to  take  a lot  of  time.  But 
it  isn’t  the  amount  of  time;  it’s  the 
quality  of  the  time.  By  using  caring 
facial  expressions  and  maintaining 
an  active  listening  mode,  you  can 
convey  a lot  in  just  10  minutes.  The 
patient  sizes  up  a physician’s  ability 
to  care  for  them  in  the  first  15  sec- 
onds to  3 minutes  of  an  encounter. 
There  have  been  studies  that  asked 
patients  how  long  they  spent  with 


their  doctor  and  the  patients  who 
felt  they  were  treated  well  over-esti- 
mated — the  session  could  have  last- 
ed 10  minutes  but  they  remember  it 
as  longer  than  that. 

“Physicians  might  say  that  giving 
this  kind  of  attention  is  not  cost-ef- 
fective. But  the  price  of  a malprac- 
tice suit  is  much  higher.  Patients  are 
less  likely  to  sue  if  they  feel  the 
physician  is  caring  and  friendly.” 

Dr  Mangels  says  one  top  com- 
plaint among  patients  is  the  amount 
of  time  they  wait  to  see  physicians. 
She  encourages  physicians  to  ar- 
range appointments  so  that  patients 
are  not  left  waiting.  If  you  are  run- 
ning behind,  have  the  office  staff 
telephone  patients  ahead  of  time  to 
give  them  the  option  of  rescheduling 
or  coming  in  a bit  later  so  they  don’t 
have  to  wait  as  long  or  take  as  much 
time  off  work. 

Dr  Mangels’  other  tips  for  en- 
hancing respect  and  improving  the 
patient-physician  relationship  in  the 
office  include: 

• Having  staff  members  who  are 
kind  to  patients.  Good  manners  are 
a must.  Office  staff  continuity  pro- 
vides comfort  for  returning  patients 
who  appreciate  seeing  a familiar  face 
when  they  arrive  for  an  appoint- 
ment. 

• Instead  of  hanging  “Payment  Due 
When  Services  Rendered”  signs, 
consider  using  posters  that  convey 
caring  messages. 

• Tolerate  grumpy  patients.  They 
are,  after  all,  sick,  or  they  wouldn’t 
be  seeing  you. 

• Simplify  your  language.  Explain 
scientific  terms.  Be  patient  with  the 
patient’s  lack  of  medical  knowledge. 
Use  metaphors  to  help  convey  com- 
plex concepts.  But  never  act  as 
though  you  feel  the  patient  is  less  in- 
telligent than  you  are. 

• Converse  eye  to  eye  whenever  pos- 
sible. Try  to  avoid  being  in  positions 
in  which  you  physically  seem  to  be 


WHAT  THE  PUBLIC 
SAYS  ABOUT 
PHYSICIANS 

The  American  Medical  Association 
regularly  polls  the  general  public  in 
order  to  track  the  image  of  physi- 
cians. Respondents  were  asked 
to  agree  or  disagree  with  the  follow- 
ing statements.  Percentages  reflect 
agreement. 

• Doctors  usually  explain  things 
well  to  their  patients. 

1982  55%  199142% 

• Doctors  are  too  interested  in 
making  money. 

1982  60%  1991  63% 

• Doctors  act  like  they're  better 
than  other  people. 

1982  33%  1991  36% 

• Most  doctors  spend  enough  time 
with  their  patients. 

1982  46%  199131% 
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TEXAS  PHYSICIANS 
DONATE  HEALTH 
CARE 

When  was  the  last  time  you  read 
some  goods  news  about  physicians? 

In  sharp  contrast  with  the  stereo- 
type of  greedy  doctors  is  this  reality: 
Physicians  give  away  substantial 
amounts  of  care. 

For  example,  in  1989,  Texas 
physicians  provided  more  than  $980 
million  in  charity  care,  care  for 
which  there  was  no  expectation  of 
payment,  according  to  a 1990  TMA 
poll  conducted  by  the  Gallup  Orga- 
nization. The  poll,  which  used  a ran- 
dom sample  of  800  physicians,  also 
indicates  that  the  average  Texas 
physician  treated  169  charity  pa- 
tients in  1989. 


Value  of  charily 
care  in  1 989 
per  physician  by 
specialty 


Surgery $76,400 

Pediatrics $S8, 1 00 

Pathology $40,800 

Radiology $32,600 

Internal  Medicine $32,400 

Anesthesiology $25,200 

GP/FP $24,600 

Oh/Gyn $21,900 

Psychiatry $1 8,500 


above  the  patient,  which  may  seem 
intimidating. 

• Listen  patiently  and  understand 
that  some  patients  might  be  slow  to 
reveal  what  is  bothering  them. 

• Make  sure  examination  rooms  are 
private. 

• Explain  complications  that  might 
arise  in  plain  sympathetic  language 
to  lessen  the  chance  of  there  being 
any  surprises. 

• Be  available  by  telephone  and  re- 
turn calls  promptly.  Telephone  a pa- 
tient the  day  after  you  have  seen  him 
or  her  about  a serious  problem. 

• Avoid  having  elaborate,  show-offy 
office  furnishings.  But  don’t  go  for 
the  latest  in  trailer  park  benches  ei- 
ther. Strike  a nice  medium.  Comfy 
but  professional,  clean,  and  re- 
spectable office  furnishings  will  be 
most  pleasing. 

• Take  care  of  yourself.  An  un- 
healthy, tired  doctor  is  less  likely  to 
feel  caring  to  others. 

TAKE  TWO 
ASPIRIN  AND  CALL 
THE  MEDIA  IN  THE 
MORNING 

A major  influence  on  the 
public’s  perception  of 
the  medical  communi- 
ty comes  from  images 
in  the  media.  One  way 
to  counter  negative  doctor-bashing 
imagery  is  to  cooperate  with  media 
representatives  in  their  effort  to  edu- 
cate the  public  on  the  health  issues  of 
our  times.  There  is  no  shortage  of 
topics,  and  no  responsible  journalist 
can  afford  to  ignore  AIDS,  health 
care  costs,  accessibility  issues,  prena- 
tal care,  or  the  latest  breakthrough  in 
medical  science,  says  Lisa  Stark 
Walsh,  director  of  TMA’s  public  rela- 
tions department. 

“Health  and  medicine  are  on  the 
media  agenda  because  they  are  on 


the  public  agenda,”  says  Ms  Walsh. 
“People  are  more  interested  these 
days  in  taking  control  of  and  know- 
ing more  about  various  aspects  of 
their  lives,  such  as  health  issues. 

“But  I often  find  that  when  I ask 
a physician  to  do  an  interview  with 
a reporter,  the  physician  has  difficul- 
ty accommodating  the  reporter  who 
is  working  on  a deadline.  If  a re- 
porter cannot  get  an  interview  on 
deadline,  he  or  she  will  call  someone 
else  who  is  available.  I understand 
that  physicians  are  busy  and  their 
time  is  important,  but  being  inter- 
viewed is  an  opportunity  that  will  in 
the  long  run  reflect  positively  on  the 
public  image  of  physicians.  Being  in- 
terviewed may  require  a sacrifice  of 
time  but  it  is  well  worth  it.” 

Ms  Walsh  says  that  during  inter- 
views, physicians  should  avoid 
speaking  in  “science  lingo.”  “That’s 
what  gets  cut  from  the  story  because 
readers  won’t  understand  it.  Use 
your  bedside  manner  and  imagine 
that  you  are  talking  to  one  of  your 
patients.  You  may  have  been  select- 
ed to  be  interviewed  because  you  are 
a specialist  or  researcher,  but  under- 
stand that  you  are  speaking  to  a 
nonmedical  audience.” 

To  use  the  media  — to  enhance 
the  public  image  of  physicians  — it 
helps  to  understand  the  psychology 
of  the  media.  Its  goal  is  to  inform 
readers  about  what  they  want  to 
know.  Its  function  is  not  to  give 
good  publicity  to  physicians,  politi- 
cians, or  anyone  else,  says  Nancy 
Gibbs,  an  associate  editor  with 
Time  magazine. 

“Public  relations  experts  are  for 
making  you  look  good,  not  newspa- 
pers or  magazines,”  says  Ms  Gibbs, 
who  spoke  at  TMA’s  1991  Winter 
Leadership  Conference.  “Readers 
don’t  necessarily  want  stories  that 
make  doctors  look  good.  They  want 
stories  that  interest  them  about  their 
lives.  Now,  if  a doctor  goes  to 
Kuwait,  the  emphasis  in  the  story 
will  be  on  his  going  to  Kuwait  and 
what  that  means,  not  necessarily 
that  the  doctor  did  a good  thing. 
The  fact  is,  overall,  people  will  be 
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more  interested  in  stories  about  peo- 
ple, not  policy.” 

But  policy  — the  national  health 
care  crisis  and  its  costs  — is  to  a 
large  extent  the  story  in  medicine 
these  days.  Cuts  in  Medicare  reim- 
bursements to  physicians,  for  exam- 
ple, do  not  make  for  particularly 
sexy,  salable  copy.  When  those  sorts 
of  stories  are  reported,  the  emphasis 
is  often  on  what  the  information 
means  to  the  reader,  not  to  the  medi- 
cal community.  Readers  may  not 
make  the  connection  between  physi- 
cians being  under-reimbursed  and 
the  adverse  effect  that  may  have  on 
health  care  delivery  — perhaps  be- 
cause journalists  do  not  see  or  con- 
vey the  cause  and  effect  relationship. 

“The  relationship  between  the 
media  and  medicine  has  got  to  be- 
come more  sophisticated,”  says  Ms 
Gibbs.  She  says  coverage  might  im- 
prove if  physicians  make  a point  of 
cultivating  professional  relationships 
with  journalists  to  educate  them 
about  issues  that  affect  and  interest 
readers.  The  greatest  opportunity 
for  doing  that,  says  Ms  Gibbs,  is  to 
take  a leadership  role  in  health  care 
reform.  “The  financing  of  health 
care  is  becoming  a hot  potato  that  is 
no  longer  a private  matter.  These 
ideas  the  physicians  are  working  on 
in  their  doctorly  circles  and  medical 
societies  are  going  public  in  a big 
way  and  moving  into  the  public  are- 
na at  high  speed.”  Being  perceived 
as  part  of  the  solution,  by  offering 
advice  and  proposals  and  being 
quoted  in  stories  about  improving 
health  care,  says  Ms  Gibbs,  “will  be- 
gin to  heal  the  image  of  physicians.” 

Dr  Tingley  also  believes  that  the 
media  spotlight  will  reflect  favor- 
ably on  physicians  if  they  become 
leaders  in  grappling  with  the  crises 
in  health  care.  An  exemplary  effort 
is  TMA’s  Ad  Hoc  Committee  on  Fi- 
nancing and  Availability  of  Health 
Insurance.  Dr  Tingley  served  on  the 
committee,  whose  report  led  to  bills 
considered  by  the  Texas  legislature. 
The  public,  he  says,  seems  to  prefer 
that  physicians  take  the  lead  in  solv- 
ing the  health  care  crisis  and  not 


leave  it  to  the  bureaucrats.  As  vari- 
ous public  opinion  polls  point  out, 
doctors  still  garner  more  trust  than 
do  politicians. 

Another  way  to  improve  the  im- 
age of  physicians  through  the  media 
is  to  be  in  front  of  the  television 
camera  as  a medical  commentator  or 
to  write  a column  on  medical  topics 
for  the  local  newspaper.  Lacking 
staffers  adept  at  handling  medical  is- 
sues, editorial  directors  of  various 
media  may  be  receptive  to  inquiries 
from  physicians  who  offer  their 
assistance. 

Such  services  are  offered  by  nu- 
merous physicians  around  the  state. 
The  best  known  are  probably  James 
H.  “Red”  Duke,  MD,  whose  broad- 
casts are  shown  in  Austin,  Houston, 
and  other  Texas  cities,  and  Bobby 
Q.  Lanier,  MD,  a Fort  Worth 
allergist  whose  broadcast,  “60  Sec- 
ond Housecall,”  is  internationally 
syndicated. 

A lesser  known  figure  who  is  us- 
ing the  media  to  convey  a positive 
message  about  physicians  is  Jack- 
sonville’s Joe  Hal  Cunningham,  MD. 
His  spots,  which  air  twice  a week 
and  are  broadcast  in  cities  such  as 
Jacksonville,  Tyler,  and  Nacog- 
doches, often  show  him  as  the  coun- 
try doc,  dispensing  medical  advice 
while  sitting  on  his  back  porch, 
strumming  his  guitar. 

“I  get  more  respect  than  I used  to 
get.  It’s  going  nowhere  but  up,”  says 
Dr  Cunningham,  who  gets  fan  mail 
and  makes  a scene  when  he  enters  a 
restaurant  in  his  small  town.  When 
all  heads  turn  to  greet  him,  the  at- 
tention is  so  intense  that  he  some- 
times feels  a bit  self-conscious.  “I  al- 
most feel  uncomfortable,”  says  Dr 
Cunningham,  a member  of  TMA’s 
Committee  on  Access  to  Health 
Care.  “But  it’s  worthwhile  because  I 
do  feel  that  I am  reaching  a lot  of 
people  and  informing  them,  and  I do 
think  I am  improving  the  image  of 
physicians,  at  least  in  these  parts.” 

Perhaps  his  appeal  is  due  to  some 
extent  to  his  easygoing  demeanor. 

“I’m  an  old  country  boy,”  says 
Dr  Cunningham  in  his  East  Texas 


"THE 
R E L AT  I O I 
BETWEEN 
MEDIA  A 
M E D I C I N 
HAS  GOT 
BECOME 
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M S H I P 
THE 
N D 
E 

T O 

MORE 
I C A T E D . " 


Texas  Medicine 


Volume  87  No.  6 June  1991 


43 


A LOT  OF  TIMES 
WE  PHYSICIANS 
WALK  AROUND 
WITH  THIS 
SINKING 
FEELING,  LIKE 
'WHAT  DID  I DO 
WRONG?'  BUT 
YOU  HAVE  TO 
LEARN  TO  TAKE 
THIS  STUFF  IN 
STRIDE." 


drawl.  “The  way  I talk,  it’s  obvious 
I’m  no  news  anchor.” 

BEDSIDE 
MANNER  101 

If  the  quality  that  patients 
respect  the  most  in  physi- 
cians is  that  good  ol’  bedside 
manner,  then  people  skills 
need  to  be  part  of  every 
medical  school’s  curriculum,  says 
Dr  Mangels. 

Although  medical  schools  may 
not  have  offered  those  kinds  of 
courses  in  the  past,  classes  in  “bed- 
side mannerisms”  are  much  more 
common  today. 

However,  Patricia  M.  Butler, 
MD,  associate  dean  for  educational 
programs  at  The  University  of  Texas 
Medical  School  at  Houston,  says,  “I 
don’t  know  how  much  of  the  bed- 
side manner  is  teachable.  The  ability 
to  garner  respect  from  patients  by 
being  empathic,  genuine,  some  of 
that  is  innate.  We  do  include  bedside 
manners  as  part  of  the  formal  cur- 
riculum. There  are  lectures  on  the 
patient-physician  relationship,  on 
how  to  establish  a rapport  with  pa- 
tients. One  course,  taught  by  a psy- 
chiatrist, includes  16  hours  of  inten- 
sive clinical  work.  But,  the  best  way 
to  teach  these  skills  to  students  is 
through  faculty  role  modeling.” 

Dr  Burross  believes  in  being  such 
a model  to  his  residents. 

When  he  makes  his  rounds,  it’s 
show  and  tell  time.  The  residents  see 
Dr  Burross  converse  with  a patient. 
Then,  in  the  hallway,  he  asks  the 
residents,  “Did  you  understand  why 
I asked  the  patient  that  question, 
and  that  other  question,  too?  The 
conversation  may  not  have  had  that 
much  to  do  with  the  patient’s  medi- 
cal condition.  The  point  was  that  I 
wanted  to  know  what  the  illness  is 
doing  to  the  patient,  emotionally.  I 
go  over  and  over  this  sort  of  thing 
with  the  residents.  They  will,  I hope, 
absorb  this  knowledge  as  they  do 
the  technical  procedures.” 


POSTSCRIPTION 

hysicians  don’t  want  to  he 
thought  of  as  gods.  But 
they  don’t  want  to  feel 
like  Rodney  Dangerfield, 
either.  Reality  is  some- 
where between  those  two  extremes. 

“Physicians  are  human,”  says  Dr 
Merian.  “I  think  a lot  of  times  we 
physicians,  since  we  are  being  has- 
sled so  much,  walk  around  with  this 
sinking  feeling,  like  ‘What  did  I do 
wrong?’  To  admit  to  not  being  per- 
fect might  be  threatening.  But  you 
have  to  learn  to  take  a lot  of  this 
stuff  in  stride.” 

Just  as  the  nation’s  health-care 
financing  crisis  and  other  complex 
social  issues  cannot  be  resolved  with 
quick  fixes,  there  are  no  easy  ways 
to  restore  respect  for  physicians. 
There  are  possibilities.  Opportuni- 
ties. Strategies.  They  all  require  ef- 
fort, but  most  physicians  probably 
don’t  mind  the  challenge. 

“That  magic  aura  for  physicians 
is  still  there,”  says  Dr  Burross,  “it’s 
just  that  you  used  to  be  able  to  ex- 
pect it,  now  you  have  to  prove  you 
are  worthy  of  it.”  @ 
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DRS  KILDARE,  CASEY,  HUXTABLE  & WELBY,  P.A. 


The  image  of  the  physician  on 
television  is  so  pervasive  that  at 
almost  any  time  of  day  or  night 
— especially  if  you  have  cable  — you 
can  find  a show  about  doctors. 

Since  the  beginning  of  commer- 
cial television,  more  than  55  series 
that  center  around  physicians  have 
aired  on  one  of  the  three  major  US 
networks. 

Few  physicians  would  want  to  be 
compared  to  any  of  the  TV  docs,  es- 
pecially the  most  famous  of  them 
all,  the  ever-patient  Marcus  Welby, 
MD,  who  always  had  time  to 
give  patients  extra  large  doses  of  ' 
personal  attention.  (No  wonder:  ITe 
only  had  one  patient  a week.) 

On  Empty  Nest,  the  doctor  is  a 
sweet  widower  whose  wise-crack- 
ing, gum-chomping  nurse  is  the  « 
dominant  figure  in  his  office.  On  ’ 
The  Bill  Cosby  Show,  Dr 
Fduxtable  not  only  has  plenty  of 
time  to  talk  with  his  patients,  he 
also  has  time  to  be  a loving  fa- 
ther to  his  large  brood,  and  to 
be  active  in  his  community. 

If  this  doesn’t  sound  like  your 
life,  remember  that  TV  never  has 
been  known  for  particularly  realistic 
portrayals  of  any  profession.  TV  of- 
fers fairy  tales  for  grown-ups.  But 
like  fairy  tales,  TV  doc  scripts  do 
contain  bits  of  truth,  says  ITorace 
Newcomb,  PhD,  professor  of  radio, 
television,  and  film  at  The  University 
of  Texas  at  Austin.  TV  writers  spend 
time  observing,  doing  primary  re- 
search, says  Dr  Newcomb,  before 
writing  story  lines.  So,  TV  doctors 
are  not  just  figments  of  some  writer’s 
imagination. 

“What  television  is  doing  is  dis- 
cussing the  different  kinds  of  medi- 
cal worlds  out  there,”  says  Dr  New- 
comb. “The  earlier  TV  shows 
idealized  physicians.  Now  shows  are 
realistic  in  an  emotional  sense.  Peo- 
ple grieve  and  rejoice  in  authentic 
ways.  On  Doogle  Hawser,  the 
young  doctor  is  shown  struggling 
with  issues  that  may  be  very  real  to 


doctors  — he  is  having  to  learn  to  be 
compassionate  and  precise. 

“St  Elsewhere,  in  particular, 
showed  doctors  as  real,  complex, 
human  beings.  Some  were  nice  and 
some  were  jerks.  The  program 
showed  doctors  as  capable  of  fail- 
ure. Even  Dr  Kildare  wasn’t  all- 
knowing. A great  many  episodes 
dealt  with  him  and  his  scientific 
mistakes.  He  was  a novice,  always 
learning.” 

The  life-as-a-doctor  theme  is  so 
popular  because  it  offers  writers  and 


viewers  a multitude  of  dramatic 
possibilities:  birth,  death,  illness, 
love  affairs  (those  between  nurse 
and  doctor  have  been  popular), 
medical  student-mentor  relation- 
ships, social  issues,  suspense,  mur- 
der, mystery,  and  miracles,  accord- 
ing to  Playing  Doctor:  Television, 
Storytelling,  and  Medical  Power,  by 
Joseph  Turow,  associate  professor  of 
communications  at  the  Annenberg 
School,  University  of  Pennsylvania. 
From  his  book,  come  these  bits  of 
TV  doc  trivia: 

• Medic,  which  aired  from  1954 
to  1956,  was  the  first  prime  time  hit 
doctor  show.  Its  hook  was  “real- 
ism.” The  show’s  writer  wore  a 
hearing  aid  when  writing  about 
deafness.  He  lay  in  an  iron  lung  be- 


fore writing  about  polio.  Most  of  his 
plots  were  inspired  by  hanging 
about  the  corridors  of  the  Los  Ange- 
les County  Hospital. 

• Father  Knows  Best  established 
Robert  Young’s  reputation.  But  be- 
cause of  rumors  about  his  alcohol 
problem  and  the  troubles  he  caused 
on  the  set  of  Father,  he  almost  did 
not  get  cast  as  Dr  Welby.  After  he  did 
get  the  part,  Robert  Young  allegedly 
took  his  role  so  seriously  that  once, 
during  a scene  in  which  he  was  to 
pretend  to  give  an  injection,  he  actu- 
ally punctured  a fellow  actor  with 
a needle. 

• The  AMA  managed  to  get 
a Ben  Casey  episode  about  a bad 
doctor  pulled  from  production  by 
insisting  his  lack  of  knowledge 
was  so  outrageous  that  he  never 
could  have  become  a physician  to 
begin  with. 

• The  cycle  of  comedic,  kooky 
doctor  shows  that  started  in  the 
1970s  was  inspired  at  least  in  part 
by  the  success  of  the  TV  version  of 
the  film,  M*A*S*H,  the  story  of  a 
mobile  army  surgical  hospital  during 
the  Korean  War.  The  show’s  writers 
felt  they  balanced  their  portrayal  of 
the  doctors  of  the  4077th:  They 
were  caring,  technically  exceptional 
professionals,  and  they  were  insub- 
ordinate and  zany,  especially  when 
they  weren’t  on  duty. 

• Even  though  the  AMA  told  the 
producers  of  Doogle  Howser,  MD, 

that  a person  has  to  be  21  to  get  a 
medical  license,  the  show  went  on  as 
written  with  Dr  Howser  as  a 16- 
year-old  physician. 

• The  latest  TV  doctor  show, 
STAT  — advertised  as  the  Barney 
Miller  of  medical  shows  — debuted 
last  April. 
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American  Physicians  Insurance  Exchange 

MALPRACTICE 

If  s an  allegation  that  can  happen  to  anyone. 


You  don’t  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 


In  San  Antonio: 

Bill  Sweet 
(512)  525-0152 


"Working  locum 
tenons,  I have  no 
administrative 
headaches  to 
deal  with " 

As  a locum  tenens  doctor,  you  can  avoid 
the  headaches  of  running  a business  and 
concentrate  on  practicing  medicine. 

Our  locum  doctors  don't  have  to  worry  about  overhead, 
management  problems,  or  malpractice  insurance.  In 
addition,  they  have  the  luxury  of  choosing  where  they  work, 
when  they  work,  and  how  often  they  work. 


I AM  SEEKING LOCUM  OR PERMANENT  OPPORTUNITY, 

NAME 

address  

CITY,  STATE,  ZIP 

DATE  OF  BIRTH 

; PHONE  

lEOGRAPHIC  PREFERENCE 

STATE  LICENSURE(S) 

SPECIALTY 

WHITAKER  MEDICAL  SERVICES  820  Gessner,  Suite  1 500 

Houston,  TX  77024 


More  and  more  physicians  are  choosing 
the  locum  tenens  lifestyle.  Maybe  you 
should.  It  never  hurts  to  check  all  your 
options. 

Send  us  the  information  form  or  call  Dr.  Linda  Bruce  at: 

1-800-444-5628 


I n Whitaker 

Medical  Services 

A Whitaker  Fellows  Company. 

Endorsed  by  the  Texas  Medical  Association 


Science  and 
Education 


TMA  library  keeps 
watch  on  tomorrow’s 
technology 

Imagine  it’s  the  year  2009.  You’re 
in  a library  in  which  visitors  can 
experience  events  from  long  ago  and 
far  away. 

The  library  is  called  a “municipal 
experience  parlour,”  and  the  librari- 
ans (“experience  facilitators”)  help 
visitors  connect  themselves  to  high- 
tech  equipment  so  they  can,  for  in- 
stance, conquer  Everest  with  Sir  Ed- 
mund Hillary.  They  hear  the  wind, 
feel  its  bite,  and  see  what  they 
would  see  if  they  really  were  there. 

What  makes  this  bit  of  fiction  es- 
pecially fascinating  is  its  source:  it  is 
included  in  a book  called  The  Li- 
brary of  the  Future,  by  Bruce  A. 
Shuman.  The  municipal  experience 
parlour  is  his  example  of  what  oth- 
ers have  called  “virtual  experience” 
or  “virtual  reality.” 

While  the  library  of  the  future  is 
not  here  just  yet,  this  is  not  just 
fiction.  NASA  is  already  developing 
virtual  reality  and,  brace  yourself, 
when  librarians  get  together  these 
days,  discussions  rarely  turn  to  the 
latest  news  in  classification  systems 
or  shelving.  You’re  more  likely  to 
hear  talk  of  CD-ROM,  online  cata- 
logs, hypermedia,  DVI  (digital  video 
interactive),  natural  language  inter- 
faces, networks,  expert  systems,  vir- 
tual reality  . . . 

While  the  Texas  Medical  Associa- 
tion library  is  more  concerned  about 
the  cutting  edge  of  reality  than  simu- 
lated climbs  through  the  Himalayas, 
TMA  librarians  consider  it  their  job 
to  be  aware  of  rapid  advances  in 
technology  that  blur  the  lines  be- 
tween information  science,  comput- 


} I .M  Busby,  associate  editor,  writes  and  edits  the  Public 
Health  and  Science  and  Education  sections  o/^Texas  Medicine. 


er  science,  publishing,  telecommuni- 
cations, continuing  medical  educa- 
tion, and  research. 

TMA  library  director  Susan 
Brock  says  the  challenge  for  medical 
librarians  is  to  deliver  information 
quickly  and  to  serve  physicians  who 
need  easy  access  to  current  medical 
information.  For  TMA  this  means 
answering  information  requests  for 
rural  Texas  soloists,  physicians  in 
middle-sized  towns,  and  even  those 
who  practice  in  the  shadows  of  med- 
ical schools.  Half  of  the  reference  re- 
quests received  by  TMA  librarians 
come  from  “non- 
metropolitan ar- 
eas” of  the  state.  It 
is  for  these  physi- 
cians who  cannot 
conveniently  visit 
TMA’s  library  in 
Austin  that  the 
high-technology 
tools  of  librarian- 
ship  make  the  big- 
gest difference. 

In  1990  alone, 

TMA’s  three  refer- 
ence librarians 
conducted  more 
than  9,000  litera- 
ture searches,  7,000  of  them  by 
computer,  and  circulated  almost 
18,000  books. 

“The  librarian’s  job  has  changed 
from  one  of  organizing  materials  to 
managing  access  to  those  materials,” 
says  Ms  Brock.  “We’re  interested  in 
making  information  available 
through  fax  machines  or  microcom- 
puters or  whatever  it  takes.” 

High  tech  has  meant  a variety  of 
things  over  the  years  at  TMA  — mi- 
croforms (1950s),  photocopy  ma- 
chines (1960s),  online  computer  sys- 
tems (1970s),  microcomputers 
(1980s),  and  now  bigger,  better,  and 
cheaper  microcomputers  and  soft- 


“We’re 
interested 
in  making 
information 
available 
through 
fax  machines 
or  micro- 
computers or 
whatever 
it  takes.” 


ware,  says  Ms  Brock.  But  as  the 
technology  advances,  many  physi- 
cians are  still  unaware  of  the  associ- 
ation’s unique  library  services. 

For  example,  some  physicians  do 
not  realize  that  librarians  conduct 
complex  literature  searches  at  no 
cost  to  TMA  members,  and  photo- 
copying and  prompt  delivery  by  fax 
are  available  for  a minimal  fee.  In 
essence,  the  library  can  deliver  an- 
swers to  physicians  across  the  state 
in  less  time  than  it  takes  most  of  us 
to  drive  downtown  to  the  public  li- 
brary. All  because  of  the  technology. 

The  cost  of  li- 
brary services  to 
physicians  is  mini- 
mal, says  Ms  Brock, 
but  as  the  technology 
improves  and  pub- 
lishing costs  increase, 
so  does  the  cost  of 
obtaining  informa- 
tion. The  cost  of  the 
library’s  annual  jour- 
nal subscriptions 
typically  increases  by 
about  15%  each 
year,  she  says. 

The  search  for 
the  most  efficient 
(and  affordable)  library  system  con- 
tinues. Some  of  this  is  offset  by  dues 
and  by  Friends  of  the  Fibrary,  a 
group  of  physicians  who  provide 
financial  support.  “We  have  an  excel- 
lent library,”  she  says,  “but  we  could 
do  even  more  with  outside  funding.” 

The  next  step  in  bringing  costs  of 
information  down,  says  Ms  Brock, 
will  be  to  form  more  comprehensive 
library  networks  to  exchange  infor- 
mation and  materials  from  their 
collections. 

“The  fact  is,  libraries  can  no 
longer  afford  to  maintain  the  collec- 
tions, staffs,  and  services  that  users 
expect,”  says  Ms  Brock.  “Economic 
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pressures  have  made  it  necessary  for 
libraries  to  turn  to  resource  sharing 
not  so  much  to  save  money  but  to  al- 
low us  to  continue  to  have  access  to 
materials  we  can  no  longer  afford.” 

With  such  a network,  each  li- 
brary could  concentrate  on  special 
' types  of  collections,  for  instance  re- 
search or  basic  sciences.  TMA’s  em- 
phasis on  clinical  medicine  would 
serve  as  a nice  complement  to  a ba- 
. sic  science  library.  Such  a plan  is  un- 
' der  discussion  in  Texas  and  could 
: become  reality  within  the  year. 

Already  the  library  has  cut  some 
costs  and  increased  service  by 
adding  a CD-ROM  work  station 
that  allows  inexpensive  searching  by 
avoiding  online  expenses.  And  after 
j June,  when  the  library  moves  to  its 
‘ 8,000-square-foot  quarters  in  TMA’s 
I new  headquarters  building  in  down- 
I town  Austin,  the  library  staff  will 
continue  plans  for  more  work  sta- 
tions, an  “online  card  catalog,”  and 
an  integrated  automated  system  that 
I will  permit  physicians  to  make  in- 
formation requests  from  their  per- 
sonal computers. 

“Is  information  technology  mak- 
ing libraries  obsolete?”  Ms  Brock 
asks.  “I  just  don’t  see  that  happen- 
ing. In  the  future,  the  value  of  a li- 
brary will  be  measured  not  only  by 
! the  size  and  quality  of  its  own  col- 
lections, but  also  by  the  resources 
that  can  be  delivered  through  elec- 
tronic sources.  Users  will  no  longer 
be  limited  to  what  a library  has,  but 
to  what  it  can  provide.” 

As  New  York  Public  Library  di- 
rector Richard  de  Gennaro  puts  it, 
“Technology  is  making  the  resources 
within  a library  available  beyond  its 
walls,  and  the  resources  beyond  its 
walls  available  within  the  library.” 


Medicine  in  Texas 
news  from  around 


Information  in  this  Medicine  in  Texas  col- 
umn comes  from  a variety  of  sources,  includ- 
ing academic  institutions,  state  and  federal 
agencies,  and  private  organizations.  To  sub- 
mit items  of  interest,  write  to  Texas 
Medicine,  Science  and  Education  Editor,  401 
W 15th  St,  Austin,  TX  78701. 

Hereford  hemoglobin  passes  first 
clinical  trials 

A surgery  professor  at  Texas  Tech 
University  Health  Science  Center  re- 
ports that  modified  hemoglobin 
from  Hereford  cattle  has  been  used 
to  relieve  acute  symptoms  of  sickle 
cell  anemia  in  nine  children. 

Mario  Feola,  MD,  reported  at  a 
March  1 meeting  of  the  North  Texas 
Chapter  of  the  American  College  of 
Surgeons  that  the  tests  caused  no 
adverse  reactions  in  the  nine  chil- 
dren receiving  the  product  and,  in 
fact,  stimulated  red  blood  cell  pro- 
duction while  dramatically  relieving 
pain  associated  with  sickle  cell  ane- 
mia crisis.  The  tests  were  conducted 
in  August  and  September. 

The  health  science  center  says  Dr 
Feola,  who  has  worked  to  perfect  the 
hemoglobin  for  human  use  for  about 
15  years,  was  an  adviser  for  the  clini- 
cal trials,  which  were  conducted  at 
the  Center  for  Sickle  Cell  Anemia  in 
Kinshasa,  Zaire.  For  the  past  7 years 
Dr  Feola  has  worked  with  Jan  S.  Si- 
moni,  DVM,  PhD,  to  purify  the 
hemoglobin  for  clinical  tests. 

“In  effect,”  says  Dr  Feola,  “the 
Texas  Tech  hemoglobin  solution  of- 
fers hope  for  a universal  blood  sub- 
stitute and  in  some  ways  may  actu- 
ally be  better  than  blood.” 

An  Italian  pharmaceutical  firm  has 
agreed  to  produce  the  Tech  solution. 
A patent  for  the  product  is  pending. 


the  state 

Bone  healing  hertz! 

Healing  time  for  tibial  fractures  was 
reduced  by  about  25%  in  a control 
group  of  patients  receiving  ultra- 
sound therapy  “on  the  same  magni- 
tude as  diagnostic  ultrasound,”  ac- 
cording to  a researcher  at  The 
University  of  Texas  Health  Science 
Center  at  San  Antonio  (UTHSCSA). 

Approximately  30  patients  have 
received  the  therapy  in  clinical  trials, 
which  involved  applying  ultrasound 
for  20  minutes  daily  through  a hole 
in  their  casts.  A comparable  number 
of  patients  in  a control  group  re- 
ceived no  ultrasound  therapy.  Casts 
of  the  ultrasound-treated  patients 
were  removed  in  an  average  of  90 
days,  compared  to  120  days  for  the 
control  group. 

James  D.  Heckman,  MD,  chair- 
man of  the  UTHSCSA  orthopedics 
department,  directed  the  project.  Dr 
Heckman,  who  along  with  a private 
firm  hopes  for  FDA  approval  of  the 
technique,  believes  the  therapy  will 
be  available  for  practicing  physi- 
cians in  at  least  2 years. 

Blood  test  may  predict  periodontal 
disease 

San  Antonio  researchers  who  have 
applied  for  the  patent  of  a blood  test 
to  quickly  identify  antibodies  associ- 
ated with  periodontal  infection  say 
the  test  could  be  available  to  practi- 
tioners within  a year. 

To  perform  the  test,  a dentist 
dabs  a small  amount  of  the  patient’s 
blood  on  “sheets  of  paper  embedded 
with  our  battery  of  bacteria  we 
think  are  involved  in  periodontal 
disease,”  says  Jeffrey  Ebersole,  PhD, 
an  associate  professor  of  periodon- 
tics at  the  dental  school  of  The  Uni- 


Texas  Medicine  Volume  87  No.  6 June  1991 


49 


Science  and  Education 


versity  of  Texas  Health  Science  Cen- 
ter at  San  Antonio.  The  dentist  then 
watches  for  color  reactions  that  in- 
dicate antibodies,  he  says. 

Dr  Ebersole  developed  the  test 
with  UTHSCSA  dental  school  inves- 
tigators Stanley  Holt,  PhD,  profes- 
sor of  periodontics,  and  Brent  Dove, 
DDS,  research  fellow  in  dental  diag- 
nostic science. 

Geraldo  and  TV  lawyers  help 
diagnose  Tourette  syndrome 

A Houston  neurologist  says  as  many 
as  60%  of  Tourette  syndrome  cases 
are  diagnosed  by  parents  who  have 
learned  of  the  disorder  by  watching 
televisions  shows  such  as  Geraldo 
and  LA  Law. 

“Many  physicians  are  unfamiliar 
with  all  aspects  of  Tourette,  and  as  a 
result,  many  misdiagnoses  occur,” 
says  Joseph  Jankovic,  MD,  neurolo- 
gy professor  at  Baylor  College  of 
Medicine  and  director  of  the  Move- 
ment Disorders  Clinic  at  Baylor  and 
The  Methodist  Hospital. 

Dr  Jankovic  is  part  of  a team  at 
Baylor  attempting  to  locate  a gene 
associated  with  the  syndrome,  which 
manifests  itself  with  a wide  variety 
of  symptoms  — such  as  vocal  and 
motor  tics,  obsessive-compulsive  dis- 
order, panic  attacks,  and  short  atten- 
tion span. 

Dr  Jankovic  says  some  patients 
with  Tourette  syndrome  are  mistak- 
enly thought  to  be  hyperactive, 
which  may  lead  to  inappropriate 
treatment. 

Additional  information  may  be 
obtained  by  writing  to  the  Tourette 
Syndrome  Association,  42-40  Bell 
Blvd,  Bayside,  NY  11361,  or  by  call- 
ing (718)  224-2999. 


April  showers  bring  $34  million  to 
UTMB  centennial  fund 

A $33  million  pledge  to  The  Univer- 
sity of  Texas  Medical  Branch 
(UTMB)  in  Galveston  has  pushed 
the  university’s  centennial  fund-rais- 
ing campaign  total  to  $210.5  mil- 
lion, UTMB  announced  in  April. 

UTMB  officials  say  the  $33  million 
grant  from  the  Sealy  & Smith  Foun- 
dation will  be  disbursed  over  a 5-year 
period  to  four  projects:  completion  of 
three  floors  in  the  Medical  Research 
Building  ($10  million);  equipment  for 
the  emergency  room  and  trauma  cen- 
ter($10  million);  equipment  for 
UTMB  hospitals  ($10  million);  and 
equipment  for  the  John  Sealy  Center 
for  Molecular  Sciences  ($3  million). 

UTMB  also  announced  in  April 
that  two  foundation  grants  totalling 
$1  million  have  been  awarded  to 
help  establish  research  centers  for 
tropical  diseases  and  environmental 
toxicology.  A $500,000  grant  from 
the  Robert  J.  Kleberg,  Jr  and  Helen 
C.  Kleberg  Foundation  of  San  Anto- 
nio will  begin  funding  for  the 
UTMB  Center  for  Tropical  Diseases. 
The  initial  $500,000  for  the  Center 
for  Environmental  Toxicology  came 
from  the  Amon  G.  Carter  founda- 
tion of  Fort  Worth. 

Intramedullary  catheter  begins 
clinical  trials 

Three  institutions  were  scheduled  to 
begin  clinical  trials  in  May  with  an 
intramedullary  catheter  developed 
by  two  San  Antonio  medical  school 
professors  as  an  alternative  to  intra- 
venous catheters  presently  in  use,  ac- 
cording to  a spokesperson  for  The 
University  of  Texas  Health  Science 
Center  at  San  Antonio. 

The  catheter,  which  is  implanted 
in  pelvic  bone,  allows  the  physician 
or  patient  to  inject  substances 
through  its  self-sealing  cap,  which 


can  be  felt  beneath  the  patient’s 
skin,  UTHSCSA  spokespersons  say.  ) 

Inventors  of  the  device  are  associ- 
ate professor  of  pharmacology/  clini- 
cal pharmacy  John  Kuhn,  PharmD, 
and  medicine/oncology  professor 
Daniel  Von  Hoff,  MD.  Recent  FDA^ 
approval  to  conduct  the  clinical  tri-' 
als  allows  Drs  Kuhn  and  Von  Hoff 
to  administer  medications  through 
the  catheter  while  studying  its  func-’ 
tion,  according  to  UTHSCSA.  ; 

Trials  have  been  scheduled  at] 
UTHSCSA,  M.D.  Anderson  Cancer! 
Center,  Vanderbilt  University  School 
of  Medicine,  and  the  University  ofj 
Arizona  Cancer  Center  in  Tucson.  | 

New  ultrasound  scanner  shows 
increased  bone  strength  with 
sodium  fluoride 

An  ultrasound  scanner  developed  by  ! 
The  University  of  Texas  Southwest- ; 
ern  Medical  Center  researchers  has 
been  used  to  measure  bone  strength 
and  elasticity,  and  spokespersons  at 
the  Dallas  medical  center  say  the  de- 
vice should  win  patent  approval 
sometime  this  summer. 

The  forthcoming  patent  and  re- 
sults the  device  yielded  were  doubly 
good  news  for  the  Southwestern 
team,  which  had  hoped  that  slow-re- 
lease  sodium  fluoride,  unlike  “more 
conventional  forms”  of  the  com- 
pound, would  increase  bone 
strength  and  elasticity  along  with 
bone  mass. 

The  scanner  was  created  by 
Southwestern  associate  radiology 
professors  Peter  P.  Antich,  MD,  Ed 
Dowdey,  MD,  and  Bob  Murry,  MD, 
to  permit  bone  measurements  in 
clinical  trials  by  Dr  Antich  and 
Joseph  E.  Zerwekh,  MD,  an  associ- 
ate professor  of  internal  medicine 
and  associate  director  of  Southwest- 
ern’s Center  for  Mineral  Metabolism 
and  Clinical  Research. 
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You  Practice  Medicine 

We’ll  Run  The  Business 


“After  years  of  study,  I honestly 
believed  that  I was  ready  to  go  into 
practice.  I thought  that  knowledge  and 
experience  in  medicine  was  all  that  I’d 
need  to  be  a success  out  there.  But,  no 
one  ever  mentioned  that  I’d  have  to  be 
an  expert  at  insurance,  law  and 
collections... I’m  a doctor,  with  a 
substantial  amount  of  money  and  time 
invested  in  being  the  best  that  I can 
be.  It  didn’t  take  long  for  me  to  realize 
that  the  time  spent  in  managing  my 
business  was  time  taken  away  from 
the  really  important  things  in  life;  my 
patients,  my  family,  and  myself” 

“That’s  why  I chose  group  practice 
with  Kelsey-Seybold  Clinic.  I don’t 
have  to  deal  with  the  administrative 
headaches  that  have  made  practicing 
medicine  so  difficult.  My  associates 
are  highly  respected  professionals 
from  a variety  of  fields,  so  when  I need 
the  support,  it’s  always  there.” 

“Kelsey-Seybold  Clinic  offered  me  a 
competitive  salary,  flexible  benefit 
package,  and  a practice  style  to  fit  my 
goals  and  lifestyle.  Within  their  multi- 
speciality group  I found  many  options; 
fourteen  urban/suburban  clinics  in 
Houston  and  several  locations  outside 
Texas.  I decided  to  be  a part  of  the 
Kelsey-Seybold  family  at  The  Texas 
Medical  Center  in  Houston.  It  offered 
the  kind  of  pace  that  I was  looking  for 
professionally,  and  put  me  right  in  the 
center  of  the  most  dynamic  and  fun 
city  in  the  Southwest.” 

“Group  practice  with  the  physicians  at 
Kelsey-Seybold  Clinic  lets  me  do  what 
I do  best  . . practice  medicine.” 


Kelsey-Seybold  Clinic,  P.A. 

Emily  Lee,  Physician  Recruiter 
1709  Dryden 

Medical  Towers,  18th  Floor 
Houston,  Texas  77030 
1-800-231-6421 


‘Bill  of  Rights’  for 
physicians  who  serve  — ^ 
don’t  leave  for  the  next 
war  without  it 

i 

i 

Physicians  called  to  active  mili- 
tary duty  in  the  future  will 
have  more  accurate  information 
about  their  rights  and  responsibilities. 

The  cease  fire  in  the  Persian  Gulf 
War  had  been  in  effect  for  less  than 
a week  when  TMA’s  Ad  Hoc  Com- 
mittee on  Military  Affairs  met  in 
March  to  discuss  a “bill  of  rights” 
for  physicians  serving  in  the  re- 
serves. Because  it  is  unlikely  that  the 
US  will  never  again  go  to  war,  the 
committee’s  work  continues.  I 

Its  “bill  of  rights,”  being  consid- 
ered by  appropriate  TMA  commit- 
tees, includes: 

•The  right  to  protection  against 
civil  legal  actions  being  taken  in 
the  physician’s  absence. 

• The  advantage  of  continuance  of 
health  insurance  benefits  for  the 
physician’s  family  during  the  j 
period  of  service  and  the  right  of 
resumption  of  coverage  of  the 
physician  without  proof  of  insur- 
ability upon  his/her  return.  (The 
Texas  Medical  Association  Insur- 
ance Trust  currently  offers  both 
features.) 

• The  right  to  suspend  professional 
liability  insurance  premium  pay- 
ments without  adverse  conse- 
quences and  the  right  to  resume 
that  insurance  coverage  upon 
return  from  military  active  duty. 


D F.  B I Martin,  JSSOCuUe  editor,  writes  and  edits  the  Law 
and  Medical  Economics  sections  of  Texas  Medicine. 
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The  committee  will  meet  again  in 
September  to  discuss  further  action 
on  the  “bill  of  rights,”  as  well  as 
other  issues  that  came  up  as  a result 
of  physician-reservists’  participation 
in  the  Persian  Gulf  conflict. 

“We  are  going  to  talk  about  the 
fact  that  if  we  want  to  continue 
to  be  able  to  protect  this  country, 
we  have  to  look 
at  recruitment 
and  retention  in 
the  reserves,”  says 
Milton  V.  Davis, 

MD,  chairman  of 
the  Ad  Hoc  Com- 
mittee on  Military 
Affairs.  “There 
is  no  question 
that  reserve  duty 
worked  consider- 
able hardships  on 
physician-re- 
servists. Even 
though  Desert  Storm  was  a mar- 
velous success,  it  will  probably  re- 
sult in  a huge  drop  in  recruitment 
and  retention  in  the  reserve  forces 
because  if  you  are  a doctor  in  pri- 
vate practice,  your  overhead  goes  on 
while  you  are  in  the  reserves.  You 
still  have  personal  business  to  take 
care  of.  Getting  someone  else  to  take 
care  of  the  patients  isn’t  such  a 
problem,  unless  you  are  the  only 
doctor  in  a small  town.  Physicians 
still  have  mortgages  to  pay.  They 
may  lose  office  staffers,  after  being 
away  so  long.  It’s  not  that  reservists 
mind  making  a sacrifice  for  their 
country,  but  the  hardships  need  to 
be  addressed,  and  our  committee 
will  be  looking  into  ways  to  suggest 
how  recruitment  and  retention  can 
be  improved.” 

At  its  March  meeting,  the  com- 
mittee also  discussed  how  physician 
office  staff  should  respond  when 


notified  by  the  Medicare  carrier  of  a 
MAAC  (Maximum  Allowable  Actu- 
al Charge)  violation  while  the  physi- 
cian is  serving  in  a war.  Information 
from  the  Medicare  carrier  in  Texas 
indicates  that  alleged  MAAC  viola- 
tions do  require  a timely  response. 
Other  requests  also  requiring  a time- 
ly response  include  those  for  in- 
formation about 
claims,  requests 
for  review  and 
appeal  that  physi- 
cians must  make 
when  claims  are 
denied,  and  par- 
ticipation deci- 
sions that  must  be 
made  for  the 
coming  year  by 
no  later  than  De- 
cember 31. 

According  to 
the  committee’s 
report,  when  a physician’s  office  re- 
ceives from  the  Medicare  carrier  a 
request  for  information  from  the 
physician,  a copy  of  the  request 
should  be  immediately  returned  to 
the  carrier  with  the  phrase,  “Called 
to  Active  Military  Duty  — Will  Re- 
spond After  Return,”  marked 
prominently  across  the  page. 

Physicians  who  encountered  spe- 
cial problems  with  Medicare  during 
or  because  of  military  status  should 
contact  W.A.  Godfrey,  MD,  associ- 
ate medical  director  of  Blue 
Cross/Blue  Shield  of  Texas,  who  has 
volunteered  to  help  Texas  physicians 
in  these  matters.  He  can  be  reached 
by  telephone  at  (214)  669-6071.  Or 
write  him  at  PO  Box  660058,  Dal- 
las, TX  75266-6071. 


“It’s  not 
that  reservists 
mind  making 
a sacrifice 
for  their 
country,  but 
the  hardships 
need  to  be 
addressed  . . 
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Texas 

physician  did 
the  right  thing  in 
publicized 
prescription 
forgery 

Debi  Martin 

Associate  editor 

What  should  you  do  if  forged 
prescriptions  turn  up  with 
your  name  on  them,  and  the  media 
pick  up  the  story  and  run  with  it  all 
over  the  state? 

It  could  happen  to  any  physician. 
It  did  happen  to  L.  David  Hubler, 
MD. 

The  Duncanville  physician’s 
name  appeared  in  numerous  stories 
in  the  print  and  broadcast  media 
earlier  this  year.  Sports  Illustrated, 
and  many  of  the  state’s  radio  and 
television  stations,  major  daily 
newspapers,  and  small  town  news- 
papers ran  the  piece  that  linked  The 
University  of  Texas  football  players 
to  selling  falsified  prescriptions  for 
anabolic  steroids,  which  were  al- 
legedly written  by  a Texas  doctor 
named  “David  L.  Hubler.” 

The  media’s  pursuit  of  the  story 
is  understandable.  It  involved  the 
state  university’s  high-profile  foot- 
ball team,  the  illegal  use  of  steroids, 
and  an  investigation  by  authorities. 

“If  the  UT  football  team  had  not 
been  involved,  this  story  might  not 
have  gotten  so  much  play,”  says  Dr 
Hubler. 

Most  of  the  stories  did  explain 
that  Dr  Hubler  did  not  write  the 
prescriptions,  that  the  name  on  the 
prescriptions  was  “David  L. 
Hubler,”  not  L.  David  Hubler,  that 
the  phony  prescriptions  had  on  them 
Dr  Hubler’s  home  telephone  num- 


ber, not  his  office  number,  and  that 
the  signatures  on  the  falsified  pre- 
scriptions did  not  match  Dr 
Hubler’s.  In  fact,  the  signatures  on 
the  various  forged  prescriptions 
didn’t  even  match  each  other. 

Dr  Hubler,  who  was  interviewed 
for  many  of  the  steroid  stories,  told 
reporters  the  forgers  might  have  got- 
ten his  name  out  of  the  telephone 
book. 

Throughout  the  first  of  March, 
stories  on  the  pho- 
ny prescriptions 
continued.  Some  of 
the  prescriptions 
were  for  three  bot- 
tles of  Anadrol-50 
with  100  tablets  in 
each,  or  18  vials  of 
10  cc  of  injectable 
testosterone  cypi- 
onate.  Five  Texas 
pharmacies  filled 
the  forged  prescrip- 
tions without  realiz- 
ing they  were  fakes, 
and  the  State  Board 
of  Pharmacy  began 
an  investigation. 

In  its  effort  to  show  that  Dr  Hubler 
was  not  involved,  the  media  men- 
tioned his  name,  over  and  over  again 
— and  that  worried  the  physician, 
who  figured  some  people  might  think 
he  was  guilty  by  association. 

“The  major  newspapers  in  Dallas 
and  Austin  did  a good  job,”  says  Dr 
Hubler,  “but  the  story  hit  the  news 
services  and  it  went  all  over  the  state 
and  some  of  the  smaller  town  papers 
deleted  some  of  the  intricate  details 
that  explained  that  I was  not  the  one 
who  wrote  those  prescriptions.” 

But  overall.  Dr  Hubler  says 
he  was  treated  fairly  by  the  press. 
One  thing  that  may  have  encouraged 
the  fair  treatment  was  that  Dr 
I Hubler  was  not  surprised  when  the 


stories  appeared. 

The  trouble  started  last  October, 
when  he  got  a call  from  a pharmacy 
in  Liberty.  The  pharmacist  had  a 
prescription  — with  Dr  Hubler’s 
name  on  it  — for  steroids.  After  he 
told  the  pharmacist  that  the  pre- 
scription was  a forgery.  Dr  Hubler 
reported  the  incident  to  the  Texas 
Department  of  Public  Safety  (DPS). 

A couple  of  months  later,  a 
young  male  called  to  say  he  had  pur- 
chased one  of  the 
forged  prescrip- 
tions for  $100. 
He  wanted  Dr 
Hubler  to  write 
him  a legitimate 
prescription  for 
steroids.  In  return, 
the  caller  said  he 
would  reveal  the 
name  of  an  Austin 
pharmacy  that 
had  been  filling 
the  phony  pre- 
scriptions. Re- 
gardless of  Dr 
Hubler’s  refusal  to 
make  such  a deal,  the  caller  contin- 
ued to  call  for  several  weeks.  Each 
time  he  called,  he  gave  Dr  Hubler 
more  information  on  the  forgeries. 
That’s  how  Dr  Hubler  found  out 
about  the  Sports  Illustrated  article. 
The  caller  said  a reporter  with  the 
magazine  had  been  snooping  around 
The  University  of  Texas  and  was 
working  on  a story  about  the  steroid 
forgeries. 

Dr  Hubler  panicked  at  the 
thought  of  his  name  being  published 
in  that  well-read,  national  magazine. 
“If  I had  not  known  a story  was 
coming,  and  Sports  Illustrated  had 
called,  I’d  probably  have  thought 
they  were  calling  to  get  me  to  sub- 
scribe and  I might  not  have  called 
back  quickly.” 


“In  its  effort 
to  show  that 
Dr  Hubler 
was  not 
involved, 
the  media 
mentioned 
his  name, 
over  and  over 
again.” 
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Dr  Hubler  called  TMA  General 
Counsel  Donald  P.  Wilcox,  JD.  Act- 
ing on  his  advice,  Dr  Hubler  wrote 
the  Texas  State  Board  of  Pharmacy 
and  the  Texas  Pharmaceutical  Asso- 
ciation to  ask  the  organizations  to 
notify  pharmacists  across  the  state 
to  watch  for  the  forgeries. 

Mr  Wilcox  also  suggested  Dr 
Hubler  write  Sports  Illustrated.  In 
the  letter.  Dr  Hubler  said,  “The  rea- 
son I am  writing  to  you  is  to  make 
sure  that  you  understand  that  I have 
not  been  writing  prescriptions  for 
anabolic  steroids.  I know  that  you 
thoroughly  verify  everything  before 
you  print  an  article,  but  I want  to 
make  sure  that  I am  not  mentioned 
in  your  fine  magazine  in  a derogato- 
ry manner  accidently.” 

Copies  of  the  letter  were  sent  to 
Mr  Wilcox,  the  Dallas  County  Med- 
ical Society,  and  an  investigator 
at  DPS. 

Dr  Hubler  got  a prompt  response 
from  Sports  Illustrated's  managing 
editor.  The  editor  confirmed  there 
was  a story  in  the  works,  and  as- 
sured Dr  Hubler  he  would  have  a 
chance  to  tell  his  side  of  the  story. 

Dr  Hubler  was  interviewed  by 
Sports  Illustrated. 

Jeff  Friedman,  JD,  a former 
Austin  mayor  and  an  attorney 
whose  expertise  includes  civil  litiga- 
tion and  media  law,  says  Dr  Hubler 
did  the  right  thing  by  taking  a 
proactive  stance. 

“The  best  response  to  question- 
able publicity  of  this  type  is  to  stand 
up  and  say,  ‘I  did  not  do  it  and  you 
know  I did  not  do  it  and  you  better 
not  say  so,’”  says  Mr  Friedman. 
“It’s  like  politics,  if  someone  throws 
mud  on  you,  you  better  do  some- 
thing or  that  mud  will  stick  to  you. 

“Even  though  the  media  is  sup- 
posed to  call  and  get  your  side,  it  is 
not  unheard  of  for  the  media  to  say. 
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‘At  press  time.  Dr  so-and-so  was  not 
available  for  comment’  because  of 
their  deadline.  Quality  journalists 
will  not  be  careless  and  mention 
someone  accidently.  But  that  is  not 
true  for  some  media. 

“The  advantage  of  sending  the 
letter  before  the  story  comes  out  is 
that  it  gets  the  attention  of  those 
media  persons  — who  are  under 
pressure  on  deadline  and  may  not 
remember  their  ethics  — and  gives 
them  reason  to  pause.  Their  editor 
who  gets  this  letter  would  as  a mat- 
ter of  practice  call  in  legal  counsel 
and  say,  ‘Do  we  respond  to  this?’  At 
which  time,  someone  will  say,  ‘We’d 
better  double  check  this  story  be- 
cause the  doctor  has  put  us  on  no- 
tice.’ If  the  publication  does  not  call, 
and  does  not  check  its  facts,  and  an 
article  comes  out  leaving  the  impres- 
sion that  the  doctor  is  being  investi- 
gated, that  letter  is  useful.  It  could 
be  used  to  say  that  the  publication 
had  been  grossly  negligent  of  the 
doctor’s  rights.” 

Since  the  steroid  incident.  Dr 
Hubler  has  started  using  a prescrip- 
tion pad  that  makes  a duplicate 
copy  of  everything  he  writes. 

Despite  the  fact  that  most  media 
did  well  in  making  it  clear  that  Dr 
Hubler  had  not  written  the  prescrip- 
tions, as  of  mid-April,  the  physi- 
cian’s office  still  was  getting  calls 
from  young  men  desperately  seeking 
steroids. 

“Regardless  of  what  was  ex- 
plained,” says  Dr  Hubler,  “the  im- 
pression people  got  from  skimming 
the  articles  or  just  catching  part  of 
the  story  on  the  radio  was  that  I was 
that  doctor  giving  out  steroids. 
Someone  called  to  say,  ‘Does  this 
doctor  think  he’s  in  sports 
medicine?’  I just  keep  telling  them  to 
re-read  the  articles,  carefully.” 


Look  before 
you  sign  on  the 
dotted  line  with 
HMOs  and  PPOs 

Nancy  E.  Brace,  RN,  MA 

Ms  Brace  is  a contract  specialist  for  Provider 
Contract  Services,  482  Anaconda  Drive,  Col- 
orado Springs,  CO,  80919.  She  performs 
business  reviews  of  managed  care  contracts 
for  physicians,  hospitals,  and  health-care 
providers. 

Managed  health-care  plans  such  as 
health  maintenance  organizations 
(HMOs)  and  preferred  provider  or- 
ganizations (PPOs)  are  consuming  a 
greater  portion  of  the  patient  mar- 
ket across  the  nation.  As  the  man- 
aged care  market  increases,  more 
and  more  physicians  are  signing 
contracts  to  he  HMO  or  PPO 
providers.  These  contracts  frequent- 
ly include  complex  reimbursement 
methodologies  that  often  shift  the 
financial  risk  for  the  patient  onto 
the  physician.  However,  it  is  not  just 
the  rate  or  reimbursement  page  of 
the  contract  that  should  be  scruti- 
nized. Many  contracts  are  written  to 
protect  the  business  interests  of  the 
managed  care  plan  at  the  cost  of  the 
physician’s  business  interests.  It  is 
important  for  all  physicians  to  be- 
come aware  of  these  contractual  pit- 
falls,  so  they  may  be  negotiated  be- 
fore the  physician  signs  the  contract. 

Managed  health  care  is  a phe- 
nomenon that  has  affected 
almost  every  physician’s  practice  in 
this  country.  As  the  managed  care 
market  expands  in  Texas,  successful 
contracting  with  HMOs  and  PPOs 
becomes  a greater  issue.  Successful 
contracting  means  not  only  obtain- 
ing fair  reimbursement  for  services 
rendered  and  a managed  care  pa- 
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tient  base,  but  also  that  the  contract 
itself  protects  the  physician  and 
his/her  practice  as  a business  entity. 

Managed  health  care,  in  the  form 
of  HMOs,  PPOs,  and  utilization 
control  programs,  is  here  to  stay.  In 
Texas,  as  of  April  1991,  there  were 
45  licensed  HMOs  serving  more 
than  2 million  enrollees,  according 
to  the  State  Board  of  Insurance.  En- 
rollment in  Texas  PPOs  was  unavail- 
able, but  PPOs  are  usually  more 
prolific  than  HMOs  because  of  few- 
er regulatory  requirements. 

One  health-care  analyst  has  pre- 
dicted 80%  of  the  health-care  mar- 
ket will  be  controlled  by  HMOs  and 
PPOs  by  1997  (“Managed  care  will 
dominate  within  a decade,”  Modem 
Healthcare,  July  29,  1988,  p 31). 
Physicians  who  have  avoided  in- 
volvement with  managed  care  plans 
may  soon  no  longer  be  able  to  afford 
such  preferences.  And,  as  more  and 
more  physicians  become  contract 
physicians  for  HMOs  and  PPOs, 
competition  for  key  managed  care 
plans  will  increase,  becoming  a cru- 
cial factor  in  one’s  practice  survival. 

As  one  physician  put  it,  “If 
you’re  in  medicine  today,  you’d  bet- 
ter learn  about  managed  care  or  it 
will  eat  you  alive.” 

Contracting  with  managed  care 
plans  can  be  a hassle.  It  is  time-con- 
suming and  fraught  with  subtle  con- 
tractual pitfalls.  Successful  contract- 
ing is  particularly  difficult  for  the 
independent  physician  or  those  prac- 
ticing in  small  groups.  These  physi- 
cians usually  do  not  have  a profes- 
sional administrator  to  handle  such 
business  details.  They  also  rarely 
have  the  time  to  analyze  a contract 
appropriately.  And,  they  frequently 
assume  that  since  they  are  an  inde- 
pendent or  small  group  practitioner, 
they  have  little  bargaining  power 
and  must  accept  contracts  as  written. 


Deciding  if  this  is  right  for  you 

Following  is  a discussion  of  an  ap- 
proach to  contracting  successfully 
with  managed  care  plans,  with  men- 
tion of  several  pitfalls.  Managed 
care  plans  are  businesses  intent  on 
making  a profit.  A few  plans  do  so 
at  the  expense  of  physicians,  while 
many  others  offer  physicians  the 
fairest  arrangement  possible.  But 
most  try  to  offset  their  financial  risk 
by  sharing  the  risk 
with  contracted 
physicians.  There- 
fore, it  is  impor- 
tant to  review  a 
contract  critically 
before  signing. 

Even  before 
reading  the  con- 
tract, you  should 
determine  how  an 
arrangement  with 
the  managed  care 
company  will  af- 
fect your  practice. 

How  many  new  patients  will  it  bring 
in?  How  many  existing  patients  will 
stay?  Or,  how  many  patients  will 
you  lose  if  you  do  not  sign? 

Consider  asking  the  managed  care 
company  for  a listing  of  major  em- 
ployer groups  presently  using  their 
plan,  and  for  marketing  projections. 
Comparing  these  lists  with  the  em- 
ployers of  existing  clientele  in  your 
practice  can  help  you  see  how  the 
contract  may  affect  your  patient  base. 
Usually,  the  primary  reason  physi- 
cians sign  managed  care  contracts  is 
to  increase  or  maintain  their  market 
share.  It  may  not  be  worth  your  time 
to  read,  understand,  and  negotiate  a 
contract  if  it  will  have  little  positive 
impact  on  your  patient  base. 

If  you  decide  contracting  may  be 
worth  the  effort,  the  next  step  is  to 
review  your  practice  patterns  and 
organization.  How  will  a potential 


increase  in  patient  base  affect  your 
practice?  Are  there  appointments 
available  to  absorb  an  increase  in 
patients?  Will  your  practice  need 
more  physicians  and/or  support 
staff?  Will  the  existing  information 
system  (ledger  or  computer)  handle 
the  increase  in  patient  load,  and 
will  it  track  services  and  reimburse- 
ment? Can  your  office  staff  deal 
with  the  forms,  policies,  and  proce- 
dures specific  to 
this  plan? 

Next,  deter- 
mine whether  your 
existing  practice 
style  is  appropri- 
ate for  managed 
care  clients.  HMOs 
and  PPOs  fre- 
quently have  spec- 
ified benefit  pack- 
ages of  covered 
services.  Are  these 
services  something 
you  already  offer? 
Can  you  practice  your  specialty  area 
comfortably  within  the  scope  of  the 
benefits’  limitations? 

Some  physicians  have  practices 
that  are  not  conducive  to  a managed 
care  medium.  For  example,  if  you 
are  a psychiatrist  who  treats  psychi- 
atric disorders  on  a long-term  thera- 
py basis,  you  may  find  that  managed 
care  plans  only  cover  short-term 
therapy.  If  you  signed  a managed 
care  contract  you  would  either  ob- 
tain few  clients  from  the  contract,  or 
be  required  to  significantly  change 
your  practice  style  to  make  the  con- 
tract financially  worthwhile. 

Ask  the  managed  care  plan  for  a 
copy  of  their  benefits,  benefit  limita- 
tions, and  exclusions.  A quick  re- 
view can  tell  you  whether  your  ex- 
isting services  are  likely  to  be  used 
by  the  plan’s  members. 


“If  you’re 
in  medicine 
today, 

you’d  better 
learn  about 
managed  care 
or  it  will 
eat  you 
alive.” 
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Read  between  the  lines 

If  you  have  decided  to  pursue  a con- 
tract, be  sure  you  read  it.  Many 
physicians  sign  contracts  without 
reading  them,  probably  assuming  the 
contract  language  is  fair  and  protects 
the  interests  of  both  parties  equally. 
Many  physicians  have  had  bad  expe- 
riences with  managed  care  because 
of  this  assumption,  and  some  have 
been  devastated  financially. 

Before  signing  any  contract,  ask 
to  review  all  ancillary  materials  cited 
in  the  contract.  For  instance,  many 
managed  care  contracts  state  that 
“the  physician  agrees  to  abide  by  the 
policies,  rules,  regulations,  and  pro- 
cedures of  the  managed  care  plan’s 
utilization  management  or  quality 
assurance  program  as  described  in 
the  Physicians’  Manual.”  It  is  impor- 
tant to  know  what  responsibilities 
and  liabilities  are  placed  upon  you 
by  such  programs.  There  may  be 
monetary  penalties  for  not  following 
utilization  management  policies  and 
procedures,  or  mandatory  participa- 
tion in  quality  assurance  peer  review 
committees,  neither  of  which  may  be 
mentioned  in  the  contract  itself. 

If  you  have  any  questions  about 
the  legality  of  a contract  or  antitrust 
issues,  seek  professional  legal  assis- 
tance. Remember,  though,  that 
lawyers  usually  review  contracts  to 
identify  illegal  or  antitrust  issues. 
Rarely  does  a lawyer  know  enough 
about  both  the  managed  care  indus- 
try and  the  physician’s  practice  to 
analyze  the  contract  from  a business 
viewpoint. 

When  reading  a contract,  look  for 
several  major  components:  What  is 
each  party  (physician  and  managed 
care  plan)  responsible  for?  What  is 
each  party  liable  for?  What  clauses/ 
items/wording  should  be  changed, 
deleted  or  added  to  protect  the  busi- 
ness interests  of  the  physician?  Is  the 
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reimbursement  fair  and  adequate  for 
the  services  to  be  rendered? 

Make  sure  each  item  in  the  con- 
tract is  appropriately  defined.  Note 
any  phrase  or  name  about  which 
questions  might  arise  later,  and  ask 
for  it  to  be  defined  specifically  in  the 
contract  definition  section.  While 
short  contracts  may  be  easy  to  read 
and  seem  less  threatening,  longer 
contracts  may  be  safer.  Every  expec- 
tation should  be  clearly  stated  in  the 
contract. 

There  are  several  key  clauses  you 
may  want  to  protect  your  business. 
These  are: 


Indemnification  — Make  sure  in- 
demnification is  mutual.  In  many 
managed  care  contracts,  the  physi- 
cian indemnifies  the  managed  care 
plan,  but  the  plan  does  not  indemni- 
fy the  physician. 

Insolvency  — Make  sure  your  re- 
sponsibilities and  financial  liabilities 
related  to  the  managed  care  plan’s 
insolvency  are  clearly  stated  and  rea- 
sonable. Are  you  free  to  terminate 
the  contract  upon  notice  of  the 
plan’s  insolvency?  Many  HMO 
physician  contracts  mandate  that  if 
the  HMO  becomes  insolvent  or  if 
the  physician’s  contract  is  terminat- 
ed, the  physician  is  still  responsible 
for  the  inpatient  care  of  members  al- 
ready confined  in  an  inpatient  facili- 
ty, until  that  member  is  discharged 
or  the  care  is  appropriately  trans- 
ferred to  another  physician.  As  a 
protection  against  providing  “free” 
care  or  care  at  the  contracted  reim- 
bursement rate  (which  may  be  less 
than  your  usual  and  customary 
rates)  after  the  contract  is  terminat- 
ed, make  sure  the  reimbursement 
rate  for  providing  care  after  termi- 
nation is  at  least  equal  to  the  usual 
fee  schedule  rates  for  such  services. 


You  may  have  to  provide  services 
to  members  after  the  plan  has  de- 
clared insolvency  even  when  the 
plan  cannot  pay  for  your  services. 
Courts  have  judged  this  to  be  a 
physician’s  risk  (and  cost)  of  doing 
business.  The  greatest  protection 
against  this  risk  is  a thorough  review  | 
of  the  financial  stability  of  the  plan  ( 
before  contracting  with  it. 

Avoid  contracting  with  financial-  j 
ly  unsound  companies.  If  the  man-  j 
aged  care  plan  company  is  small,  j 
new,  or  has  had  less  than  optimal  i 
financial  success,  request  that  the  ■ 
plan  have  payer  reinsurance,  which  ; 
would  pay  your  charges  after  the  . 
plan  has  become  insolvent.  State  in 
the  contract  that  you  have  the  right 
to  request  documentation  of  such  in- 
surance at  any  time,  and  that  the  re- 
imbursement rate  for  patient  care  af- 
ter plan  insolvency  reverts  to  your 
usual  and  customary  charges. 

Disputes  — Make  sure  you  have  im- 
mediate recourse  to  dispute  any  uti- 
lization management  or  quality  as- 
surance decision  made  by  the 
managed  care  plan,  and  that  there  is 
some  recourse  for  resolving  payment 
errors,  payment  disputes,  or  disagree- 
ments with  peer  review  decisions. 

Termination  — Make  sure  the  wait- 
ing period  to  terminate  the  contract 
is  reasonable.  The  shorter  the  wait- 
ing period,  the  less  loss  incurred, 
should  the  contract  prove  financially 
devastating.  Many  contracts  have 
120  or  more  days  as  the  standard 
waiting  period.  Try  to  negotiate  60 
or  90  days,  instead.  This  is  a reason- 
able amount  of  time  for  the  plan  to 
arrange  for  other  physicians  to  as- 
sume the  care,  and  to  inform  mem- 
bers. Also,  make  sure  you  can  termi- 
nate the  contract  without  cause  at 
any  time. 
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Legal  articles  in  Texas  Medicine  are  intended  to  help  physicians  understand  the  law  by  providing 
legal  information  on  selected  topics.  This  article  is  published  with  the  understanding  that  TMA  is 
not  engaged  in  providing  legal  advice.  When  dealing  with  specific  legal  matters,  readers  should 
seek  assistance  from  their  own  attorneys. 


Payment  — Payment  to  you  for  ser- 
vices rendered  should  be  timely,  usu- 
ally within  30-60  days  of  the  plan’s 
receipt  of  the  claim.  You  may  want  to 
negotiate  into  the  contract  some 
penalty  for  late  payment,  such  as: 
payment  reverts  to  fee-for-service  fee 
schedule  rates  (instead  of  the  contrac- 
tually agreed  upon  discount);  or  a 
certain  percent  of  interest  is  charged 
for  each  day  the  payment  is  late. 

Some  plans  may  overpay  the 
physician.  It  might  be  safest  to  state 
in  the  contract  that  while  you  must 
return  the  overpayment  (if  identified 
and  requested  within  a certain  num- 
ber of  specified  days  by  the  plan)  the 
plan  cannot  charge  interest  on  the 
overpayment. 

There  are  also  several  key  clauses 
to  avoid  in  a contract.  Should  these 
occur,  you  might  consider  negotiat- 
ing for  their  deletion: 

Favored  Nations  Clause  — This 
states  that  if  you  contract  with  any 
other  agency  for  a greater  discount 
off  charges,  then  that  discount  must 
also  be  paid  to  this  plan,  regardless 
of  the  negotiated  reimbursement 
amount  in  this  contract. 

Exclusivity  — It  may  be  in  your  best 
interests  to  avoid  a contract  that 
states  you  must  be  an  exclusive 
physician  for  the  managed  care  plan, 
and  cannot  be  a contract  physician 
for  any  other  plan.  Exclusivity 
should  be  reviewed  carefully,  be- 
cause each  physician’s  situation  is 
different;  at  times  exclusivity  may  be 
to  the  physician’s  benefit. 

Access  to  medical  records  — Par- 
ticipation in  managed  care  plan  uti- 
lization management  and  quality  as- 
surance programs  can  create  havoc 
in  your  office,  particularly  if  you 


contract  with  more  than  one  man- 
aged care  plan.  Make  sure  the  con- 
tract specifies  a realistic  amount  of 
notice  to  your  office  manager  that 
the  plan’s  staff  require  access  to 
medical  records.  If  possible,  contrac- 
tually arrange  for  a particular  time 
during  the  week  — such  as  before 
patients  are  scheduled,  or  while  you 
make  hospital  rounds  — when  plan 
staff  may  review  records. 

Make  sure  you  scrutinize  and 
thoroughly  understand  the  reim- 
bursement portion  of  the  contract. 
Discounts,  withholds,  capitation, 
capitation  carve  outs,  percent  dis- 
counts off  capitation  — the  arena  is 
convoluted  and  complex.  Does  the 
reimbursement  methodology  take 
into  consideration  the  case  mix  (how 
sick  the  patients  are)  and  case  load 
(how  many  sick  patients  there  are) 
of  your  practice.^  Does  it  reflect  the 
age  and  sex  of  the  membership? 
(Some  age  and  sex  categories  use 
more  health  care  and  generate  high- 
er health-care  costs.)  How  was  it 
calculated,  and  what  base  figures 
were  used  in  the  calculation?  Ask 
the  managed  care  plan  for  a copy  of 
their  calculation  worksheet.  Are  the 


figures  fair  and  appropriate?  Are 
these  the  figures  you  would  use  to 
calculate  reimbursement?  What  is 
included  in  the  reimbursement?  If 
you  are  capitated  for  “physician  ser- 
vices,” does  that  include  the  cost  of 
CT  scans,  MRIs,  or  other  testing?  If 
you  are  capitated  for  referral  ser- 
vices performed  by  other  specialists, 
what  realistic  control  do  you  have 
over  these  other  physicians  to  curb 
unnecessary  expenses? 

After  reviewing  the  contract  in 
detail,  the  next  step  is  to  negotiate 
with  the  managed  care  plan.  Most 
plans  design  contracts  with  the  ex- 
pectation that  they  will  be  negotiat- 
ed; even  those  for  the  independent  or 
small  group  practice  physician  are 
open  to  negotiation.  Unfortunately, 
few  physicians  make  the  effort  to  ne- 
gotiate. It  is,  however,  in  both  the 
physician’s  and  plan’s  best  interests 
to  make  the  contract  as  realistic  and 
mutually  beneficial  as  possible. 

Contracting  with  managed  care 
plans  can  be  financially  beneficial 
and  can  give  you  the  necessary  busi- 
ness alliances  to  practice  successfully 
in  the  1990s.  It  must  be  done  with 
thoughtfulness  and  care,  but  it  is  fre- 
quently worth  the  effort. 


Health  Care  Collecfions 

Solutions  with  Sensitivity 


Patient  Financial  Sendees 


PFS  is  endorsed  by  the 
Texas  Medical  Association 


• Billing  Services 

• Insurance  Follow-Up 

• Bod  Debt  Collections 

• On-Site  Training  Seminars 

• On-Site  Collectors 

• Competitive  Rotes 

Coll  toll-free  for 
Placements  or  Assistance 
1-800-234-9786 


PFS  . ONE  FLUOR  DANIEL  DRIVE  . SUITE  B-3  . SUGAR  LAND.TX,  77478  . (713)242-7878 
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1-800-899-2356 
nore  Information. 


The 

Texas  Legal 
Resource  Center 
on  Child  Abuse 

and  Neglect 

An  information  service  for 
professionals  who  represent, 
manage,  or  advocate 
for  child  abuse  cases 

Reference  & research  services 
Online  database  searching 

Bibliographies 
Current  news  articles 

Call  Toll  Free: 

1-800-543-8398 
In  Austin,  Texas: 

(512)  471-6543 
FAX  (512)  471-8398 

Tarlton  Law  Library 
727  E.  26th  St.,  Austin,  TX  78705 
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with 

Texas  Medicine 
Classifieds 


Fax  or  phone  in  your  ad  to 
Texas  Medicine  with  your 
Visa  or  Mastercard  number 


For  more  classified 
advertising  information  call 
the  Texas  Medical  Association 
Advertising  Department 
at(512)477-6704. 

FAX  (512)479-6134 
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SHOULD  KNOW  ABOUT 

MONEY  MANAGERS. 

INCLUDING  WHETHER 
YOU  NEED  ONE. 


Investment  decisions  have  become  more 
complex  and  more  people  are  Icxiking  to  improve 
the  return  on  their  investments  by  seeking  the 
expertise  of  professional  money  managers. 

But  how  do  you  know  if  you  need  one? 

How  do  you  choose  the  right  one?  And  then  how 
do  you  monitor  their  performance? 

These  questions  and  many  more  are  an- 
swered in  Shearson  Lehman  Brothers'  special 
report  on  professional  portfolio  management. 

Since  1973,  our  Consulting  Services  Division 
has  advised  thousands  of  investors.  And  referred 
over  $50  billion  of  their  assets  to  professional 
portfolio  managers. 

So  if  you  have  a portfolio  of  $50,000  to 
$50  million,  call  for  our  valuable  new  report. 


CALL  OR  WRITE  FOR 
OUR  SPECIAL  REPORT 
ON  PROFESSIONAL  PORTFOLIO 
MANAGEMENT. 

John  G.  Till 

Financial  Consultant 
Consulting  Services  Division 
Shearson  Lehman  Brothers 
1999  Bryan  Street,  Suite  2600 
Dallas,  Texas  75201 
214/979-7045 
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sfL  Legislative  Affairs 


Kim  Ross,  director 
of  TMA’s  Division  of 
Public  Affairs,  calls 
the  72nd  Legisla- 
ture one  of  the  most 
unproductive  in  re- 
cent history. 


Special  session  likely 
on  access  to  care 
legislation 

As  the  72nd  Texas  Legislature 
crawled  toward  its  May  27 
adjournment,  it  appeared  more  and 
more  likely  that  major  access  to 
health  care  legislation  would  have  to 
be  addressed  in  a special  session.  In 
fact,  TMA  lobbyists  say  there  are  in- 
dications legislative  leaders  want  a 
number  of  issues  considered  in  a se- 
ries of  single-issue  sessions. 

“There  are  representatives  of  the 
governor’s  office,  as  well  as  the  lieu- 
tenant governor’s  office,  who  have 
indicated  they  would  prefer  that  ma- 
jor health  legislation  be  considered 
in  the  context  of  a special  session 
where  the  legislature’s  attention  can 
be  focused  entirely  on  the  issue,” 
says  Kim  Ross,  director  of  TMA’s 
Division  of  Public  Affairs. 

Among  major  health-care  initia- 
tives backed  by  TMA  during  the 
1991  session  are  major  health  insur- 
ance reforms  recommended  by  the 
TMA  Ad  Hoc  Committee  on  Financ- 
ing and  Availability  of  Health  Insur- 
ance and  rural  health  legislation  pro- 
posed by  the  Center  for  Rural 
Health  Initiatives.  The  health  insur- 
ance package  calls  for  development 
of  a basic  group  health  policy  afford- 
able to  small  employers  and  their 
workers,  expansion  of  Medicaid, 
and  regulation  of  utilization  review. 
The  rural  health  package  includes 
expansion  of  the  state  liability 
indemnification  program  for  physi- 
cians who  care  for  indigent  patients. 

Ross  says  ethics  and  major  insur- 
ance reform  are  two  other  issues 
that  also  could  get  pushed  back  to 
special  sessions  sometime  later  this 
year  or  in  1992. 

Ken  Ortolon,  legislative  affairs  editor,  writes  and  edits 
the  Legislative  Affairs  section  o/* Texas  Medicine. 


While  state  leaders  may  want  the 
legislature’s  undivided  attention  on 
these  issues,  state  budget  woes  are 
virtually  forcing  the  delay  in  consid- 
eration of  nearly  every  issue  that  re- 
quires funding.  Lawmakers  entered 
this  session  in  January  with  a $4  bil- 
lion-plus budget  shortfall  looming 
over  their  heads  and  a court  order  to 
equalize  school  funding. 

That  situation  has  made  the  72nd 
Legislature  one  of  the  most  unpro- 
ductive in  recent  history,  Ross  says. 

“The  leadership  of  both  houses 
have  slowed  down  or  halted  any  leg- 
islation with  a fiscal  note  attached  to 
it  or  any  potential  of  a future  finan- 
cial commitment  by  the  state,”  he 
says.  “As  a result,  most  substantive 
issues  — including  health  care, 
which  invariably  has  a price  tag  as- 
sociated with  it  — were  actively 
slowed  down  until  school  finance 
was  resolved  and  the  price  tag  of 
that  bill  was  determined.” 

A school  finance  bill  was  not 
finalized  until  mid-April.  By  then. 
Gov  Ann  Richards,  Lt  Gov  Bob  Bul- 
lock, and  House  Speaker  Gib  Lewis 
had  agreed  to  postpone  debate  on  a 
new  2-year  state  budget  until  a spe- 
cial session  this  summer.  That  spe- 
cial session  is  likely  to  be  called  for 
July,  when  the  results  of  state  agency 
management  audits  are  available. 
Without  a general  appropriations 
bill,  most  other  spending  measures 
simply  were  ignored. 


“This  will  be 
the  first  time  in  sev- 
eral decades  the  leg- 
islature has  ad- 
journed sine  die 
without  passing  an 
appropriations  bill,” 
Ross  says.  “In  fact, 
the  only  appropria- 
tions bill  to  even 
move  was  the  so-called 
‘doomsday  budget,’  or  existing  ser- 
vices budget,  which  didn’t  even  satis- 
fy existing  federal  mandates  (for  pris- 
ons and  the  mental  health  system).  I 
think  it  was  there  principally  to 
demonstrate  the  only  alternative  to 
finding  new  sources  of  revenue.” 

Translated,  that  means  a tax  bill, 
which  Ross  says  was  the  final  factor 
in  slowing  major  issues  such  as 
health  care. 

“Key  leaders  in  the  House  and 
Senate  have  been  slowing  down  leg- 
islation supported  by  major  lobby 
organizations  in  the  time-honored 
tradition  of  holding  hostages  in  ex- 
change for  support  of  a tax  bill,” 
Ross  says.  “All  this  is  done  at  a tacit 
or  implicit  level,  but  it’s  widely  ac- 
knowledged by  most  of  the  major 
lobby  groups  that  the  reason  their 
initiatives  aren’t  moving  right  now  is 
because  of  the  need  for  those  issues 
to  be  on  the  table  for  legislative 
leaders  to  trade  with  in  the  in- 
evitable special  session  on  taxes  and 
appropriations  this  summer.” 

Animal  facilities  bill 
passes  legislature 

Legislation  to  discourage  animal 
rights  activists  from  breaking 
into  research  laboratories  has  passed 
the  72nd  Texas  Legislature.  The  bill 
was  awaiting  the  governor’s  signa- 
ture at  Texas  Medicine's  press  time. 
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, Senate  Bill  114  makes  it  a crimi- 
i nal  offense  to  enter,  make  markings 
i on,  tamper  with,  damage,  or  destroy 
I an  animal  facility.  It  also  would  be 
1 an  offense  to  remove  or  release  ani- 
; mals  at  such  a facility, 
j The  bill  defines  “animal  facility” 
i as  any  vehicle,  building,  structure,  or 
I premises  where  an  animal  is  bred  or 
where  animals  or  records  relating  to 
I animals  are  kept,  handled,  transport- 
ed, housed,  or  exhibited.  In  addition 
to  research  labs,  the  bill  covers  a wide 
variety  of  agricultural  and  other  facil- 
ities, such  as  feedlots  or  stockyards. 

Offenses  under  the  law  could 
range  from  Class  C misdemeanors 
to  second  degree  felonies. 

Senator  Bill  Sims,  the  bill’s  spon- 
sor, says  the  measure  was  prompted 
by  the  July  4,  1989,  break-in  at  the 
laboratory  of  Texas  Tech  researcher 
John  Orem.  During  that  break-in, 
animal  rights  activists  stole  several 
cats  and  damaged  equipment  being 
used  in  sleep  research  related  to  sud- 
den infant  death  syndrome. 

“I’ve  been  in  agriculture  and 
been  very  aware  of  research,”  the 
San  Angelo  Democrat  says.  “I  real- 
ize how  important  it  is  that  we  don’t 
mess  with  these  facilities  and  disturb 
research  that  people  have  been 
working  on  for  many,  many  years.” 

Senator  Sims  says  break-ins  at 
animal  facilities  already  are  covered 
under  existing  criminal  statutes,  but 
the  new  law  will  make  it  easier  to 
prosecute  such  cases  because  there 
will  be  no  question  under  which 
statute  the  offense  falls. 

SB  114,  which  was  sponsored  in 
the  House  by  Rep  Hugo  Berlanga, 
D-Corpus  Christi,  is  similar  to  legis- 
lation filed  in  1990  in  Congress  by 
US  Rep  Charles  Stenholm,  D-Stam- 
ford.  That  bill  failed  to  pass.  Senator 
Sims  says  several  other  states  also 
are  considering  similar  laws. 


Council  continues  legislative  review 

The  TMA  Council  on  Legislation  met  April  4 to  set  association  policy  on 
nearly  70  proposed  bills.  The  council  now  has  taken  action  on  more 
than  150  pieces  of  health-related  legislation.  Following  is  a partial  list  of  bills 
acted  on  at  the  April  meeting.  Many  of  the  bills  are  components  of  the  TMA 
health  insurance  reform  package  recommended  by  the  association’s  Ad  Hoc 
Committee  on  Financing  and  Availability  of  Health  Insurance  and  a rural 
health  package  proposed  by  the  Center  for  Rural  Health  Initiatives. 

•House  Bill  1996  by  Rep  Robert  Saunders,  D-La  Grange  — creating  an 
EMS  and  Trauma  Systems  Fund  from  fees  levied  on  insurance  companies 
that  write  automobile  insurance,  support. 

• HB  1997  by  Rep  Saunders;  HB  2080  by  Rep  Eddie  Cavazos,  D-Corpus 
Christi;  and  Senate  Bill  1246  by  Sen  Steve  Carriker,  D-Roby  — expanding 
the  state  liability  indemnification  program  enacted  in  1989  to  cover  feder- 
ally qualified  community  health  centers,  support. 

• HB  1835  by  Rep  Nancy  McDonald,  D-El  Paso,  and  SB  1160  by  Sen  Chet 
Brooks,  D-Pasadena  — establishing  a nursing  shortage  reduction  fund  to 
be  allocated  to  professional  nursing  programs  to  increase  the  number  and 
types  of  registered  nurses  in  Texas,  support. 

• HB  2464  by  Rep  Jack  Harris,  R-Pearland  — the  Omnibus  Health  Care 
Coverage  Availability  Act,  encompassing  the  ad  hoc  committee’s  recom- 
mendations, support. 

• HB  2466  by  Rep  Harris  and  SB  777  by  Sen  Brooks  — appropriating  $2.5 
million  to  the  State  Board  of  Insurance  for  the  Texas  Health  Insurance  Risk 
Pool,  support. 

• HB  1255  by  Rep  Rob  Junell,  D-San  Angelo,  and  SB  644  by  Sen  Mike 
Moncrief,  D-Eort  Worth  — mandating  coverage  of  biologically  based 
mental  illnesses  under  group  health  insurance  programs,  support. 

• HB  1811  by  Rep  Gwyn  Clarkston  Shea,  R-Irving  — repealing  current  law 
that  requires  the  State  Board  of  Insurance  and  the  Texas  Commission  on 
Alcohol  and  Drug  Abuse  to  set  standards  for  reasonable  costs  for  chemi- 
cal dependency  treatment,  oppose. 

• HB  1950  by  Rep  A1  Granoff,  D-Dallas,  and  SB  38  by  Sen  Brooks  — cre- 
ating a Medicaid  Analysis  and  Cost  Control  Office,  support. 

• HB  2210  by  Rep  Curtis  Soileau,  D-Lumberton  — requiring  each  insurer 
to  submit  the  underwriting  standards  it  uses  for  health  insurance  policies 
to  the  State  Board  of  Insurance  for  approval,  support. 

• HB  2412  by  Rep  David  Counts,  D-Knox  City  — creating  a rural  hospital 
emergency  relief  fund  to  provide  supplemental  state  funding  to  keep  rural 
hospitals  in  operation,  support. 

• HB  1060  by  Rep  Debra  Danburg,  D-Houston  — allowing  hospitals  to 
grant  medical  staff  membership  to  chiropractors,  oppose. 

• HB  1339  by  Rep  Bill  Blackwood,  R-Mesquite  — exempting  persons  18 
years  of  age  or  older  who  have  completed  a motorcycle  operator  training 
and  safety  program  from  the  state’s  mandatory  helmet  use  law,  oppose. 
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Sexual  abuse  of  children  is  a perva- 
sive and  growing  problem,  which 
has  demanded  the  attention  of  sev- 
eral professional  groups.  Because 
most  children  never  reveal  the 
abuse,  understanding  the  psychody- 
namics involved  is  fundamental 
to  the  detection  of  these  victims. 
Physicians  should  be  aware  of  the 
masked  clinical  and  behavioral  indi- 
cators of  sexually  abused  children 
that  signal  the  need  for  further  ques- 
tioning. Through  appropriate  in- 
spection of  genitalia  and  anus  in 
routine  examination  of  the  child,  the 
physician  can  establish  rapport  and 
a foundation  of  trust  critical  for  dis- 
closure of  abuse.  The  history  the 
child  gives  is  the  most  important  ev- 
idence and  is  most  credible  when 
spontaneous,  consistent,  and  de- 
tailed. Physicians  must  report  any 
suspicion  of  child  abuse  to  the  Texas 
Department  of  Human  Services 
(TDHS)  andlor  law  enforcement 
agencies.  Finally,  physicians  can 
help  prevent  such  sexual  abuse  by 
providing  anticipatory  guidance  for 
parents  and  caretakers  of  children. 


Send  reprint  requests 
to  Dr  Kellogg,  Clinical 
Assistant  Professor, 
Department  of  Pedi- 
atrics, and  Medical  Di- 
rector, Child  and  Ado- 
lescent Sexual  Abuse 
Intervention  Services, 
The  University  of 
Texas  Health  Science 
Center,  7703  Floyd 
Curl  Drive,  San  Anto- 
nio, TX  78284-7808. 


Sexual  abuse  of  children 

Nancy  D.  Kellogg,  MD 


Statewide  statistics  of  children 
reported  for  possible  sexual 
abuse  over  a 5-year  period 
(1983-1988)  reveal  an  alarming  in- 
crease. The  number  of  cases  in- 
creased by  almost  4,000  during  this 
period,  culminating  in  a total  of 
1 1,336  children  younger  than  18 
years  reported  in  1988  (1).  Relative 
to  other  types  of  abuse,  the  percent- 
age of  cases  attributed  to  sexual 
abuse  increased  by  more  than  one 
and  one-half  times  during  these  5 
years.  We  do  not  know  how  many 
of  these  children  received  medical 
evaluations,  but  many  did  not. 

In  Bexar  County,  the  number  of 
children  receiving  medical  evalua- 
tions for  sexual  abuse  increased  by 
500%  from  1983  to  1988.  In  1988, 
720  children  younger  than  15  years 
were  evaluated  for  sexual  abuse 
within  the  Bexar  County  Hospital 
District.  This  dramatic  increase  in 
numbers  and  the  realization  that  an 
emergency  room  setting  was  not  sat- 
isfactory for  evaluation  of  such  a 
sensitive  issue  led  to  the  establish- 
ment of  the  Child  and  Adolescent 
Sexual  Abuse  Intervention  Services 
(CASIS)  in  September  1988.  In  this 
outpatient  clinic,  children  are  seen 
first  by  a social  worker,  who  pro- 
vides support  and  counseling  for  the 
child  and  the  family.  After  one  or 
two  counseling  visits,  the  child  is 
seen  by  a physician,  who  conducts 
an  investigative  interview  and  physi- 
cal examination  in  the  presence  of 
the  social  worker.  In  this  assuring 
and  familiar  environment,  most  chil- 
dren provide  detailed  and  informa- 
tive histories  and  undergo  the  exam- 
ination without  difficulty.  Working 
with  these  children  and  their  fami- 
lies has  revealed  many  complexities. 
The  purpose  of  this  paper  is  to  pro- 
vide an  overview  of  this  pervasive 
problem  and  to  offer  some  sugges- 


tions for  physicians  who  come  in 
contact  with  these  victims. 

In  the  past  10  years,  understand- 
ing of  the  sexual  abuse  of  children 
has  expanded  along  many  dimen- 
sions. The  perception  has  changed 
from  an  infrequently  reported,  in- 
conceivably horrendous  crime  to  a 
relatively  common  occurrence  af- 
fecting as  many  as  one  in  four 
female  children  (2).  This  impressive 
rise  in  incidence  is  attributed  pri- 
marily to  more  reporting  of  cases; 
however,  growing  abuse  of  drugs 
and  alcohol  has  contributed  to  in- 
creased incidence  of  all  kinds  of 
abuse.  Teachers,  school  nurses,  so- 
cial workers,  police  officers,  attor- 
neys, physicians,  psychologists,  and 
psychiatrists  represent  some  of  the 
disciplines  that  have  become  in- 
volved with  these  children  and  their 
families.  Caring  for  these  victims 
frequently  unveils  other  tragedies: 
dysfunctional  families,  teenage  preg- 
nancies, substance  and  alcohol 
abuse,  runaways,  suicide  attempts, 
and  acquired  immunodeficiency  syn- 
drome (AIDS). 

More  children  are  revealing  sexu- 
al abuse  primarily  as  a result  of 
heightened  community  awareness 
and  sensitivity  reflected  in  the  media 
and  in  school  programs.  For  some 
children,  these  programs  provide  in- 
sight as  they  realize  that  sexual 
abuse  is  not  normal  and  that  it  vio- 
lates their  rights.  Other  children 
learn  that  the  abuse  is  not  their  fault 
and  that  there  are  some  trustworthy 
adults  who  will  listen  and  believe 
them.  Occasionally,  children  will  re- 
veal abuse  after  seeing  a television 
program  about  AIDS.  They  realize 
that  they  may  have  AIDS  because 
they  have  been  sexually  abused.  Ter- 
rified of  dying,  they  seek  reassurance 
that  they  do  not  have  the  virus. 

Despite  such  enhanced  under- 
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I.  Fear  and  guilt:  traps  of  silence  in  childhood  sexual  abuse. 


Standing  and  support  from  the  com- 
munity, most  children  still  never  dis- 
close their  abuse.  One  retrospective 
survey  (3)  reports  that  38%  of  wo- 
men were  sexually  abused  prior  to 
age  18.  According  to  the  survey, 
only  2%  of  intrafamilial  and  6%  of 
extrafamilial  cases  of  sexual  abuse 
were  ever  reported.  Eighty-nine  per- 
cent of  the  victims  knew  the  perpe- 
trator. While  10%  to  15%  of  child 
victims  are  boys,  they  are  thought  to 
be  the  most  underreported  group  of 
victims.  When  children  do  disclose 
abuse,  the  average  time  from  the  be- 
ginning of  the  abuse  to  disclosure  is 
estimated  to  be  3 years  (4).  Child 
molesters  bind  their  victims  in  secre- 
cy for  many  years  — often,  forever. 

Traps  of  silence 

The  abusing  adult  or  adolescent  may 
use  several  tactics  to  initiate  and 
perpetuate  the  sexual  abuse  of  a 
child.  Most  abusers  are  molesters 
rather  than  rapists;  that  is,  they  use 
persuasion  rather  than  coercion  to 
approach  the  child  (5).  The  molester 
gains  access  through  deception  (“All 
Daddies  do  this  to  their  little  girls”), 
enticement  (“You’re  so  pretty  — 
let’s  play  a little  secret  game”),  and 
manipulation  (“I’ll  buy  you  that 
dress  you  liked  if  you  just  do  this”). 

On  the  other  hand,  the  rapist 
uses  verbal  and  physical  threats  to 
gain  access  to  the  victim.  Once  the 
abuse  has  been  initiated,  molesters 
and  rapists  often  perpetuate  it  with 
continuing  threats  and  by  inflicting 
feelings  of  guilt  on  the  child.  Many 
children  assume  a type  of  paradoxi- 
cal responsibility  as  they  are  told, 
“If  you  tell  Mommy,  she’ll  get  mad 
and  I’ll  have  to  go  to  jail.”  Some- 
times they  are  told  that  if  they  reveal 
the  abuse,  they’ll  be  taken  away  and 
put  in  a shelter.  Ironically,  these 


prophecies  many  times  prove  true, 
reinforcing  the  child’s  guilt.  This 
emotional  trap  is  well  described  by 
Roland  Summit  (6).  Alternatively, 
the  abuser  may  threaten  the 
nonabusing  parent  or  sibling  (“If 
you  tell  Mom,  I’ll  kill  your  little 
brother”).  Threatening  those  close 
to  the  child  is  often  more  effective 
because  the  victim’s  self-esteem  is 
usually  very  low. 

The  abuser  is  not  the  only  person 
who  can  bind  the  child  in  secrecy. 
Often  when  a child  discloses  abuse 
to  an  adult,  that  adult  will  become 
angry  or  express  disbelief.  These  re- 
actions will  often  cause  the  child  to 
again  become  locked  in  fear  and 
guilt.  As  a result,  many  children  re- 
cant their  histories.  If  the  child  dis- 
closes abuse  to  a supportive  adult, 
prognosis  for  psychological  recovery 
is  markedly  improved.  Fig  1 depicts 
these  relationships  among  child, 
abuser,  and  adult  to  whom  the  child 
discloses  the  abuse. 

Victim  responses 

Whether  children  are  coaxed  or  co- 
erced into  the  abusive  situation,  they 
must  reconcile  the  pain  and  guilt 
they  feel  with  the  continuing  pres- 
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sures  or  threats  by  the  abusing  adult. 
These  children  are  often  forced  to 
rely  on  coping  mechanisms  to  merely 
survive,  especially  if  the  abuse  con- 
tinues or  if  the  abuser  is  a family 
member.  Many  children  simply  block 
out  the  painful  event.  Frequently 
during  an  interview,  a child  will  de- 
scribe in  evocative  detail  incidents 
leading  right  up  to  the  moment  of 
the  actual  assault  and  then  say,  “I 
was  asleep  when  he  did  it.”  Playing 
possum  enables  the  children  to  men- 
tally escape  the  painful  event.  Other 
ways  of  coping  involve  aggression, 
allowing  children  to  project  the  pain 
they  experience  onto  other  objects  or 
people.  Some  children  regress  and 
may  suddenly  become  incontinent  of 
urine  or  feces.  Adolescents  may  be- 
come more  reclusive  or  escape  the 
experience  by  running  away,  using 
drugs,  or  attempting  suicide.  One 
adolescent  explained  why  she 
slashed  her  wrists:  “I  wanted  my 
stepfather  to  stop  the  abuse,  but  I 
knew  if  I told  there  would  just  be 
more  pain  and  suffering  in  my  fami- 
ly. I wanted  eternal  peace.” 

The  psychological  turmoil  of  the 
child  sometimes  results  in  physical 
symptoms.  In  a study  by  Seidel  et  al. 
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the  most  common  presenting  com- 
plaints were  abdominal  pain  and 
vaginal  symptoms  of  the  children 
who  did  present  with  symptoms  (7). 
Clinical  presentations  labeled  as 
“highly  suspicious”  for  sexual  abuse 
include  vulvovaginitis,  recurrent  uri- 
nary tract  infection,  masturbation, 
and  sexually  transmitted  diseases 
(8).  However,  only  a small  number 
of  sexually  abused  children  will  pre- 
sent with  these  complaints.  So  how 
does  a primary-care  physician  recog- 
nize a sexually  abused  child  or  help 
to  prevent  abuse? 

Role  of  the  physician 

Physical  examination 
A primary-care  physician  can  help 
sexually  abused  children  in  several 
specific  ways.  Incorporating  a visual 
inspection  of  the  genitalia  and  anus 
into  a child’s  routine  “head-to-toe” 
checkup  will  serve  three  purposes. 
First,  some  children  may  disclose  be- 
ing abused  when  they  realize  that 
you  may  discover  their  “secret.” 
Second,  such  an  examination  may 
elicit  questions  the  children  may 
have  about  who  may  see  or  touch 
their  genitalia.  The  physician  can 
use  this  opportunity  to  clarify  ap- 
propriate and  inappropriate  genital 
touching  for  the  children  and  to  ed- 
ucate them  about  certain  rights  they 
have  concerning  their  bodies.  This 
lays  a groundwork  of  trust  should 
the  child  need  to  disclose  abuse  at 
some  time.  Third,  inspection  of  the 
genitalia  and  anus  may  reveal  ab- 
normalities suggestive  of  sexual 
abuse.  Hymenal  tears,  vaginal  bleed- 
ing, sexually  transmitted  disease, 
and  anal  or  vaginal  submucosal 
hemorrhages  are  some  of  the  more 
evident  signs  of  sexual  abuse.  Most 
of  the  time,  however,  children  will 
not  present  with  acute  findings  of 


sexual  assault  because  children  typi- 
cally disclose  the  abuse  weeks  or 
months  from  the  most  recent  as- 
sault. In  many,  probably  most,  cases 
of  child  sexual  abuse,  no  physical 
evidence  will  appear.  Several  chil- 
dren will  show  more  subtle  signs, 
such  as  hymenal  thickening,  hy- 
menal remnants,  vestibular  fossa 
scarring,  and  irregular  anal  dilation. 
These  cases  should  be  referred  to  a 
medical  team  of  experts  for  child 
abuse,  if  possible. 

History 

The  controversial  nature  of  what 
constitutes  physical  evidence  of  sex- 
ual abuse  has  borne  out  one  impor- 
tant fact:  The  history  the  child  gives 
is  the  most  important  evidence.  Be- 
cause most  children  do  not  disclose 
their  abuse,  a physician  should  be- 
come aware  of  the  various  behav- 
ioral indicators  and  psychosomatic 
complaints  that  an  abused  child  may 
present.  Sudden  extreme  changes  in 
temperament,  to  aggressive  tenden- 
cies or  to  withdrawal,  signal  psycho- 
logical stress.  Explicit  sexual  “act- 
ing-out” is  the  only  behavior  that 
has  been  linked  specifically  to  sexual 
abuse  rather  than  to  other  kinds  of 
abuse.  In  addition  to  running  away 
and  making  suicide  gestures,  adoles- 
cents may  complain  of  persistent 
nonspecific  abdominal  or  chest  pain. 
While  most  of  these  behavioral 
changes  and  symptoms  are  non- 
specific for  sexual  abuse,  they  signal 
the  physician  that  more  questioning 
is  warranted. 

The  possibility  of  sexual  abuse 
should  be  approached  with  open- 
ended  questioning.  To  begin  with  a 
commentary  about  bad/good/secret 
touch  or  family  stresses  is  generally 
helpful,  depending  on  the  develop- 
mental level  of  the  child.  If  physi- 
cians or  parents  choose  to  ask  about 


“good,”  “bad,”  and  “secret”  touch- 
es, they  should  have  a clear  under- 
standing of  these  terms.  Physical 
abuse  as  a “bad  touch”  should  be  in- 
cluded because  many  sexually 
abused  children  are  subject  to  this 
type  of  abuse  as  well.  An  excellent 
reference  for  professionals  and  chil- 
dren is  Jan  Hindman’s  A Very 
Touching  Book.  Another  approach 
would  be  for  the  physician  to  say, 
“Sometimes  boys  and  girls  talk  to 
me  about  things  or  touches  that  have 
made  them  feel  uncomfortable.  This 
happens  to  lots  of  children.  Has  any- 
thing like  this  happened  to  you?”  It 
is  important  to  be  vague  so  the  child 
volunteers  information  spontaneous- 
ly. Furthermore,  most  children  who 
have  been  abused  sexually  know  ex- 
actly what  you  mean  by  an  “uncom- 
fortable” or  “secret”  touch.  For 
some  children  the  touch  is  pleasur- 
able, so  the  physician  should  ac- 
knowledge this  to  help  alleviate 
guilt.  Once  the  child  has  sponta- 
neously admitted  to  being  abused, 
the  physician  can  proceed  to  more 
direct  questions  to  elicit  details. 

Management 

The  most  crucial  and  immediate 
question  is  whether  children  will  be 
safe  from  abuse  if  they  return  home. 
If  any  doubt  exists  about  a child’s 
safety,  the  Texas  Department  of  Hu- 
man Services  (TDHS)  should  be  con- 
tacted immediately  to  obtain  tempo- 
rary custody  of  the  child.  Regardless 
of  whether  the  child  is  in  immediate 
danger  or  not,  a physician  can  and 
must  report  any  suspicion  of  child 
abuse  to  TDHS  in  accordance  with 
the  Texas  Family  Code,  Section 
34.01.  The  physician  is  not  responsi- 
ble for  “proving”  a child  has  been 
abused  or  for  providing  a suspect; 
these  responsibilities  are  the  domain 
of  TDHS  and  law  enforcement  agen- 
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cies.  The  child  should  be  referred  to  a 
medical  team  with  expertise  in  child 
abuse  for  an  investigative  interview 
and  examination,  if  such  a team  is 
available.  The  physician  should  in- 
form the  parents  and  caretakers  that 
they  must  report  the  injury  or  outcry 
made  by  the  child.  The  physician 
should  be  nonaccusatory  and  should 
tell  them  that  the  law  requires  a re- 
port. That  the  safety  and  well-being 
of  their  child  is  the  foremost  concern 
should  be  emphasized. 

Anticipatory  guidance 
Finally,  a physician  can  provide  some 
anticipatory  guidance  for  parents, 
teachers,  and  other  caretakers.  These 
adults  should  talk  with  their  children 
about  the  different  kinds  of  touches 
and  “private  parts.”  Parents  should 
explain  that  a “bad  or  secret  touch” 
may  come  from  someone  whom  the 
children  know  and  trust.  Children 
should  be  encouraged  to  tell  other 
adults  — relatives,  teachers,  or  doc- 
tors — because  a child  alone  cannot 
stop  the  abuse  and  by  telling  may  be 
able  to  prevent  further  abuse  to  other 
children.  Above  all,  children  must 
know  the  abuse  is  not  their  fault  de- 
spite the  numerous  ways  an  abuser 
may  attempt  to  shift  responsibility 
onto  a child.  Parents  must  realize 
that  most  children  tell  other  adults  or 
children  about  the  abuse  because 
they  wish  to  protect  their  parents 
from  the  emotional  trauma. 

Conclusions 

Childhood  sexual  abuse  is  a hidden 
epidemic.  Many  children  never  dis- 
close the  abuse  and  instead  employ 
effective  coping  mechanisms,  which 
enable  them  to  accommodate  the 
painful  events  and  conflicting  emo- 
tions. Because  some  victims  may 
present  in  a doctor’s  office  with  non- 


specific physical  complaints,  physi- 
cians can  become  important  allies 
and  confidants  for  these  children.  A 
combination  of  careful  routine  ex- 
amination of  the  genitals,  sensitivity 
to  the  masked  clinical  presentations 
of  such  children,  prompt  reporting 
of  suspected  abuse  to  TDHS,  and 
parental  anticipatory  guidance  can 
go  a long  way  towards  improving 
the  detection  and  prevention  of  sex- 
ual abuse  in  children. 
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During  1988,  80%  of  women  in  the 
Special  Supplemental  Food  Program 
for  Women,  Infants,  and  Children 
(WIC)  in  Texas  enrolled  in  the  pro- 
gram after  the  first  trimester  of  preg- 
nancy. Infants  born  to  these  women 
displayed  higher  rates  of  loiv  birth 
weight  than  those  born  to  women 
who  entered  WIC  during  their  first 
trimester.  Infants  born  to  women 
wbo  enrolled  in  WIC  during  the  sec- 
ond trimester  had  higher  birth 
weights  than  those  born  to  women 
who  waited  until  the  third  trimester 
to  enter  WIC.  If  the  trimester  of 
WIC  enrollment  for  Texas  is  adjust- 
ed with  use  of  an  unweighted  na- 
tional sample,  more  women  would 
have  enrolled  during  the  first  two 
trimesters  of  pregnancy  and  362 
feiver  babies  with  low  birth  weight 
would  have  been  delivered  by  WIC 
enrollees  during  1988.  Efforts 
should  be  made  to  encourage  early 
enrollment  in  WIC  — and  prenatal 
care  — for  women  at  high  risk  for 
delivering  low  birth  weight  infants. 


Send  reprint  requests 
to  Dr  Samuels,  Direc- 
tor, Community  Health 
Services,  Texas  Depart- 
ment of  Health,  1100 
West  49th  Street, 
Austin,  TX  78756. 


How  trimester  of  entry  into  prenatal 
food  program  affects  birth  weight 

Barbara  N.  Samuels,  MD,  MPH 


Early  entry  into  prenatal  care  is 
associated  with  improved 
birth  weight  distribution. 
Whether  a similar  relationship  exists 
with  early  enrollment  into  the  Spe- 
cial Supplemental  Food  Program  for 
Women,  Infants,  and  Children 
(WIC)  is  not  as  clear.  Several  investi- 
gators reported  improved  mean  birth 
weight  and/or  decreased  low  birth 
weight  (<2,500  g)  rates  for  infants  of 
WIC  participants  compared  to  those 
of  non-WIC  participants  in  their 
state  WIC  programs  (1-6);  in  several 
of  these  studies,  however,  the  im- 
provement in  birth  weight  occurred 
only  when  women  utilized  WIC  ser- 
vices for  a prolonged  period,  eg,  6 
months,  during  their  pregnancy 
(1-4).  On  the  other  hand,  some  in- 
vestigators either  could  not  find  a 
statistically  significant  relationship 
between  WIC  and  birth  weight  (7,8) 
or  found  an  association  between 
WIC  and  higher  birth  weights  only 
for  specific  high  risk  groups,  such  as 
smokers  enrolled  in  WIC  compared 
to  smokers  who  were  not  enrolled  in 
WIC  (8).  Higher  birth  weight  was 
associated  with  utilization  of  WIC 
services  in  the  historical,  but  not  in 
the  contemporary,  study  of  the  na- 
tional WIC  evaluation  (9,10). 

Prenatal  care  and  WIC  were 
found  to  be  the  two  most  cost-effec- 
tive interventions  for  reducing  low 
birth  weight,  especially  among 
blacks,  in  an  economic  evaluation  of 
strategies  for  reducing  infant  mortal- 
ity (11).  Not  surprisingly,  there  ap- 
pears to  be  a relationship  between 
WIC  enrollment  and  the  use  of  pre- 
natal care  services.  This  relationship 
includes  a higher  percentage  of  first 
trimester  enrollment  into  prenatal 
care,  higher  percentages  of  adequate 
prenatal  care,  and  lower  percentages 
of  inadequate  prenatal  care  among 
WIC  prenatal  clients  versus  non- 


WIC  prenatal  clients  (3,6,9,10,12). 

As  part  of  a preliminary  examina- 
tion of  the  effect  of  WIC  on  preg- 
nancy outcomes  in  Texas,  a descrip- 
tive analysis  of  the  relationship 
between  birth  weight  and  timing  of 
WIC  enrollment  was  performed  for  a 
subgroup  of  pregnant  Texas  women 
entering  WIC  during  1988.  This  sub- 
group consisted  of  women  receiving 
both  prenatal  and  postnatal  WIC 
services  during  1988,  or  62.4%  of 
the  57,040  pregnant  women  enrolled 
in  WIC.  Birth  weights  were  not 
available  for  the  infants  of  any  other 
prenatal  WIC  clients. 

Methods 

Birth  weight  data  for  WIC  enrollees 
during  1988  were  provided  by  the 
WIC  office,  Texas  Department  of 
Health,  Austin,  Tex.  The  data  were 
aggregated  by  pregnancy  trimester 
at  enrollment  (first,  second,  or  third) 
for  birth  weight  categories  of  <2,500 
g,  2,500-4,499  g,  and  >4,500  g. 
Birth  weight  rates  were  calculated 
for  each  trimester  of  WIC  enroll- 
ment and  for  the  overall  WIC  popu- 
lation using  this  formula: 


# infants  in  birth  weight  category 
born  to  mothers  enrolling  during 
specific  trimester 

X 100 

# infants  born  to  mothers  enrolling  in 
WIC  during  that  trimester 

Because  the  reference  population 
for  birth  weight-related  rates  is  100 
live  births,  these  are  not  rates  in  a 
strict  epidemiologic  sense  but  rather 
percentages.  The  author  will  use  the 
term  “birth  weight  rate”  for  these 
calculations  in  accordance  with 
standard  acceptable  maternal  and 
child  health  practice. 
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1.  Enrollment 
Texas,  1988. 

in  WIC  by  trimester. 

Trimester 

No.  (%) 

First 

7,146  (20.0) 

Second 

16,080  (45.2) 

Third 

12,373  (34.8) 

Total 

35,599 

A hypothetical  WIC  distribution 
for  Texas  was  used  to  show  the  ef- 
fect of  earlier  WIC  enrollment  on 
birth  weight.  The  distribution  was 
determined  by  applying  the  percent- 
age distribution  from  a published 
national  sample  (13)  to  the  Texas 
WIC  numbers  for  1988.  Birth 
weight  rates  for  this  hypothetical 
population  were  calculated  using  a 
direct  adjustment  technique.  Birth 
weight  rates  from  the  original  data 
for  WIC  enrollment  in  Texas  during 
1988  were  applied  to  the  hypotheti- 
cal distribution,  yielding  an  expected 
number  of  births  for  each  weight 
category.  A new  birth  weight  rate 
was  computed  by  using  the  above 
formula.  An  example  is  shown  in 
the  Appendix. 

Results 

Only  one-fifth  of  the  1988  WIC  par- 
ticipants in  Texas  enrolled  during 
their  first  trimester  of  pregnancy;  al- 
most one-half  enrolled  during  the 
second  trimester;  and  one-third,  dur- 
ing the  third  trimester  (Fig  1). 

Women  who  entered  WIC  during 
the  first  trimester  of  pregnancy  had 
a smaller  percentage  of  babies  with 
low  birth  weight  (<2,500  g)  and  a 
higher  percentage  of  babies  with 
normal  birth  weight  (2,500-4,499  g) 
and  heavy  birth  weight  (>4,500  g) 
than  did  women  who  entered  WIC 
during  later  trimesters  (Fig  2).  Wom- 
en entering  WIC  during  the  second 
trimester  displayed  better  patterns  of 
birth  weight  distribution  than  did 
women  who  entered  during  the  third 
trimester.  Overall,  the  low  birth 
weight  rate  for  WIC  participants 
was  9.8  low  weight  births  per  100 
live  births,  compared  to  6.8  per  100 
live  births  for  all  infants  born  in 
Texas  during  1988. 


Discussion 

As  expected,  the  low  birth  weight 
rate  (LBWR)  for  WIC  enrollees  was 
higher  than  the  overall  state  LBWR 
because  WIC  users  are  at  greater  risk 
for  babies  with  low  birth  weight 
than  are  Texas  women  as  a whole. 
Within  the  program,  the  earlier  the 
trimester  of  enrollment,  the  more  fa- 
vorable the  birth  weight  distribution. 

During  1988,  pregnant  women  in 
Texas  enrolled  in  WIC  later  than  did 
women  in  some  WIC  programs  eval- 
uated in  the  literature  (2,4,13).  Ad- 
justing the  1988  data  for  WIC  in 
Texas  by  an  unweighted  national 
sample  (13)  increased  WIC  enroll- 
ment for  the  first  and  second 
trimesters  (Fig  3).  If  other  factors  re- 
mained constant,  the  new  distribu- 
tion of  WIC  enrollment  would  have 
decreased  the  LBWR  for  infants 
born  to  WIC  mothers  during  1988 
to  8.8  per  100  live  births:  one  less 
low  birth  weight  baby  per  100  live 


births,  or,  approximately  362  fewer 
low  birth  weight  babies  born  to 
WIC  prenatal  clients  than  actually 
occurred  in  1988  (Fig  4). 

Conclusions 

The  analysis  in  this  article  suggests  a 
relationship  in  Texas  between  early 
enrollment  in  WIC  and  higher  infant 
birth  weight.  This  relationship  is 
complex  and  does  not  occur  inde- 
pendently of  prenatal  care  and  other 
determinants  of  pregnancy  outcome, 
such  as  maternal  age,  ethnicity,  ade- 
quacy of  prenatal  care,  and  maternal 
weight  gain.  Nevertheless,  this  exer- 
cise suggests  that  birth  weight  can 
be  improved  (for  whatever  reasons) 
by  increasing  the  number  of  women 
who  enroll  in  WIC  during  the  first 
trimester  (or  the  first  two 
trimesters),  even  if  the  total  number 
of  women  receiving  prenatal  WIC 
benefits  remains  constant.  This  mes- 
sage needs  to  reach  women  of  child- 


2.  Birth  weight  rates  per  100  live  births  by  trimester  of  enrollment  in  WIC,  Texas,  1988. 


Trimester 

Birth  Weight 

<2,500  g 

2,500^,499  g 

>4,500  g 

First 

6.0 

92.0 

2.1 

Second 

9.1 

89.2 

1.7 

Third 

13.1 

85.7 

1.2 

Total 

9.8 

88.6 

1.6 

3.  Hypothetical  shift  in 

WIC  enrollment. 

Trimester 

First 

Second 

Third 

Actual 

7,146 

16,080 

12,373 

New  % 

31.6 

51.8 

16.6 

New  distribution 

11,249 

18,440 

5,909 
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4.  Birth  weight  rate  per  100  live  births  by  shifted  WIC  enrollment. 


Birth  Weight 

<2,500  g 

2,500-1,499  g 

>4,500  g 

Actual 

9.8 

88.6 

1.6 

Hypothetical 

8.8 

89.5 

1.7 

bearing  age  who  are  eligible  for 
WIC  and  those  health  professionals 
in  both  the  public  and  private  sec- 
tors who  care  for  these  women. 
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Appendix 


The  birth  weight  rate  for  the  <2, 500-gram  category  based  upon  the  hypothetical  WIC 
distribution  is  calculated  as  follows: 


Trimester 

No.  of  Women 

Enrolled 

(Hypothetical) 

Original 

Birth  Weight  Rate 
(<2,500  g) 

Expected  No.  of 

Infants  Weighing 
<2,500  g 

First 

11,249 

6.0/100  live  births 

675 

Second 

18,440 

9.1/100  live  births 

1,678 

Third 

5,909 

13.1/100  live  births 

774 

Total 

35,598 

3,127 

Hypothetical  birth  weight  rate  for  less  than  2,500  grams: 

3,127 

X 100  = 8.8/100  live  births 

35,598 

The  same  calculations  were  applied  to  the  other  birth  weight  categories. 
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Hemophilia  is  an  inherited  coagula- 
tion disease  that  affects  approxi- 
mately 1 in  5,000  to  10,000  males 
worldwide.  Chronic  joint  disease 
and  other  long-term  complications 
of  recurrent  bleeding  persist  in  pa- 
tients with  hemophilia  despite  im- 
proved and  more  available  clotting 
protein  concentrates.  The  best  care 
can  be  provided  to  patients  ivho  are 
followed  regularly  in  specialized 
treatment  centers.  Services  of  every 
“comprehensive”  hemophilia  treat- 
ment center  (HTC)  have  expanded 
since  previous  treatment  with  clot- 
ting factor  concentrates  infected 
many  hemophilics  with  the  human 
immunodeficiency  virus  (HIV). 
Each  HTC  offers  therapeutic,  edu- 
cational, and  counseling  expertise  in 
care  for  the  complications  of  HIV.  A 
nationwide  network  of  specialists 
now  provides  care  for  patients  with 
hemophilia  and  related  congenital 
abnormalities.  In  Region  VI  (Texas, 
Oklahoma,  and  Arkansas),  the 
treatment  centers  and  their  affiliates 
provide  medical,  psychosocial,  or- 
thopedic/physical therapy,  dental, 
and  case  management  services.  Ex- 
tramural funded  research  programs 
provide  care  and  laboratory  testing 
at  no  cost  to  individual  subjects. 
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Hemophilias  A and  B are  rare 
hereditary  deficiencies  of 
clotting  proteins  that  affect 
approximately  1 in  5,000  to  10,000 
males  worldwide.  Chronic  joint  dis- 
ease and  other  long-term  complica- 
tions from  recurrent  bleeding  persist 
in  patients  with  hemophilia  despite 
marked  improvement  and  greater 
availability  of  clotting  factor  con- 
centrates. Experience  has  demon- 
strated that  the  best  care  can  be  giv- 
en to  those  hemophilia  patients  who 
are  followed  regularly  in  specialized 
treatment  centers.  Because  many  pri- 
mary-care physicians  may  treat  only 
one  patient  with  this  disorder,  it  is 
often  difficult  for  them  to  stay 
abreast  of  the  latest  therapy.  There- 
fore, specialized  hemophilia  treat- 
ment centers  have  been  established 
to  provide  care  in  addition  to  (not  as 
a replacement  for)  the  treatment 
provided  by  the  patient’s  own  pri- 
mary-care physician.  Recently,  the 
role  of  each  specialized  or  “compre- 
hensive” hemophilia  treatment  cen- 
ter (HTC)  has  expanded  since  many 
hemophilic  patients  became  infected 
with  the  human  immunodeficiency 
virus  (HIV)  by  the  clotting  factor 
concentrates  used  to  treat  bleeding 
episodes.  Expertise  in  care  for  the 
complications  of  HIV  is  yet  another 
resource  that  the  HTC  can  offer  to 
the  hemophilic  patient  and  his  pri- 
mary-care physician. 

Since  the  mid-70s,  comprehensive 
care  for  patients  with  hemophilia 
has  been  fostered  in  the  United 
States  by  the  Department  of  Health 
and  Human  Services/Bureau  of  Ma- 
ternal and  Child  Health  (BMCH)  as 
a model  for  treating  patients  with 
chronic  and  genetic  diseases.  A 
mechanism  of  specialized  funding 
has  permitted  the  development  of  a 
nationwide  network  of  medical  and 
psychosocial  specialists  to  provide 
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continuous  care  for  patients  with 
hemophilia  and  related  congenital 
abnormalities.  Under  BMCH  aus- 
pices, a network  of  treatment  cen- 
ters has  been  established  in  each  of 
the  10  US  Department  of  Public 
Health  regions.  Each  HTC  is  expect- 
ed to  provide  medical,  psychosocial, 
orthopedic/physical  therapy,  dental, 
and  case  management  services  to  pa- 
tients with  inherited  coagulation 
problems.  Each  HTC  and  its  associ- 
ated satellite  clinics  are  responsible 
for  providing  services  to  a large  geo- 
graphic area. 

A consistent  sharing  of  resources 
and  responsibilities  among  the  blood 
coagulation  experts  (including  both 
pediatric  and  adult  hematologists) 
who  serve  as  center  or  clinic  directors 
is  intrinsic  in  this  regionwide  effort. 
As  noted  above,  each  HTC  within  a 
Public  Health  Region  has  accepted 
the  responsibility  for  assisting  with 
or  supervising  the  care  of  all 
hemophilic  patients  in  the  entire 
area.  The  sharing  of  expertise,  re- 
sources, and  educational  programs 
among  the  health  care  professionals 
within  all  centers  is,  therefore,  ad- 
vantageous. Eor  example,  to  mini- 
mize duplication  of  costly  services, 
sophisticated  and  expensive  laborato- 
ry testing  (eg,  carrier  testing  and  pre- 
natal diagnosis)  may  be  centralized  in 
one  HTC  to  serve  all  centers  within  a 
region.  Similarly,  a health  profession- 
al in  one  HTC  may  develop  an  edu- 
cational or  research  program  that  is 
widely  adaptable  to  all  the  centers  in 
the  region.  Einally,  regional  funding 
for  hemophilia  care  ensures  commu- 
nication between  all  HTC  staff 
throughout  the  entire  region. 

In  recent  years,  a second  respon- 
sibility of  equal  or  greater  impor- 
tance has  fallen  to  the  regional  com- 
prehensive network.  A majority  of 
men  and  boys  with  hemophilia  in 
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1.  Region  VI  Comprehensive  Hemophilia  Care  Network  geographic  regionalization. 


the  United  States  were  infected  with 
HIV  between  1979  and  1984  as  a 
result  of  their  use  of  contaminated 
clotting  factor  concentrates  prepared 
from  human  plasma.  In  this  country, 
more  than  10,000  patients  with 
hemophilia  are  HIV-seropositive, 
and  AIDS  has  now  become  their 
most  common  cause  of  death.  To 
address  this  problem,  each  HTC  be- 
came a therapeutic,  educational,  and 
counseling  center  for  HIV-related 
complications.  Accordingly,  nation- 
al, regional,  and  local  components 
of  the  comprehensive  hemophilia 
network  have  had  to  significantly 
broaden  their  therapeutic  mandate 
to  include  counseling  to  reduce  the 
risk  of  infection  with  HIV  for  the 
hemophilic  patient  and  for  his  sexu- 
al partner(s).  This  educational  effort 
includes  promoting  “safer  sex”  tech- 
niques, particularly  condom  use.  Be- 
cause 10%  to  20%  of  the  wives  of 
hemophilics  are  already  infected 
with  HIV,  an  aggressive  yet  sensitive 
program  is  being  undertaken  by 
HTCs  in  an  attempt  to  forestall  fu- 
ture infections  of  wives  and  other 
sex  partners.  The  US  Centers  for 
Disease  Control  has  joined  with 
BMCH  to  develop  and  to  promote 
an  innovative  and  effective  program 


of  risk  reduction  for  hemophilics  in- 
fected with  HIV.  During  the  past  10 
years,  this  national  program  has 
been  implemented  by  providers  of 
hemophilia  care  in  Texas,  Arkansas, 
and  Oklahoma  (PHS  Regions  VI). 

The  Region  VI  Network  consists 
of  five  Comprehensive  Hemophilia 
Treatment  Centers  (located  in  Dal- 
las, Houston,  Little  Rock,  Okla- 
homa City,  and  San  Antonio)  and 
four  satellite  clinics  in  El  Paso,  Fort 
Worth,  Galveston,  and  McAllen 
(Fig  1).  Because  Texas  is  so  large, 
identifying  and  providing  every 
hemophilic  with  comprehensive  clin- 
ical services  becomes  a significant  lo- 
gistical undertaking.  Superimposed 
on  this  is  the  necessity  for  counsel- 
ing and  education  to  reduce  the  risk 
of  infection  with  HIV  for  the 
hemophilic  patient  and  for  his  sex 
partner(s).  Sharing  of  resources  and 
personnel  among  regional  centers 
and  satellite  clinics  becomes  essen- 
tial to  deal  with  the  additional  prob- 
lems created  by  this  new  obligation. 
One  example  of  expanding  services 
in  Region  VI  was  a cooperative  ven- 
ture during  1990  between  the  Dallas 
and  Oklahoma  centers  to  bring  cou- 
ples (hemophilics  and  their  sexual 
partners)  together  at  Lake  Texoma 


for  a weekend  retreat.  Its  purpose 
was  to  create  a forum  for  education 
about  intimate  issues  related  to  in- 
fection with  HIV  when  one  partner 
is  at  risk  or  known  to  be  infected. 
Participants  were  drawn  from  both 
states;  and  the  chief  organizers  and 
facilitators,  who  work  in  the  two 
centers,  were  experts  in  HIV  risk  re- 
duction and  human  sexuality. 

Another  example  of  sharing  ex- 
pertise is  a program  in  the  Houston 
HTC  for  educating  local  high 
school  students.  This  program  was 
developed  conjointly  by  the  AIDS 
educator  from  the  HTC  and  by  vol- 
unteer educational  experts  from  the 
Houston  AIDS  Foundation.  Like- 
wise, a comprehensive  AIDS  educa- 
tion program  for  adolescents  in  high 
school  has  been  developed  by  the 
HTC  psychology  team  at  the  Uni- 
versity of  Oklahoma.  This  program 
is  also  designed  to  exploit  existing 
community  expertise  in  codesigning 
an  educational  presentation  for  ado- 
lescents, whose  resistance  to  behav- 
ior modification  is  legendary.  In  the 
San  Antonio  HTC,  specialized  pro- 
gram materials  for  bilingual  chil- 
dren and  adults  have  been  devel- 
oped for  instruction  both  in 
hemophilia  and  in  AIDS;  these  ma- 
terials have  served  as  models  for 
HTCs  throughout  the  United  States. 

A major  constraint  on  the  provi- 
sion of  comprehensive  care  for 
hemophilics  and  on  evaluation,  edu- 
cation, and  counseling  for  risk  re- 
duction of  infection  with  HIV,  is 
clearly  fiscal.  Even  though  each 
HTC  receives  funding  from  BMCH 
to  support  its  activities,  ambitious 
multidisciplinary  efforts  (particular- 
ly with  the  expanded  HIV-related  re- 
sponsibilities) are  extremely  labor 
intensive.  Further,  the  costs  of  moni- 
toring that  is  essential  for  risk-re- 
duction activities  (eg,  laboratory 
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testing  for  HIV  in  hemophilics  and 
their  sexual  partners)  must  be  pro- 
vided to  individuals  who  may  have 
no  third-party  reimbursement.  Each 
HTC  in  Region  VI  participates  in 
extramural  funded  research  pro- 
grams, many  of  which  provide  care 
and  laboratory  testing  at  no  cost  to 
the  subjects.  Though  participation  is 
purely  voluntary,  these  research  pro- 
tocols permit  intensive  evaluation 
that  would  otherwise  be  too  costly 
for  the  individuals.  Annual  health 
care  for  a patient  with  hemophilia 
(exclusive  of  any  HIV-related  dis- 
ease) typically  costs  from  $50,000  to 
more  than  $100,000.  The  extraordi- 
narily high  price  of  clotting  factor 
concentrates  makes  hemophilia  the 
costliest  of  chronic  diseases  — even 
before  the  costs  of  treating  infection 
with  HIV  are  added. 

Examples  of  research  being  con- 
ducted within  the  region’s  HTC  net- 
work include  multi-center  assess- 
ment of  the  natural  history  of 
hemophilic  hepatitis,  impact  of  HIV 
on  the  growth  and  development  of 
hemophilic  children,  dental  interven- 
tion for  HIV-related  gingivitis,  and 
clinical  trials  with  antiretroviral 
drugs  such  as  azidothymidine  (AZT) 
and  di-deoxycytidine  (ddl)  for 
hemophilics  infected  with  HIV.  The 
centers  are  developing  closer  link- 
ages among  these  research  activities 
so  that  early  and  intensive  therapy 
for  every  aspect  of  a hemophilic’s 
clinical  needs  may  be  met  expedi- 
tiously and  without  regard  to  ability 
to  pay.  In  these  days  of  rising  costs 
and  parallel  cuts  in  spending  by  gov- 
ernmental and  private  sectors,  inno- 
vative programs  to  meet  health 
needs  are  required. 

In  response,  the  providers  of  care 
for  patients  with  hemophilia  have 
adapted  their  services  to  meet  the 
needs  of  a catastrophic  epidemic. 


This  expansion  has  required  public 
health  expertise,  where  private  health 
expertise  had  previously  sufficed,  and 
has  resulted  in  a busy  clinical  pro- 
gram for  patients  with  clotting  prob- 
lems who  are  becoming  overwhelmed 
by  the  severe  clinical  and  psychologi- 
cal manifestations  of  infection  with 
HIV.  The  change  has  come  quickly 
and  adaptation  has  been  difficult.  By 
utilizing  and  expanding  the  chronic 
health  care  model  that  was  already  in 
place,  centers  continue  to  strive  to 
live  up  to  their  designations  as  “spe- 


cial projects  of  regional  and  national 
significance.” 

In  summary,  hemophilia  treat- 
ment centers  offer  specialized  diag- 
nostic and  therapeutic  services  to  the 
hemophilic  and  are  partners  with  his 
physician  in  providing  for  his  overall 
care.  Patients  with  hemophilia  and 
their  primary-care  physicians  may 
gain  access  to  the  services  of  a HTC 
or  satellite  clinic  in  Texas,  Arkansas, 
or  Oklahoma  (Public  Health  Service 
Region  VI)  by  calling  or  writing  one 
of  the  centers  listed  below: 


Gulf  States  Hemophilia  Center 
Department  of  Pediatrics 
PO  Box  20708 
Houston,  TX  77225 
(713)  792-5321 

Medical  Director:  W.  Keith  Hoots,  MD 

North  Texas  Comprehensive  Hemophilia 
Center 

Children’s  Medical  Center 
Hematology/Oncology  Clinic 
1935  Motor  Street 
Dallas,  TX  75235 
(214)  920-2382 

Medical  Director:  George  R.  Buchanan,  MD 

South  Texas  Comprehensive 
Hemophilia  Center 

Santa  Rosa  Children’s  Hospital,  8th  Floor 
519  W Houston  Street 
San  Antonio,  TX  78207 
(512)  228-2191 

Medical  Director:  Richard  T.  Parmley,  MD 


Arkansas  Hemophilia  Center 
Arkansas  Children’s  Hospital 
800  Marshall  Street 
Little  Rock,  AR  72202 
(501)  370-1495 

Medical  Director:  Morris  Kletzel,  MD 

Oklahoma  Comprehensive  Hemophilia 
Center 

Oklahoma  Medical  Center 
940  NE  13th  Street 
Oklahoma  City,  OK  73104 
(405) 271-3661 

Medical  Director:  Charles  L.  Sexauer,  MD 
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In  most  instances,  brain  death  is  es- 
tablished on  the  basis  of  straightfor- 
ward clinical  findings  in  adult  pa- 
tients having  suffered  head  trauma 
or  cerebral  hemorrhage.  In  excep- 
tional instances,  including  infants  or 
adults  having  the  neurologic  criteria 
with  a backdrop  other  than  trauma 
or  hemorrhage,  or  who  are  being 
treated  with  barbiturate  coma,  a 
different  diagnostic  procedure  is 
necessary.  Various  considerations  in 
brain  death  diagnosis  in  these  excep- 
tional circumstances  are  listed,  with 
an  update  of  ancillary  diagnostic 
procedures.  Reasons  for  avoiding 
unnecessary  delays  of  diagnosis  are 
underscored. 


(Presented  to  Texas  Association  of 
Neurological  Surgeons,  Texas  Medi- 
cal Association,  May  12,  1990.) 


Send  reprint  requests 
to  Dr  Hardy,  Presi- 
dent, Texas  Associa- 
tion of  Neurological 
Surgeons,  7711  Louis 
Pasteur,  Suite  502,  San 
Antonio,  TX  78229. 


Updated  definition  of  brain  death  in  Texas 

Robert  C.  Hardy,  MD 


When  does  a person  die? 

For  many  centuries  we  de- 
termined death,  the  end 
state  of  life,  by  the  traditional  signs 
of  unresponsiveness  and  the  cessa- 
tion of  respiration  and  heart  beat. 
During  the  18th  century,  horror  sto- 
ries were  circulated  widely  about 
people  who  were  mistakenly  buried 
alive;  attempts  to  prevent  premature 
burial  included  delayed  burial  and 
guarding  of  cemeteries  to  watch  and 
listen  for  signs  of  life  in  the  newly 
buried.  Development  of  the  stetho- 
scope in  the  mid- 19th  century  and 
of  the  electrocardiogram  in  the  mid- 
20th  century  added  significant  reas- 
surances to  physicians  defining  the 
line  that  separated  life  from  death. 
Thus,  until  quite  recently,  the  diag- 
nosis of  death  was  relatively  simple 
and  was  based  upon  the  cessation  of 
respiration  and  circulation.  When 
patients  were  noted  to  no  longer 
breathe  and  when  their  hearts  be- 
came inaudible,  they  were  pro- 
nounced dead.  Medical  books  and 
laymen’s  dictionaries  defined  death 
in  these  terms.  The  law  went  along 
with  that  concept  of  death  for  it  had 
no  reason  to  do  otherwise.  Life,  in 
its  natural  form,  stopped. 

The  concept  of  brain  death 

With  the  steady  technological  ad- 
vancements of  cardiorespiratory 
support  that  became  widespread  by 
the  late  1950s  and  with  the  progres- 
sive advances  in  resuscitation  and 
intensive  care,  some  of  the  body’s  vi- 
tal functions  were  taken  over  and 
maintained  by  machines.  The  defini- 
tion of  death  was  changed  to  include 
brain  death.  With  this  new  defini- 
tion, a breathing,  heart-beating  indi- 
vidual could  in  fact  be  dead.  Brain 
death  does  not  occur  naturally.  It  is 
created  by  doctors  from  therapeutic 


technology.  Many  patients  who  in 
the  past  would  have  died  rapidly  can 
now  have  their  cardiopulmonary 
functions  supported  for  many 
weeks.  Some  of  these  techniques  are 
justified.  Recovery  may  occur  with 
improved  oxygenation  associated 
with  restored  ventilation,  often  with 
relief  of  intracranial  pressure  by 
medical  or  surgical  means.  Some  pa- 
tients of  course  are  left  with  varying 
degrees  of  disability.  On  the  other 
hand,  many  resuscitated  patients 
may  remain  for  days  in  apneic  coma 
before  their  hearts  stop.  They  are 
the  brain  dead.  The  concept  of  brain 
death,  generally  accepted  by  doc- 
tors, lawyers,  and  theologians,  is  be- 
coming accepted  increasingly  by  so- 
ciety at  large.  Irreversible  functional 
death  of  the  brain  stem  and  total 
brain  death  always  are  followed  by 
cessation  of  the  heart  beat,  usually 
within  hours  or  days.  Death  has  not 
been  redefined,  but  the  criteria  by 
which  death  can  be  identified  has 
been  altered.  Fulfillment  of  these  es- 
sentially pragmatic  criteria  leads  in- 
evitably to  the  death  of  all  cells  in 
the  body,  regardless  of  how  long 
supportive  measures  are  continued. 

The  main  concern  is  that  a false 
diagnosis  of  brain  death  might  be 
made  in  a patient  who  would  survive 
with  continuing  mechanical  ventila- 
tion and  supportive  medical  care. 
This  concern  has  been  the  focus  of  in- 
tensive, worldwide  study  to  define 
clearly  and  unequivocally  criteria  for 
establishing  brain  death.  In  1968,  the 
Ad  Hoc  Committee  of  the  Harvard 
Medical  School  published  the  first 
formal  criteria  for  diagnosis  of  brain 
death  (1).  The  Harvard  criteria  have 
undergone  many  modifications  and 
the  most  generally  accepted  has  been 
provided  by  the  President’s  Commis- 
sion for  the  Study  of  Ethical  Problems 
in  Medicine  and  Biomedical  and  Be- 
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havioral  Research  (2).  The  American 
Medical  Association,  the  American 
Bar  Association,  and  46  states  includ- 
ing Texas  have  adopted  this  Uniform 
Determination  of  Death  Act,  either  as 
such  or  with  modification  (3). 

Importance  of  prompt 
diagnosis  when  brain  death 
has  occurred 

The  clear  implication  of  brain  death 
is  that  further  active  therapy,  includ- 
ing artificial  ventilation,  is  both  fu- 
tile and  unkind  to  suffering  relatives. 
It  violates  the  dignity  of  the  patient’s 
“right  to  die,”  it  denies  much-need- 
ed intensive  care  in  overstrained  fa- 
cilities, and  it  imposes  a needless 
financial  burden.  To  prolong  the 
pronouncement  of  death  after  it  has 
occurred  lessens  the  chances  for  suc- 
cessful organ  transplantation. 

Today  more  than  100,000  Ameri- 
cans with  end-stage  renal  disease  de- 
pend on  dialysis  treatments  three 
times  per  week.  The  numbers  have 
increased  dramatically  since  1972, 
when  the  Medicare  amendment  was 
passed  to  provide  dialysis  cost  for 
what  was  then  3,000  patients.  Only 
kidney  transplantation  or  death  of 
patients  awaiting  transplantation 
serves  to  reduce  the  numbers.  Annu- 
al cost  of  the  dialysis  program  to  US 
taxpayers  through  Medicare  now 
approaches  $3  billion  (4).  Society  is 
increasingly  aware  of  the  remark- 
able rehabilitation  that  transplants 
offer. 

Recent  advances  in  surgical  tech- 
niques, organ  preservation,  and  es- 
pecially immunosuppressive  therapy 
have  resulted  in  remarkably  good 
transplantation  rates.  Renal  and  car- 
diac transplantation  now  carry  a 1- 
year  rate  of  success  higher  than  80% 
with  a 2%-to-3%  annual  rate  of 
failure  thereafter  (5).  Heart-lung 


transplantation  is  only  marginally 
less  successful  and  even  liver  trans- 
plantation, for  many  years  the  most 
complex  and  least  successful,  now 
offers  likelihood  of  success  as  high 
as  80%  (6). 

As  long  ago  as  1968,  a Gallop 
poll  indicated  that  70%  of  Ameri- 
cans were  willing  to  donate  organs 
for  transplantation  upon  their  death, 
but  only  15%  to  20%  of  potential 
donors  become  actual  donors  (7). 
All  50  states  have  passed  the  Uni- 
form Anatomical  Gift  Act,  which 
authorizes  individuals  to  determine 
what  will  be  done  with  their  bodies 
after  death  and  authorizes  family 
members  to  make  this  determination 
in  the  absence  of  the  decedent’s  ex- 
pressed wishes.  Forty-six  states,  in- 
cluding Texas,  have  passed  legal 
statutes  recognizing  brain  death  as 
being  in-fact  death. 

Salvage  of  organs  from  cadavers 
depends  upon  an  informed  and  al- 
truistic citizenry.  The  initiative  must 
come  from  the  attending  physician 
and  the  family  at  a time  when  the 
family  is  preoccupied  with  grief.  The 
attending  physician  is  frequently  re- 
luctant to  introduce  the  request  to 
consider  organ  donation.  From  his 
own  perspective  he  has  failed,  no 
matter  the  odds,  to  restore  the  dead 
person’s  health.  Since  he  was  unable 
to  “deliver”  on  the  family’s  implied 
request  for  restored  health,  he  may 
avoid  asking  family  members  to  con- 
sider organ  donation.  Moreover,  he 
may  not  wish  to  interrupt  his  busy 
schedule  to  make  the  contacts  and 
arrangements  for  organ  donation. 

Most  states  have  adopted  laws 
that  require  health  professionals  to 
speak  with  families  of  all  potential 
donors,  and  the  US  Government  has 
mandated  that  hospitals  receiving 
federal  funds  through  Medicare  and 
Medicaid  establish  policies  of  re- 


quired request  for  organ  donation. 
Initial  impressions,  however,  indicate 
that  these  laws  have  not  substantial- 
ly increased  the  number  of  donors 
(8).  Professionals  worry  about  in- 
creasing the  grieving  family  mem- 
bers’ trauma  by  asking  whether  they 
want  to  contribute  the  decedent’s  or- 
gans, even  though  many  family 
members  view  donation  as  an  oppor- 
tunity to  salvage  some  meaning  out 
of  tragic  circumstances.  The  attend- 
ing physician  should  participate  in 
bringing  the  benefits  of  organ  dona- 
tion to  the  donor’s  family  and  to  the 
potential  recipients.  Nurses  and  hos- 
pital chaplains  can  be  immensely 
helpful  both  to  the  attending  physi- 
cian and  to  the  family  in  dealing 
concurrently  with  the  loss  and  with 
the  opportunity  to  give.  Members  of 
transplant  teams,  who  are  also  quite 
skilled  in  discussing  organ  donation, 
are  usually  available  to  answer  ques- 
tions of  the  family. 

Causes  of  brain  death  and  the 
need  for  confirmatory  studies 

The  most  common  causes  for  irre- 
medial  brain  damage  are  trauma 
and  primary  intracranial  hemor- 
rhage. Reversible  causes  of  cortical 
and  brain  stem  dysfunction  are  drug 
intoxication,  hypoxia  (including  car- 
diac arrest  and  aspiration),  hy- 
pothermia (submersion  in  cold 
water  or  exposure  to  cold  air  tem- 
peratures), metabolic  disturbances 
(especially  hepatic  or  renal),  em- 
bolism of  fat  or  air,  and  inflammato- 
ry conditions  including  encephalitis 
and  Guillain-Barre  polyneuritis.  The 
history  is  by  far  the  most  important 
factor  in  distinguishing  irremediable 
structural  brain  damage  from  possi- 
ble reversible  causes  of  unrespon- 
siveness. In  most  cases  of  trauma 
and  spontaneous  intracranial  hem- 
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orrhage,  the  history  is  clear-cut  and 
a brain  scan  by  computed  tomogra- 
phy can  confirm  the  event.  In  cases 
of  alcohol  intoxication,  overdose,  or 
diagnostic  uncertainty,  time  is  the 
best  safeguard.  Brain  death  probably 
should  not  be  declared  in  less  than  6 
hours  after  breathing  stops,  even 
when  a cause  of  structural  damage  is 
obvious.  How  much  longer  to  wait 
depends  on  diagnostic  circum- 
stances. When  cardiac  arrest  has 
caused  the  coma,  at  least  24  hours 
should  elapse.  If  drugs  are  suspect- 
ed, observation  should  be  continued 
even  longer.  In  cases  where  no 
definite  structural  lesion  can  be 
shown  (eg,  encephalitis  or  Guillain- 
Barre  polyneuritis,  acute  myasthenia 
gravis  or  ventral  pontine  infarction), 
the  only  option  may  be  to  maintain 
full  support  for  several  days. 

Clinical  tests  to  confirm  an 
absence  of  brain  stem  function 

Loss  of  brain  stem  function  begins 
with  apneic  coma.  The  patient  will 
exhibit  no  motor  response  to  nox- 
ious stimuli.  Decorticate  posture,  de- 
cerebrate posture,  or  facial  grimac- 
ing indicates  that  the  brain  stem  is 
functioning  and  that  the  patient  is 
not  brain  dead.  Convulsive  seizures 
cannot  occur  in  the  individual  who 
is  brain  dead.  Spinal  or  segmental 
reflexes  may  occur.  Deep  tendon 
reflexes  may  be  intact  because  they 
originate  in  the  spine  and  reflect  the 
independent  survival  of  the  spinal 
cord  with  its  separate  blood  supply. 

Testing  for  apnea  testing  may  be 
simply  observing  patients  during  a 
timed  3 minutes  when  they  are  off 
ventilator  support.  The  President’s 
Commission  on  Brain  Death  recom- 
mended ventilation  with  100%  oxy- 
gen for  10  to  30  minutes  (depending 
on  the  severity  of  any  underlying  lung 


injury)  followed  by  100%  oxygen  ad- 
ministered endotracheally  at  6L/min 
via  a small  bore  catheter  at  the  level 
of  the  Carina  when  ventilation  is 
withdrawn  (9).  Absence  of  sponta- 
neous respiratory  effort  with  PaCOi 
of  60  confirms  clinical  apnea  and 
usually  occurs  in  3 to  10  minutes. 

Pupils  are  unresponsive  and  dilat- 
ed or  in  the  middle  position.  Pin- 
point pupils  are  not  a feature  of 
brain  death  and  may  result  from  a 
bilateral  pontine  lesion  affecting  the 
sympathetic  fibers.  Several  cases 
have  been  reported  in  which  miotics 
had  been  used  in  the  treatment  of 
glaucoma.  Pilocarpine  acts  directly 
as  a cholinomimetic  on  cholinergic 
receptors,  producing  an  effect  that  is 
not  abolished  by  denervation  (10). 
Other  brain  stem  functions  that 
must  be  absent  include  the  corneal, 
occulovestibular  (calorics),  pharyn- 
geal (gag),  and  bronchial  (cough) 
reflexes  and  eye  movements  with 
head  turning. 

Ancillary  laboratory  studies 

The  Ad  Hoc  Harvard  Committee  in 
1968  stated  that  two  isoelectric  elec- 
troencephalograms (EEC)  taken  24 
hours  apart  would  aid  in  verifying 
brain  death.  Within  1 year,  however, 
reports  emphasized  that  the  deter- 
mining factor  in  brain  death  is  the 
irreversible  cessation  of  function  of 
the  brain  stem  and  that  what  goes 
on  elsewhere  is  immaterial,  for  life 
cannot  return  (11,12).  Therefore,  an 
isoelectric  EEC  was  deemed  unnec- 
essary for  a diagnosis  because  this 
test  assesses  function  in  the  cerebral 
cortex  and  does  not  alter  the  prog- 
nosis after  clinical  death  of  the  brain 
stem  (13,14).  The  EEC  failed  to  dis- 
tinguish between  the  effects  on  clini- 
cal responsiveness  caused  by  depres- 
sant drugs  and  those  caused  by 


structural  brain  damage  (15).  It  was 
noted  that  a flat  EEC  might  not  be- 
gin for  quite  a while  after  a full  ar- 
ray of  clinical  signs  of  brain  death 
and  indeed,  in  some  instances,  an 
EEC  pattern  persists  to  the  exact 
moment  of  cardiac  standstill.  We 
know  that  EEC  activity  may  contin- 
ue long  after  cortical  integrity  has 
ceased  (16).  Thus,  insistence  upon 
EEC  silence  will  miss  some  cases  of 
brain  death. 

On  the  other  hand,  a flat  EEC  has 
occurred  in  many  comatose  apneic 
patients  who  survived,  most  of 
whom  had  drug  intoxication, 
metabolic  abnormalities,  or  extreme 
hypothermia  as  opposed  to  a history 
of  trauma  or  spontaneous  cerebral 
hemorrhage.  One  report  relates  that 
an  isoelectric  EEC  lasted  28  hours  in 
a patient  with  drug  intoxication  who 
recovered  completely.  The  American 
Neurological  Institute  in  1977  down- 
graded the  EEC  from  its  main  list  of 
conditions  for  diagnosis  of  brain 
death  to  that  of  “a  recommended 
valuable  confirmatory  indicator.”  In 
cases  having  documented  irreversible 
brain  damage  with  the  clinical  signs 
of  brain  death,  EEC  is  unnecessary 
for  confirmation  (13,14). 

When  the  irreversibility  of  brain 
damage  is  uncertain,  more  time 
should  be  spent  observing  before 
declaring  brain  death,  and  one  or 
more  confirmatory  laboratory  tests 
should  be  conducted.  Demonstra- 
tion of  arrested  circulation  at  the 
base  of  the  skull  is  considered  the  ul- 
timate confirmation  in  the  diagnosis 
of  brain  death.  Eour-vessel  cerebral 
angiography  is  impractical  under  the 
circumstances,  and  less  invasive  or 
noninvasive  tests  are  valuable.  Dy- 
namic radionuclide  cerebral  angiog- 
raphy with  an  intravascular  nondif- 
fusable  tracer  such  as  Tc  99m  DTPA 
(technetium  pertechnetate)  has  been 
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used  for  more  than  a decade  as  a di- 
agnostic aid  (17).  It  does  not  cross 
the  blood  brain  barrier,  and  brain 
' death  is  confirmed  by  the  absence  of 
intracranial  flow  in  the  large  cere- 
; bral  arteries.  A rapid  intravenous 
; bolus  injection  through  a central  ve- 
nous catheter  is  required;  if  this  is 
not  optimal,  the  results  become 
, difficult  to  interpret  and  misdiagno- 
sis is  possible.  On  delayed  images, 

[ venous  sinuses  can  be  visualized  in 
some  cases  of  brain  death,  lending 
uncertainty  to  interpretation.  More 
promising  is  a new  radiopharmaceu- 
tical, Tc  99m  HMPAO,  which 
crosses  the  intact  blood  brain  barrier 
in  proportion  to  tissue  perfusion  and 
is  retained  by  brain  parenchyma 
(15,18,19). 

Although  generally  best  per- 
formed with  single  photon  emission 
tomography,  planar  flow  and  equi- 
librium images  suffice  to  establish 
the  diagnosis  of  brain  death.  The 
test  can  be  performed  with  a 
portable  gamma  camera  at  the  bed- 
side in  the  intensive  care  unit.  Inter- 
pretation of  the  status  planar  HM- 
PAO image  is  far  simpler  and  more 
reliable  than  that  of  scans  made 
with  nondiffusable  agents  such  as 
Tc  99m  DTPA.  In  cases  of  brain 
death,  no  activity  is  seen  in  the  brain 
after  HMPAO  has  been  injected. 
This  finding  is  very  different  from 
that  of  a viable  brain  after  HMPAO 
has  been  injected.  No  possible  con- 
fusion may  exist  such  as  that  when 
agents  that  do  not  cross  the  blood 
brain  barrier  are  used.  To  visualize 
partial  accumulation  of  radioactivity 
may  require  repeating  the  examina- 
tion after  24  hours  until  complete 
absence  of  intracranial  activity  can 
be  documented.  No  side  effects  or 
adverse  reactions  to  HMPAO  have 
been  reported  (20). 

Transcranial  doppler  sonography 


records  flow  velocities  in  the  in- 
tracranial arteries  at  the  base  of  the 
brain.  It  is  a readily  available,  easily 
portable,  noninvasive  and  harmless 
method  of  assessing  cerebral  circula- 
tion (16,17,18).  With  complete  ces- 
sation of  cerebral  perfusion  there  oc- 
curs a reverberating  flow  pattern 
with  counterbalancing  forward  sys- 
tolic flow  and  backward  early  dias- 
tolic reflux.  This  phenomenon  is  es- 
sential for  confirmation  of  brain 
death  (13). 

The  role  of  sensory  evoked  po- 
tentials (auditory  evoked  potentials 
and  sensory  evoked  potentials  aris- 
ing in  the  primary  sensory  cortex  or 
in  more  caudal  locations)  in  the  di- 
agnosis of  brain  death  remains  un- 
certain (21). 

Pathophysiology 

The  most  common  cause  of  brain 
death  is  head  trauma  with  subse- 
quent intracranial  contusion,  hemor- 
rhage, and  diffuse  swelling  (22).  The 
second  most  common  cause  is  a 
spontaneous  intracranial  vascular 
catastrophe,  such  as  a hemorrhage 
or  an  extensive  ischemic  stroke.  Va- 
somotor centers  in  the  brain  stem, 
stimulated  by  the  insult  of  trauma  or 
stroke,  cause  vasoconstriction  and 
progressive  infarction,  which  con- 
tribute to  the  increased  intracranial 
pressure.  Less  common  causes  of 
massive  brain  swelling  include 
metabolic  encephalopathies,  such  as 
hepatic  encephalopathy,  hypoxia  as 
in  strangulation,  severe  meningitis 
or  encephalitis,  and  Reye’s  syn- 
drome. With  an  increasing  mass  ef- 
fect comes  compression  of  brain  tis- 
sue, venous  congestion,  progressive 
transudation  of  fluid,  and  a vicious 
cycle  leading  to  ranstentorial  hernia- 
tion, brain  stem  compression,  herni- 
ation of  the  brain  stem  into  the  fora- 


men magnum,  and  compression  of 
arteries  in  the  brain  parenchyma  and 
of  those  at  the  base.  When  intracra- 
nial pressure  reaches  the  level  of  ar- 
terial blood  pressure,  blood  flow  to 
the  brain  ceases.  Postmortem 
changes  are  widespread  destruction 
of  brain  tissue  with  liquification  and 
cellular  necrosis.  In  most  cases,  ante- 
rior pituitary  function  is  preserved 
by  the  intact  extradural  blood  sup- 
ply via  the  hypophyseal  arteries.  A 
high  incidence  of  posterior  pituitary 
failure  (diabetes  insipidus)  results 
from  the  cell  bodies  arising  in  the 
hypothalamus. 

Diagnostic  dilemmas 

While  most  patients  in  apneic  coma 
have  clear-cut  irreversible  causes 
such  as  head  trauma  or  vascular  ac- 
cidents, there  are  patients  for  whom 
caution,  delay,  and  the  use  of 
confirmatory  diagnostic  tests  are  in- 
dicated before  brain  death  is  pro- 
nounced. This  group  includes  all  pa- 
tients under  5 years  of  age,  those  in 
whom  the  cause  of  coma  is  unex- 
plained or  potentially  reversible,  and 
those  whose  head  injuries  have  been 
treated  with  barbiturate-induction 
of  coma. 

The  recent  task  force  on  brain 
death  in  children  proposed  clinical 
guidelines  for  the  determination  of 
brain  death  (23).  In  general,  the 
younger  the  child,  the  longer  is  the 
period  of  observation  necessary  and 
the  less  certain  are  the  so-called 
confirmatory  diagnostic  tests. 
The  Presidential  Commission  states, 
“.  . . the  brains  of  infants  and  young 
children  have  increased  resistance  to 
damage  and  may  recover  substantial 
functions  even  after  exhibiting  unre- 
sponsiveness on  neurological  exami- 
nation for  longer  periods  than  those 
seen  in  adults”  (2).  Many  sick  new- 
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borns,  particularly  premature  in- 
fants, are  on  respiratory  support, 
which  makes  observation  of  apnea 
more  cumbersome.  In  the  neonatal 
period  and  especially  in  the  prema- 
ture infant,  the  value  of  the  EEG  for 
confirmation  of  brain  death  remains 
questionable.  The  newborn  brain 
appears  to  be  sensitive  to  insults 
and  can  show  a transient  absence  of 
electrocerebral  activity  in  response 
to  numerous  intrinsic  or  extrinsic 
factors.  The  EEG  may  be  flat  for 
long  periods  before  a burst  indicates 
some  brain  function.  The  presence 
of  open  fontanels  and  open  sutures 
makes  the  skull  of  the  newborn  an 
expandable  chamber.  Eor  cerebral 
blood  flow  to  continue,  the  intracra- 
nial pressure  must  not  exceed  the 
mean  arterial  pressure.  Thus, 
verification  of  brain  death  in  infants 
and  young  children  is  always  more 
difficult  and  requires  repeated 
checks  over  a longer  time. 

Most  patients  admitted  to  the 
hospital  with  acute  coma  of  un- 
known origin  suffer  from  poisoning 
by  depressant  drugs.  Barbiturates 
and  benzodiazepines  can  be  detected 
readily  in  the  blood.  Alcohol  intoxi- 
cation complicates  about  one-third 
of  the  cases  of  severe  head  injury.  A 
blood  concentration  of  less  than 
200mg/100ml  will  not  cause  com- 
plete unresponsiveness,  even  in  asso- 
ciation with  head  injury.  Because  the 
blood  concentration  falls  at  the  rate 
of  10  to  15  mg  per  hour,  alcohol  is 
unlikely  to  exert  a major  effect  more 
than  6 hours  after  injury. 

Patients  with  head  injuries  treated 
with  barbiturate  coma  may  have  suc- 
cessful outcomes  after  2 or  more 
weeks  of  treatment.  They  may,  how- 
ever, suffer  brain  death,  but  because 
they  have  an  iatrogenically  induced 
absence  of  neurologic  function,  brain 
death  cannot  be  diagnosed  clinically. 


The  only  parameter  of  brain  func- 
tion is  the  intracranial  pressure, 
which  at  times  remains  low  even  in 
brain  death.  The  EEG  may  be  iso- 
electric. In  the  past,  the  diagnosis 
could  be  made  only  after  medication 
was  withdrawn,  but  now  brain  death 
can  be  established  by  radionuclide 
studies  of  cerebral  blood  flow. 

Determination  of  brain 
death  in  Texas  and  limitations 
of  liability 

The  Texas  Statute  effective  Septem- 
ber 1,  1989  (Title  8A-Section 
671.001)  dealing  with  brain  death 
states  that  “.  . . a person  is  dead 
when,  according  to  ordinary  stan- 
dards of  medical  practice,  there  is  ir- 
reversible cessation  of  the  person’s 
respiratory  and  circulatory  func- 
tions. . . in  the  announced  opinion 
of  a physician,  according  to  ordi- 
nary standards  of  medical  practice. 
A physician  who  determines  (brain) 
death  ...  is  not  liable  for  civil  dam- 
ages or  subject  to  criminal  prosecu- 
tion . . . based  on  the  determination 
of  death”  (24). 

Thus  the  law  of  our  state  is  sim- 
ple in  defining  brain  death  and  pro- 
tects the  physician  who  determines  it 
according  to  ordinary  standards  of 
medical  practice.  The  successive 
study  commissions  that  began  with 
the  Harvard  ad  hoc  committee  in 
1968  have  all  emphasized  the  neuro- 
logic assessment  rather  than  depen- 
dence on  diagnostic  studies  (16). 
One  or  a combination  of  confirma- 
tory tests  should  be  used  in  very 
young  patients  and  in  cases  in  which 
there  is  no  clear-cut  cause  for  apneic 
coma  or  in  which  the  cause  is  poten- 
tially reversible. 


Conclusions 

Since  the  recognition  of  brain  death 
30  years  ago,  several  groups  of  the 
world’s  most  distinguished  neurolo- 
gists and  neurosurgeons  have  made 
intensive  studies  based  upon  many 
thousands  of  cases  to  establish  crite- 
ria for  diagnosis  that  would  exclude 
any  possible  error.  All  these  groups 
have  emphasized  clinical  signs  as  op- 
posed to  laboratory  findings.  Never- 
theless, physicians,  including  those 
in  the  neurologic  specialties,  hesitate 
to  pronounce  patients  brain  dead. 
Ear  too  many  cadavers  are  made  to 
continue  to  breathe  while  far  too 
many  unnecessary  and  repetitive  so- 
called  “confirmatory  tests”  are  con- 
ducted. Delay  in  diagnosis  is  patent- 
ly unfair  to  grieving  relatives, 
augments  cost  of  care,  overstrains 
needed  facilities,  demoralizes  health 
care  personnel,  violates  the  patient’s 
right  to  die,  and  lessens  the  chance 
for  success  if  organs  are  to  be  trans- 
planted. Often  family  members  are 
unfairly  asked  to  participate  in  the 
decision  of  when  to  discontinue  sup- 
ports. This  is  a medical  decision  and 
the  physician  who  makes  it,  based 
upon  ordinary  standards  of  medical 
practice,  is  fully  protected  by  law. 
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and  chronic  pain  patients.  The  center’s  total  management  of  each  patient’s  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

JOSEPH  C.  GABEL.  MD 
Acting  Director 

ROBERTA,  FINNEGAN,  MD  /\ARON  CALODNEY,  MD 

Coordinator.  Outpatient  Services  Coordinator,  Inpatient  Services 

Dlplomates  American  Board  of  Anesthesiology 


JOHN  ADNOT,  MD 

Mohs  Micrographic  Surgery  for  Skin  Cancer 

4200  S.  Hulen  #400 

Ft,  Worth,  Texas  76109;  817  377-0626 


DAVID  R.  WEAKLEY,  MD,  FACE 
DENIS  L BEAUDOING,  MD 

Dermatology  and  related  Allergy 

Dermatologic  Surgery,  Cosmetic  and  Laser  Surgery 

Diseases  of  the  skin,  dermabrasion,  chemical  peeling,  collagen,  sclerotherapy, 
lipoinjection,  allergy  and  cosmetic  counseling 

Medical  City,  Dallas  Suite  21 4A,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


DERMATOLOGY  ASSOCIATES  OF 
SAN  ANTONIO 

James  Lewis  Pipkin,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 
Mucocutaneous  Virology 

1 08  Tendick,  San  Antonio,  Texas  78209; 

512  222-8651, 222-2001 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


ROBERT  F.  BLOOM,  MD 
Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Endocrinology 

ERIC  A.  ORZECK,  MD,  FACP 
Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


Family  Practice 

DALIJ\S  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment. biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomats  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 
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Hand  Surgery 


L,  LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R,  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas.  Texas  75246:  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


KENNETH  D.  GLASS,  MD,  FAOS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALtV\S 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas.  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane.  Suite  8116,  Dallas,  Texas  75230; 

214  661-7010 


REGIONAL  HAND  CENTER  FOR  WEST  TEXAS 
AND  EASTERN  NEW  MEXICO 

Royce  C.  Lewis,  Jr.,  MD 

3502  9th  Street,  Suite  G10 

Lubbock,  Texas  79415-3300;  806  744-7003 


Neurological  Surgery 


DOCTORS  SMITH,  WHEELER,  PARKER, 

AND  CRAVENS,  PA 

Ronald  Smith.  MD,  Retired 

Joe  Ellis  Wheeler,  MD 

Leighton  B.  Parker,  MD 

George  F.  Cravens,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DALLV\S  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
Gamma  Knife  Radiosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  W.  Robert  Hudgins,  MD 

St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd. .Suite  620 
Dallas.  Texas  75235;  214  637-0420 


Presbyterian  Professional  Bldg,,  8230  Walnut  Hill  Lane,  Suite  610; 
Dallas.  Texas  75231 : 214  369-7596 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 
HERBERT  0.  ALLEN,  MD,  FACNM 

Texas  Medical  Center,  6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology.  Gastroenterology, 
Cardiology,  Neurology.  Neurosurgery,  Urology,  Ophthalmology.  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  FACNM,  Director— 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Occupational  Medicine 


OCCUPATIONAL  AND  ENVIRONMENTAL  MEDICINE  CENTER 

Diagnosis  & Treatment  of  Chemical  Exposures 
Occupational  and  Disability  Evaluations 
Tertiary  Care  in  a Major  Teaching  Hospital 

Physicians  Board  Certified  in  Occuptional  and  Pulmonary  Medicine 

Hermann  Hospital 
641 1 Fannin 
Houston,  Texas  77030 
713  797-3111 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


ROBERT  D.  GROSS,  MD,  FAAP 

Children’s  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(81 7)  336-0900,  Metro  988-7700  and  (800)  733-0460 


BRUCE  0.  TAYLOR.  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


RETINA-VITREOUS  ASSOCIATES 
W,  Rex  Hawkins,  MD 

Diabetic  Retinapathy-Muscular  Degeneration-Retinal  Detachment 

1200  Binz,  Suite  400,  Houston,  Texas  77004 
7 1 3 528- 1 1 22  or  1 -800-638-01 1 4 
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VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M,  Snoots,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 


W.Z.  Burkhead,  Jr,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas,  Texas  75235  214  350-7500 


Richard  E.  Jones,  MD 
Donald  M.  Mauldin.  MD 
James  B.  Montgomery,  MD 
Kevin  Gill.  MD 
James  L.  Ough,  MD 
Marvin  E.  Van  Hal  MD 


Scott  L.  Blumenthal,  MD 
Scott  0.  Paschal,  MD 
L.  T.  Johnson,  MD 
Kenneth  Driggs,  MD 
Charles  E.  Cook,  MD 


Physical  Medicine  & 
Rehabilitation 

ROBERTO  G,  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 


A Prr-\foccir>nal  AccAC'liitiAn 

2909  Lemmon  Ave,,  Dallas,  Texas  75204-2385:  214  220-2468:  FAX  214  720-1982 


1 02  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205:  Telephone  512  226-2424 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth.  Texas  76104;  817  335-4316,  800  542-2663 

Louis  J.  Levy,  MD,  PA,  Retired 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H,  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


J.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 


Comprehensive  care  hospital  specializing  in  rehabilitation  care  for  persons  dis- 
abled by  injury  or  disease.  Inpatient  and  outpatient  services. 


Spinal  Cord  Injury 
Brain  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 
Restorative  Surgery 
Scoliosis 
Spina  Bifida 
Neuromuscular 


Accredited  by;  Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


1701  Pine  Street,  Abilene,  Texas  79601 ; 915  677-6219 


Patient  Services  Coordinator:  713  797-5922  or  1 -800-44REHAB 


THE  ARLINGTON  ORTHOPEDIC  GROUP  WARM  SPRINGS  REHABILITATION  HOSPITALS 


H.W.  Bendel,  Jr,  MD 

E.E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012:  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALUVS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD  Kurt  W.  Rathjen,  MD 

Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  21 16 
Dallas,  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  SURGERY  AT  DALU\S 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231:  214  369-4361 


Specialized  in-patient  and  out-patient  rehabilitation  programs  and  elec- 
trodiagnotic  evaluation  for  adults  and  children. 

Brain  Injury 

Spinal  Cord  Injury 

Stroke  and  Neurological  Disorders 

Orthopedic 

Gonzales:  PO  Box  58,  Gonzales,  Texas  78629 
800/792-WARM,  51 2/672-6592-Admissions  Coordinator 

Larry  Browne,  MD  Medical  Director 

William  F,  Blackerby,  Ph.D.  Director  of  Brain  Injury  Systems 

Robert  McNew,  Administrator 

San  Antonio:  5101  Medical  Drive,  San  Antonio,  Texas  78229  800/451-1350. 
512/691  -01 00-Admissions  Coordinator 

Alex  C.  Willingham,  MD,  Medical  Director 
Brian  C.  Buck,  MD,  Director  of  Pediatric  Rehabilitation 
William  F.  Blackerby,  Ph.D.  Director  of  Brain  Injury  Systems 
Rick  Marek,  Administrator 
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Plastic  Surgery 


Pulmonary  Medicine 


HOUSTON  PLASTIO  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  Steven  M.  Hamilton,  MD 

David  J.  Katrana,  DDS,  MD,  FACS 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


PLASTIC  SURGERY  CENTER  OE  THE  SOUTHWEST 

Charles  A.  Wallace,  MD 

Plastic  and  Reconstructive  Surgery  Including: 

Burn  Care  Microsurgery  and  Replantation 

Birth  Defects  Complex  Reconstruction  (Breast  and  Facial) 

Presbyterian  Medical  Offices  North 
17110  Dallas  North  Parkway,  Suite  1 00 

Dallas.  Texas  75248  214  380-7090  1 -800-299-9299 


Psychiatry 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


TEXAS  LUNG  INSTITUTE 

Diagnosis  & Treatment  of  Pulmonary  Illness  & Injuries 

Occupational  Disability  Evaluations 

Toxic  Chemical  Exposures 

Tertiary  Care  in  a Major  Teaching  Hospital 

Physicians  Board  Certified  in  Occupational  and  Pulmonary  Medicine 

Hermann  Hospital 
641 1 Fannin 
Houston,  Texas  77030 
713  797-3111 


Radiation  Oncology 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 


3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  ABPN:  Psychiatry  Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 


DALLAS  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Services 

• Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Cutpatient  Programs  for  Alcohol  & Chemical 

• Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for  Adolescents 

• Emergency  Evaluation  Services 


Larrie  Arnold,  MD 
Howard  Cohen,  MD 
Gary  Etter,  MD 
Ronald  Flesichmann,  MD 
Bradford  Goff,  MD 
Fred  L.  Griffin,  MD 
Joan  R.  Hebeler,  MD 
Lynne  Inman,  MD 
R.  Sanford  Kiser,  MD 


Prema  Manjunath,  MD 
Gretchen  Megowen,  MD 
Gary  Morton.  MD 
William  M.  Pederson,  MD 
Jaime  Quaintanilla,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Angela  M,  Wood,  MD 
John  M.  Zimburean,  MD 


Practice  Limited  to  Radiation  Cncoiogy 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FAGS* 

ROBERT  W.  MILEY,  MD,  FAGS 
RIGHARD  L SHEPHERD,  MD,  FAGS 
Diplomates  American  Board  of  Surgery  and  Board 
of  Thoracic  Surgery 

• Also  certificate  of  special  qualification  in  general  vascular  surgery,  American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


Offices:  Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center,  Medical  City,  Irving  North  Hills  Professional  Building  Suite  303 

Health  Care  System  Phone  214  247-1 150  435-!  Booth  Calloway  Road,  North  Richland  Hills,  Texas  76180 


DAY  TREATMENT  GENTER  OF  DALLAS 

Gonzalo  A.  Aillon,  MD 
Medical  Director 

AN  ALTERNATIVE  TO  PSYCHIATRIC  HOSPITALIZATION 
1326  Stemmons  Avenue,  Dallas,  Texas  75208:  (214)  943-1878 


RIGHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSGHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 
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Urology 

C.F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL. 

1101  North  19th,  Suite  1 14,  Abilene,  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  nnenn- 
bers  at  $80  per  column  inch  per  month  and  listings  must  run  for 
a minimum  of  six  months.  A discount  of  5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes,  or  cancella- 
tions should  be  sent  to  Mark  Bizzell,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is  the  1st  of 
the  month  preceding  publication  month. 
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,^dical  Office 
magement  Institute 

)AY  Workshop  Series 

'Texas  Medical  Association  offers  this  popular 
[i  of  practice  management  workshops  specifi- 
i designed  for  physicians,  medical  office  man- 
1,  supenisors  and  office  staff. 

*These  one-day  workshops  provide  an  excel- 
jipportumty  to  improve  the  efficiency  of  your 
I'  and  the  performance  of  your  office  staff. 
|t  one  or  two  - or  attend  all  four  and  receive  a 
jal  medical  office  management  certificate. 


Day  3 

Patient  Flow  Management 

• Improved  telephone  management 

• Appointment  scheduling 

• Front  office  strategy 

• Back  office  strategy 

• Medical  records 

• Facilities  design/patient  flow 


Day  1 

Effective  Personnel  Management 

• Your  job  as  a manager 

• Recruiting  and  selection 

• Job  evaluations  and  salary  review 

• Developing  job  descriptions 

• Developing  office  policies 

• Improving  communications 


Day  2 

Improving  Your  Managerial  Effectiveness 

• Dealing  with  difficult  employees 

• Conflicts  and  change 

• Staff  motivation 

• Your  job  as  a manager 

• Dealing  with  problem  patients 

• The  practice’s  philosophy 


Day  4 

Financial  Management 

• Accounts  receivable  review 

• Fee  analysis 

• Collections 

• Insurance 

• Financial  controls 

• Accounts  payable  review 

• Management  reports 


Locations/Dates 

Houston 

Dallas 

San  Antonio 


July  9-12 
July  23-26 
August  6-9 


To  register,  call 

TMA  Department  of  Practice 

Management  Services: 

(512)  370-1300 


Tex 


TexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


Classified 

Advertising 


Opportunities  Available 

Academics 


Physician  with  Texas  iicense  needed  to  practice 
general  medicine  at  Student  Health  Center.  Forty — hour 
week,  Monday — Friday.  Minimal  call  duty.  Fringe  bene- 
fits. Contact  Sheila  Meyer,  Director,  University  of  North 
Texas  Health  Center,  PO  Box  5158,  Denton,  TX  76203, 
817  565-2786.  Equal  Opportunity/Affirmative  Action 
Employer. 

Cardiology 


Cardiologist  — Invasive/Non-Invasive  BC/BE  to  join 
two  BC  cardiologists  located  in  southwest  Houston. 
Good  salary,  fringe  benefits,  partnership  after  two  years. 
Send  CV  to  R McKenzie,  7737  Southwest  Frwy.,  Suite 
900  Houston.  TX  77074. 

Dermatology 


Houston  — 60  physician  Internal  Medicine  group  has  a 
Dermatology  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hall.  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  TX  77030. 

Emergency  Medicine 


Dallas-Ft.  Worth 

Excellent  Emergency  Medicine  group 
committed  to  quality  patient  care  as  well  as 
individual  growth  and  professional  fulfillment 
desires  emergency  physicians  for  CAREER 
opportunities.  For  more  information,  please 
call  or  submit  CV  in  confidence  to: 

Jerry  Weissman,  Metroplex  Emergency 
Physicians,  841 1 Preston  Road,  Suite 695, 
LB  34,  Dallas,  Texas  7523 1,214  373- 1115. 


Needed:  Emergency  physicians  — North  Central 
Texas  area,  full  and  part-time.  For  an  application  call  817 
336-8600  or  write  Emergency  Medicine  Consultants,  PA; 
1525  Merrimac  Circle,  Suite  107.  Fort  Worth,  TX  76107. 


EmCare 


EmCare,  a progressive  physician  oriented  group  commit- 
ted to  excellence  in  emergency  medicine,  has  academic 
faculty,  directorship  and  staff  positions  available  for  well 
qualified  career  oriented  emergency  physicians.  Practice 
opportunities  include: 


Orlando,  FL 
St.  Cloud,  FL 
St.  Petersburg,  FL 
Albany.  GA 
New  Orleans,  LA 
Las  Cruces,  NM 
Ithaca,  NY 
Rome,  NY 


Abilene,  TX 
Amarillo.  TX 
Athens,  TX 
Austin,  TX 
Corpus  Christi,  TX 
Dallas/Ft.  Worth,  TX 
Tyler,  TX 
Waco,  TX 


Houston/Galveston,  TX 


EmCare  combines  the  flexibility  of  independent  contractor 
status,  competitive  guarantees  vs.  fee-for-service  remun- 
eration, providing  compensation  packages  of  $125,000  to 
$225,000.  Professional  liability  insurance  provided,  with  the 
opportunity  to  establish  a secure  emergency  medicine 
practice.  Excellent  health,  life  and  disabiiity  package  available 
to  independent  contractors. 


For  details  on  EmCare  opportunities,  contact: 
Professional  Services/EmCare 
1717  Mam  Street,  Suite  5200  • Dallas,  Texas  75201 
(214)  761-9200  • (800)  527-2145 


Texas 
Medicus, 
RA. 

Medicus  is  a group  of  career  emergency 
and  primary  care  specialists  who 
combine  high  standards  in  physician 
staffing  with  expertise  in  emergency 
department  and  primary  care  manage- 
ment. We  offer  outstanding  director- 
ship and  staff  opportunities  for  qualified 
physicians  with  lucrative  compensa- 
tion, incentives  and  paid  malpractice. 
We  currently  staff  over  25  facilities  in 
ideal  locations  throughout  Texas  & 
Louisiana. 

Call  our  Recruiting  Department  today  or 
send  your  C.V.  for  career  opportunities  in: 

Texas  EastTexas 

Dallas, Ft.  Worth  HillCountry 

Houston  Area  North  Texas 

San  Antonio  Area 

Texas  Medicus,  P.A. 

4514  Cole  Ave,  Suite  804 
Dallas,  Texas  75205 
(800)  486-3763  (214)  522-959 1 


Emergency  Physician  — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service  with 
guarantee.  Contact  Greater  Houston  Emergency  Physi- 
cians Associates,  PO.  Box  7445,  Houston,  TX  77248: 
713  869-6235. 

San  Angelo  — Outstanding  opportunity  in  minor 
emergency/family  practice  clinics.  Guaranteed  $1 00,000 
for  4-day  week,  1 3 hr.  days,  50  weeks/year.  Profit  shar- 
ing above  guarantee.  Contact  Wayne  Williams,  MD,  91 5 
942-861 1 , Shamrock  Clinics.  4208  College  Hills.  San 
Angelo,  TX  76904. 

Southeastern  Texas  — Full  and  part-time  emergency 
department  and  ambulatory  care  positions  available  in 
the  Houston/Beaumont  areas.  Positions  offer  flexible 
scheduling,  competitive  compensation  package  includ- 
ing paid  malpractice  insurance  with  unlimited  tail  cover- 
age. Contact:  Emergency  Consultants.  Inc.,  2240  S.  Air- 
port Rd.,  Room  29.  Traverse  City,  Ml  49684:  1- 
800-253-1 795  or  in  Michigan  1 -800-632-3496. 

Texas,  San  Antonio  and  Surrounding  Area  — 

Seeking  F7T  Emergency  physicians  for  Level  II  hospitals 
ranging  in  size  from  118  to  273  beds  with  volumes  of 
12,000  to  15,000  annually.  Compensation  packages  of 
$86,000  to  $140,000  include  paid  $1M/$3M  profes- 
sional liability  insurance.  Located  near  Sea  World,  Fiesta 
Texas,  and  Canyon  Lake.  Contact  Sterling  Healthcare 
Inc.,  1-800-999-3728  or  send  CV,  8700  Crownhill,  Ste 
600,  San  Antonio.  TX  78209. 


Texas,  Del  Rio  — F7T  Emergency  Physician  needed 
for  93  bed  Level  II  hospital  with  annual  ED  census  of 
11.000.  Compensation  of  Sl30,000-i-  includes  paid 
SlM/$3M  professional  liability  insurance.  Recreational 
activities  include  fishing,  sailing,  water  skiing,  and  camp- 
ing on  Amistad  Lake.  Contact  Sterling  Healthcare,  Inc., 
1-800-999-3728,  or  send  CV,  8700  Crownhill, Ste  600, 
San  Antonio,  Texas  78209. 


EMERGENCY  CARE 

Emergency  Physician  Practice  Opportunities 
Available  In  The  Following  Areas: 

• Houston.  Texas  • East  Texas 

• Baytown.  Texas  • Arkansa.s  ^ 

• Pasadena.  Texas  • Other  Opportunities  Available 

Medical  Networks  has  excellent  career  and  part-time 
practice  opportunities  available  for  physicians  experi- 
enced in  emergency  medicine.  In  addition  to  paid 
SIM/S.^M  profe.ssional  liability  insurance,  our  attractive 
compensation  packages  range  up  to  $250,000  plus 
annually,  Hourly  rate-vs. -percentage  arrangements  avail- 
able in  some  locations. 

See  our  classified  ads  in  this  issue  for  more  details,  or 
contact: 

Physician  Resources  Department 
Medical  Networks,  Inc. 

P.O.  Box 

Hou.sum., Texas  ~*2UM-»-»8 


(713)  446-9696 


(800)  231-0223 


Full  or  part-time  position  available  in  Emergency 
Medicine.  Prefer  Family  practice  trained  or  Emergency 
Room  trained  physician.  171  licensed  bed  hospital  with 
modern,  well  equipped  Emergency  Room.  Supportive 
medical  staff;  pleasant  working  conditions.  For  further 
information  contact;  W.  Gordy  Day,  M.D.  at  915  655- 
3181  or  91 5 944-3908. 

Texas  — Abilene/Dallas-Fort  Worth/Longview/Tyler: 
Modern  physician  managed  emergency/ambulatory  care 
centers  seeking  well-rounded  practitioner.  Full  or  part- 
time.  Guaranteed  minimum  plus  monthly  incentive 
bonus.  Superior  professional  liability  coverage  paid. 
Directorship  available.  Send  CV  or  call  Keith  D.  Williams, 

M. D.  or  Jackie  Hall,  Abilene  General  Partner,  Inc.,  3305 

N.  Third,  Ste.  304,  Abilene,  TX  79603  1 -800-336-0344. 

Endocrinology 


Endocrinologist  — Texas  Gulf  Coast  — A young, 
board-certified  Endocrinologist  in  Beaumont  is  now 
seeking  an  associate  to  join  his  growing  practice.  He  is 
currently  director  of  the  newly  expanded,  25-bed  Dia- 
betes Unit  at  our  250-bed  hospital  and  also  has  privi- 
leges at  two  other  local  hospitals  with  an  additional  856 
beds.  The  extensive  referral  base  includes  a large  area  of 
southeast  Texas  and  southwest  Louisiana  with  a total 
population  of  300,000.  This  practice  is  1 00%  endocrinol- 
ogy and  diabetes.  Candidates  with  interest  in  Pediatric 
Endocrinology  are  especially  welcome.  For  more  infor- 
mation on  this  attractive  opportunity,  send  your  curricu- 
lum vitae  to;  Manager,  Professional  Relations,  Humana 
Inc.,  Dept.  II-6C,  PO  Box  1438,  Louisville,  KY  40201- 
1438.  Or  call  Toll  Free  1 -800-626-1590. 
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Family  Practice 


Give  Your 
fledical  Career  A 
Shot  In  the  Arm 


By  choosing  Hood  General  Hospital,  you 
will  have  the  best  of  both  worlds  - working 
in  a 57-bed  acute  care  facility  with  state-of- 
the-art  technology  and  living  in  a beautiful 
lake  area  conducive  to  a relaxed  lifestyle. 

Pediatrician 

OB/GYN 

You’ll  enjoy  the  professional  atmosphere  as 
you  work  with  a competent  and  dedicated 
staff  in  our  recently  refurbished  hospital. 
You  will  join  our  10  Family  Practitioners 
and  21  total  physicians  who  have  made  a 
commitment  to  providing  quality  care  for 
patients  in  our  friendly  community. 

You  will  also  enjoy  the  country  setting  of 
Hood  County  that  is  so  close  to  Fort  Worth 
and  the  Metroplex.  yet  not  too  small  to  find, 
with  a population  of  30.000.  The  cosmo- 
politan lifestyle  of  the  city  coupled  with 
the  relaxed  atmosphere  of  our  rural  area 
and  a team  of  medical  professionals  to 
work  beside,  combine  to 
be  a career  alternative 
worth  investigating. 

Please  call  Terrie 
Henderson  at  (817) 

573-2683  or  forward 
your  C.V.  in  complete 
confidence  to:  Larry 
Winder.  Administrator. 

Hood  General  Hospital. 

1310  Paluxy  Rd.. 

Granbury.  ’TX  76048. 

Equal  Opportunity 
Employer. 


$ 

HOOD 

GENERAL 

HOSPITAL 


Austin,  Texas  — Physician(s)  needed  for  full  time,  part 
time,  weekdays,  weekends  to  staff  a free  standing  urgent 
care  center.  Remuneration  commensurate  with  experi- 
ence. Send  CV  and  application  to  Austin  Medicenter,  c/o 
Sheila  Twyman,  Medical  Administrator,  6343  Cameron 
Rd..  Austin,  TX  78723  or  call  512  467-2052. 

Expanding  15-Physician  multi-specialty  group  has 
excellent  opportunity  for  a Family  Practice  physician  in 
friendly  West  Texas  community  of  25,000.  Adjacent  to 
153-bed  modern  hospital.  Excellent  guaranteed  salary 
with  no  first  year  expenses  in  addition  to  benefits.  Mov- 
ing allowance  also  available.  Direct  inquiries  or  send  CV 
to  Rhonda  Hayes,  Malone  & Hoganc  Clinic,  1501  W 1 1th 
Place.  Big  Spring,  TX  79720.  91 5 267-6361 . 

Practice  where  others  want  to  vacation!  FP  to  join 
active  full  range  3-man  family  practice  in  Salida  CO  near 
skiing,  golfing,  fishing,  hunting.  Write  T.  Sandell  MD,  1 1 1 
Shavano,  Salida  CO  81201 . 

Famiiy  Practice-Dailas  Texas.  AVAILABLE  IMMEDI- 
ATELY, 25  y/o  growing  suburban  outpatient  practice  in 
beautiful  multi-specialty  center.  COLA-approved  auto- 
mated lab,  X-Ray,  ECG,  spirometry,  computerized  busi- 
ness office.  Income  $300K-i-year.  Terms  to  suit.  Reply  to 
Ad  Box  780,  TMA,  1801  N.  Lamar,  Austin,  TX  78701 . 


Houston/Dalias  — Group  specializing  in  soft  tissue 
injury/workman's  comp  opening  additional  facilities. 
Needs  physician  to  see  patients  and  manage  facility. 
Physician  will  share  in  profit  center.  On-site  physical  ther- 
apy with  PT's.  For  details  contact:  Practice  Dynamics, 
11222  Richmond,  Ste.  125,  Houston.  TX  77082:  800 
933-0911. 

Bryan,  College  Station  — Immediate  full  time  position 
available  in  ambulatory  care.  Attractive  city  of  120.000-I- 
near  Texas  A&M  University.  $100,000-1-  per  year  including 
salary  and  perks.  Flexible  hours;  hospital  coverage 
optional.  Please  send  confidential  CV  to  Gregg  Barfield, 
3820  Texas  Ave.,  Bryan  TX  77802. 


EmCare 

GOVERNMENT  SERVICES,  INC. 

Currently  Recruiting  Qualified  Physicians 

Work  without  the  administrative  headaches 
associated  with  running  an  office. . . 

Earn  a competitive  guaranteed  income  with 
fee-for-service  potential. . 

Be  an  independent  contractor  hut  qualify 
for  terrific  group  rates  on  major  medical  life, 
disability  insurance  and  be  offered  excellent 
liability  insurance  coverage. . . 

Then  seriously  consider  what  EGSI  can  offer  you. 

For  additional  information  on  opportunities, 
specialties,  and  nationwide  locations  contact 

Catherine  M.  Dawson 
Director  of  Recruitment 

Glenn  W Farmer 
Chief  Operating  Officer 

1-800-527-2145 

EGSl,  1717  Mam  Street,  Suite  521)0 
Dallas,  Texas  75201 
214/761-9200 


Physician  needed  for  Saturday  family  practice  cov- 
erage in  Texas  cities,  some  weekdays  available.  Up  to 
$350  for  4-7  hours  coverage.  Contact:  Physician 
Recruitment,  6208  Montgomery  NE  Suite  D,  Alber- 
querque,  NM  87109. 


Only  one 

locum  tenens  group 
sgeejaNze^^ 
in  primary  care. 


Oniy  One. 


INTERIM 

NETWORK 


‘The  proven  professionals” 

1. 


Victoria  Texas  — Immediate  need  for  FP  who  will  do 
Obstetrics,  including  C-sections.  Partnership  with  estab- 
lished FP  in  nice  office.  Beautiful  303-bed  hospital.  For 
confidential  discussion  of  your  needs  and  interests,  call 
Anita  Patterson  on  our  24-hour  toll-free  numbers  1 -800- 
825-3463.  For  immediate  referral  send  your  CV  to  her 
c/o  HealfhTrust,  Inc.,  4525  Harding  Road,  Nashville,  TN 
37205.  We  are  not  an  agency  or  HMO. 

Austin  Busy  Solo  FP  in  desirable  location  is  interview- 
ing residency  trained  FPs  for  potential  partnership.  Flexi- 
ble hours  and  schedules.  P.O.  Box  163045,  Austin.  TX 
78716. 

Family  Physicians  — Clear  Lake  (Houston)  — Two 

busy  Family  Practice  groups  in  Clear  Lake  area  are  both 
seeking  members.  For  more  information,  contact:  Gor- 
don Crawford,  Manager,  Professional  Relations, 
Humana,  Inc.,  Dept.  II-6D,  PO  Box  1438,  Louisville,  KY 
40201-1438.  OR  call  Toll  Free  1 -800-626-1590. 

Family  Practice  Physician  Wanted:  Department  of 
Community  Medicine.  Baylor  College  of  Medicine.  Need 
a dedicated  BE/BC  FP  physician  in  community  health 
center  providing  outpatient  primary  care.  Full/part-time, 
no  nights  or  weekends.  Excellent  benefits  and  malprac- 
tice. /WEEO  employer.  Call  Mr.  Collins  713  798-4491 . 

Internal  Medicine 


Third  Internist  Needed  for  Busy  Office  — January 
1991  or  until  right  one  comes  along.  Opportunities  unlim- 
ited tor  hard  working  and  caring  physician  who  wants  to 
do  better  than  average.  Salary  $105,000  plus  bonus. 
Call  214  586-0776  or  write  Vincent  H.  Wang  MD,  1005 
S.  Jackson,  Jacksonville,  TX  75766. 

Gold  Mine  for  Internist  — Wanted,  aggressive  and 
energetic  physician,  BE/BC  to  join  a group  ot  family 
physicians.  Must  be  able  to  do  procedures.  Very  com- 
petitive fee  for  service  income  available,  including  bene- 
fits. Send  CV  to  Nancy  Bloomfield,  4010  College  St., 
Suite  200.  Beaumont,  TX  77707. 

Progressive  internist  needed  — Central  Austin, 
Texas.  Fully-staffed  and  furnished  attractive  office  space. 
Affability,  flexibility,  and  personality  a must.  Unbeatable 
deal,  very  flexible,  Anita  Bradley,  Cffice  Manager,  512 
477-3282. 

Bryan/College  Station  — Two  busy  Internist  with  1 3 
years  total  experience  here  are  seeking  another  associ- 
ate. Income  guarantee  or  possible  first  year  salary.  Send 
CV  to:  Gordon  Crawford,  Professional  Relations, 
Humana  Inc.,  Dept.  II-6B,  PO  Box  1438,  Louisville,  KY 
40201-1438.  Or  call  TOLL-FREE  1 -800-626-1 590. 

Houston  — 60  Physician  Internal  Medicine  group  has 
an  Internal  Medicine  position  available.  For  further  infor- 
mation, send  CV  to:  Robert  B.  Hall,  Administrator,  Diag- 
nostic Clinic  of  Houston,  6448  Fannin,  Houston,  Texas 
77030. 

Internist  — Immediate  opening  for  enthusiastic  BC/BE 
to  join  active  private  pharmaceutical  research  firm  in  uni- 
versity/medial school  community  in  central  Texas.  Private 
practice  opportunity  available.  Regular  hours.  No  ER  or 
night  call.  Lucrative  position  with  available  partnership 
arrangement.  Please  send  CV  to:  AD  Box  783,  Texas 
Medical  Association  AD  Box,  1801  N.  Lamar,  Austin,  TX 
78701. 

Neurology 


Houston  — 60  Physician  Internal  Medicine  group  has  a 
Neurology  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hall,  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  "DC  77030. 
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OB/GYN 


Expanding  15-Physician  multi-specialty  group  has 
excellent  opportunity  for  an  OB/GYN  physician  in  friendly 
West  Texas.  Community  of  25,000.  Adjacent  to  a 1 53- 
bed  modern  hospital.  Excellent  guaranteed  salary  with 
no  first  year  expenses  in  addition  to  benefits.  Moving 
allowance  also  available.  Direct  inquiries  or  send  CV  to 
Rhonda  Hayes,  Malone  & Hogan  Clinic,  1501  W.  11th 
Place,  Big  Spring,  Texas  79720.  915  267-6361 . 

Houston  — Join  busy  OBG  in  west  Houston  currently 
referring  out  20-30  new  patients  per  week.  Partnership 
available.  For  details  contact:  Practice  Dynamics,  1 1 222 
Richmond,  Ste.  125,  Houston,  TX  77082;  800-993- 
0911. 

Occupational  Medicine 


Dynamic  Occupational  Medicine  Practice  — 

Active,  innovative  private  Occupational  Medicine  Clinic  in 
Amarillo,  Texas  looking  for  physician  BC/BE  in  Occupa- 
tional Medicine,  Family  Practice,  or  Emergency  Room 
Medicine.  Clinic  open  8-5,  M-F.  Will  be  third  full  time 
physician.  Very  competitive  salary  with  excellent  fringe 
benefits.  Profit  sharing  and/or  equity  position  available. 
Contact  Cindy  Reynolds  at  806  372-1135. 

Oncology 


Houston  — 60  Physician  Internal  Medicine  group  has 
an  Oncology  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hall,  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  TX  77030. 

Ophthalmology 


Ophthalmologist  — Board  eligible  or  certified  to  join 
busy  30  year  old  solo  medical  and  surgical  practice  with 
future  buy  out  potential  in  Dallas,  Texas.  Send  CV  to:  Ad 
Box  777,  Advertising  Dept,  Texas  Medical  Association, 
1801  North  Lamar,  Austin,  TX  78701 . 

Pediatric 


SE  Texas  — Hospital  needs  pediatrician  to  take  over 
established  practice.  Community  is  located  within  75 
miles  of  Houston  and  has  2 other  full-time  pediatricians. 
Practice  is  three  years  old  with  collections  in  excess  of 
$200K  and  growing.  No  Medicaid.  Stable  economy,  for 
details  contact:  Practice  Dynamics,  11222  Richmond, 
Ste.  1 25,  Houston,  TX  77082:  800  933-091 1 . 

Pediatricians  needed  immediately  for  groups  near 
Austin,  Fort  Worth,  and  in  Northwest  Texas.  Excellent 
plan  for  call  coverage  and  time  off.  For  further  informa- 
tion, call  Jerry  Lewis,  The  Lewis  Group  @ 1-800-666- 
1377. 

Primary  Care 


Growing  Community  25  minutes  from  Austin  has 
excellent  package  for  primary  care  doctor.  For  complete 
details  contact  Jerry  Lewis  @ The  Lewis  Group  1 -800- 
666-1377. 

Dallas  — BC/BE  Family  Practitioner  and/or  OB/GYN  to 
join  established  three  physician  group  near  Super  Col- 
lider area.  On  site  Laboratory/X-Ray/Mammogram,  adja- 
cent to  new  Charlton  Methodist  Hospital.  Fastest  grow- 
ing area  of  Dallas  County.  Send  CV  to  CMM/SWP,  PO 
Box  382392,  Duncanville.  TX  75138. 

Psychiatry 


Psychiatry  Positions  in  Texas  — Psychiatry  recruit- 
ment firm  is  recruiting  for  several  positions  in  Texas.  They 
include  mental  health  center  in  Beaumont;  partnership 
with  private  practice  psychiatrist  in  Houston;  and  staff 
position  with  hospital  in  Texarkana.  All  positions  offer 
competitive  financial  package.  For  more  information. 


contact  Milton  Perkins  or  Michele  Puibello  at  the  Picker- 
ing Group.  Inc.,  11433  North  Port  Washington  Rd, 
Mequon,  Wl  53092  Phone  800  752-2464.  Fax:  414  241- 
8579. 

Psychiatry  Positions  Outside  Texas  — Psychiatry 
recruitment  firm  is  recruiting  for  a private  psychiatric  hos- 
pital in  Wichita,  KS  and  private  practice  psychiatrist  who 
seeks  a partner  in  Opelika  AL.  Both  positions  offer  a 
competitive  financial  package.  For  more  information, 
contact  Sarah  Etzkin  and  Jeanne  Reed  at  The  Pickering 
Group,  Inc.,  11433  North  Port  Washington  Rd.,  Mequon, 
Wl  53092.  Phone  800  752-2464  F/W:  414  241  -8579. 

Pulmonary 


Houston  — 60  Physician  Internal  Medicine  group  has  a 
Pulmonary  Disease  position  available.  For  further  infor- 
mation, send  CV  to:  Robert  B.  Hall,  Administrator,  Diag- 
nostic Clinic  of  Houston,  6448  Fannin,  Houston,  TX 
77030. 

Radiology 


Radiology  — Immediate  opening  for  BE/BC  Radiologist 
in  Dallas  area  hospital  based  practice.  All  modalities. 
Contact  Medical  Director,  Radiology,  PO  Box  4446,  Dal- 
las, Texas  75208. 

Expanding  15-Physician  multi-specialty  group  has 
excellent  opportunity  for  a radiologist  in  friendly  West 
Texas  community  of  25,000.  Adjacent  to  a 153-bed 
modern  hospital.  Excellent  guaranteed  salary  with  no  first 
year  expenses  in  addition  to  benefits.  Moving  allowance 
also  available.  Direct  inquiries  or  send  CV  to  Rhonda 
Hayes,  Malone  & Hogan  Clinic,  1501  W 1 1th  Place,  Big 
Spring,  TX  79720,  915  267-6361 . 

Houston  — 60  Physician  Internal  Medicine  group  has  a 
Diagnostic  Radiologist  position  available.  For  further 
information,  send  CV  to:  Robert  B.  Hall,  Administrator, 
Diagnostic  Clinic  of  Houston,  6488  Fannin,  Houston,  TX 
77030. 

Radiologist,  lyier,  Texas  — The  University  of  Texas 
Health  Center  at  Tyler,  Texas  invites  applications  for  a 
clinical  faculty  position  in  the  Department  of  Radiology. 
Some  teaching,  but  publishing  or  research  not  required. 
A progressive  four-person  department  practices  general 
radiology  (including  interventional,  MRI,  and  SPECT)  and 
performs  approximately  27,000  exams  per  year.  New 
equipment,  flexible  work  hours,  very  light  call,  no  week- 
end schedule.  Year-round  tennis,  golf,  and  boating  are 
available  in  addition  to  excellent  schools.  Competitive 
first-year  salary  and  an  unsurpassed  benefits  package 
are  offered.  Send  CV  to  J.  R.  Shepherd,  MD,  University 
of  Texas  Health  Center  at  Tyler,  PO  Box  2003,  Tyler,  TX 
75710,  or  call  at  903  877-7100.  The  University  of  Texas 
Health  Center  at  Tyler  is  an  affirmative  action,  equal 
opportunity  employer.  Minorities  are  encouraged  to 
apply. 

Rheumatology 


College  Station,  Texas  — A rheumatologist  is  needed 
in  this  university  community,  where  our  hospital  has 
established  a Physical  Medicine  and  Rehabilitation  Insti- 
tute which  includes  water  therapy.  The  successful  candi- 
date will  be  welcomed  by  a newly  established  Physiatrist 
and  our  Orthopedic  Surgeons,  as  many  patients  are  now 
referred  out  of  the  community.  Excellent  financial  assis- 
tance. Send  your  CV  to:  Gordon  Crawford,  Manager, 
Professional  Relations,  Dept.  II-6A,  PO  Box  1438, 
Louisville,  KY  40201-1438.  Or  call  TOLL-FREE  1-800- 
626-1590. 


Houston  --  60  Physician  Internal  Medicine  group  has  a 
Rheumatology  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hall.  Administrator,  Diagnostio 
Clinic  of  Houston,  6448  Fannin,  Houston,  TX  77030. 


Surgery 


Position  available  — • Thoriac  & Cardiovascular  Sur- 
geon needed  for  position  with  busy  two  man  profes- 
sional association  at  a large  southwest  medical  center. 
Must  be  experienced  in  adult  cardiac,  pulmonary, 
esophageal  and  vascular  surgery.  Must  be  Board  Certi- 
fied or  eligible.  Reply  with  curriculum  vitae  to  3600  Gas- 
ton Ave.,  Ste  404,  Dallas,  TX  75246. 


Attention  B/C  Surgeons 

Have  you  reached  a point  in  your  career 
when  paper-work  and  practice  administra- 
tion is  becoming  overwhelming?  Think 
about  joining  a highly  professional,  national 
hair-transplant  group,  that  is  physician  man- 
aged. They  are  seeking  an  additional  staff 
member  for  their  Dailas  office.  No  week- 
ends or  evenings,  no  billing  or  administra- 
tive worries,  yet  retaining  a highiy  competi- 
tive compensation.  For  more  information 
about  this  opportunity  , please  cal!  or  send 
your  CV  to:  Elizabeth  Packard,  Korn/Ferry 
Internationai,  1800  Century  Park  East,  Los 
Angeles,  CA  90067,  213/879-1834^ 


Urology 


Busy,  Established,  Metropolitan  urology  group 
wishes  to  add  experienced  partner.  Send  resume  to  PO 
Box  29000  #166,  San  Antonio,  TX  78229. 

Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 

(In  oil  specialties) 

Texas  & Sunbelt  States 
Call  1 -800-234 -4S&0 

Houston:  785-3722  c u b cr  n 

orsendCV:  1 1 140WesttT©imer  Bronstein 

Suite  1 44  

Houston.  TX  77042  & Associaies 


Position  Available  — Seeking  BC/BE  Family  Practice, 
General  Internist,  Endocrinologist,  OB/GYN  to  join  estab- 
lished multi-specialty  clinic.  Excellent  benefits  and  guar- 
antee. Send  CV  to  Leroy  W.  Kitch,  Administrator,  Skinner 
Clinic,  124  Dallas  St.,  San  Antonio,  TX  78205. 

Houston  — BE/BC  Internist,  BE/BC  Pulmonologist  and 
BE/BC  Family  Practitioner  needed  for  busy,  well-estab- 
lished 15  physician  multi-specialty  group,  SW  Houston. 
Attractive  benefits  plus  salary,  bonus,  and  early  equal 
partnership.  Send  CV  to  Pierre  Gendron,  Administrator, 
Hillcroft  Medical  Clinic,  6630  DeMoss,  Houston,  Texas 
77074, 


ITPM  MEDICAL,  INC.  

Placement  and  Recruitment 

Permanent  and  Locum  Tenens 
Placement  for  Physicians 
We  work  Nationwide  and  specialize  in  . . .YOU 

San  Antonio,  TX  1-800-486-8485 


Thinking  Retirement?  Busy  practice  in  popular  retire- 
ment area  needs  experienced  FP/GP  to  work  2 — 3 days 
weekly.  60  minutes  southeast  of  Dallas  on  large  lake  with 
several  area  golf  courses.  Contact  Steve  Spain,  MD  429 
N.  Gun  Barrel  Ln,,  Mabank  TX  75147  903  887-2704. 
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Endorsed  by  the  Texas  Medical  Association 


ACADEMIC 


OIrector/Associate  Professor 

Tarrant  County  Hospital  District  and  The  Univer- 
sity of  Texas  Southwestern  Medical  Center  at 
Dallas,  seek  Director  for  Family  Practice 
Residency  Program  at  John  Peter  Smith 
Hospital,  Fort  Worth,  Texas.  The  largest  Family 
Practice  training  program  (on  one  campus)  in 
the  country,  this  prrjgram  is  acclaimed  for  its 
comprehensive,  hands-on  training  in  all 
aspects  of  Family  Medicine,  including  obstetrics. 
Board  Certification,  excellent  communication 
skills,  demonstrated  clinical  capabilities  required. 
Fonivard  CV,  and  copy  of  current  licensure,  to:  FP 
Director  Search  Ckxnmittee,  c/o  Vcki  Truitt,  AA/EOE. 


DIAGNOSTIC  RADIOLOGY 


PANHANDLE 

Excellent  private  practice  opportunity  for  BC/ 
BE  radiologist  desirous  of  living  in  a community 
with  excellent  quality  of  life;  great  place  to  rear 
children.  New  hospital  with  state  of  the  art 
diagnostic  equipment,  including  CT.  Well-trained 
medical  community  supportive  of  effort.  Generous 
incentive  package  to  qualified  candidate. 
Contact:  Jim  Truitt, 


FAMILY  PRACTICE 


DALLAS 

Established  fee-tor-senhce  practice  available 
for  assumption.  Full  scope  of  family  medicine, 
except  OB.  Average  gross  $320K-r  annually 
Bilingual  (Spanish)  skills  helpful.  Retiring 
physician  will  introduce.  Financing  available  to 
qu^ified  candidate 
Ckjntact:  Jim  Truitt. 

WEST  TEXAS 

Three  board  certified  family  physicians  seek 
fourth  associate  lor  busy  practice.  OB  pre- 
ferred. Friendly  town,  good  schools.  Within  35 
minutes  of  larger  city.  Very  lucrative  financial 
situation.  Attractive  group  practice. 

Contact:  Jim  Truitt. 

D/FW  METROPLEX 

Recently  trained,  BC  family  physicians,  sought 
for  private,  single  specialty  group  or  solo  (shar- 
ing call)  practice  in  growing,  northern  Met- 
roplex  area.  Modem  hospital  will  sponsor 
qualified  physicians.  Excellent  schools  and 
qualify  of  life  in  this  popular  area. 

Contact:  Vicki  Truitt 

SOUTH  TEXAS 

Within  one  hour  of  San  Antrjnio— South  Texas 
community  seeks  BE/BC  family  practitioner 
for  service  area  of  20,000.  OB  is  available,  but 
not  required.  Hunting,  fishing  (fresh  and  salt 
water)  and  other  recreational  activities  abound. 
Forty-two  bed  hospital  will  offer  generous  incen- 
tive package  to  qualified  candidate. 

Contact:  B^  Strittmatter. 


AMARILLO 

Well  established  FP  seeks  associate  lor  prac- 
tice in  community  of  1 50,000-r  No  OB.  356- 
bed  hospital  offering  competifive  incentive 
package.  Excellent  schools,  quality  of  life;  four 
season  climate.  Ideal  location  (or  outdoor 
sports  enthusiast.  Easy  access  to  snow  and 
water  skiing,  boating,  fishing,  and  more 
Contact;  Jim  Truitt 


FORT  WORTH 

Single  specialty  group  and  solo  practice  op- 
tions available  for  board  certified  family  prac- 
titioner with  well-established  Metroplex  hos- 
pital, Competitive  incentive  package  will  be 
offered  to  qualified  candidates. 

Contact:  Barry  Strittmatter. 


WEST  TEXAS 

Friendly  West  Texas  community  of  approx- 
imately 9,000  (referral  area  1 7,000)  seeks  BC/ 
BE  family  practitioner,  with  special  interest  in 
geriatrics  desirable.  OB  available,  but  not  nec- 
essary. Solo  practice  with  regular  call  sharing 
arrangement  with  other  BC  FPs.  Within  35 
miles  of  large  metropolitan  population  center. 
Excellent  schools.  Many  recreational  amenities. 
Generous  incentive  package  available  to  qual- 
ified candidate.  Contact:  Barry  Strittmatter 


GASTROENTEROLOGY 


NORTHEAST  TEXAS 

Three  busy  gastroenteroiogists  seek  fourth 
associate  for  group  practice  in  NE  Texas. 
Shared  call,  comprehensive  benefrt  package, 
early  partnership.  Modern  office  and  hospitals. 
Attractive  community  with  strong,  diversified 
economy;  excellent  schools.  Many  social  and 
recreational  opportunities. 

Contact:  Vicki  Truitt. 


INTERNAL  MEDICINE 


PANHANDLE 

Excellent  private  practice  opportunity  for  BC/ 
BE  physician  in  community  of  8,000  (sen/ice 
area  of  20,000),  New  hospital  with  state  of  the 
art  diagnostic  equipment.  Well-trained  medical 
staff  supportive  of  this  effort.  Many  outdoor  rec- 
reational opportunities  available.  Good  school 
system.  Excellent  quality  of  life.  Generous 
incentive  package.  Contact:  Jim  Truitt. 


EAST  TEXAS 

Two  BC  internists  seek  compatible  associate 
for  group  practice  in  community  of  approx- 
imately 12,000  (referral  area  50,000).  Shared 
call  and  overhead.  Ultra-modem,  100-bed 
hospital.  Attractive  community,  many  social 
and  recreational  opportunities.  One  hour  from 
Dallas.  Competitive  incentive  package. 
Contact:  Jim  Truitt, 


THE  TEXAS  SPECIALISTS 


— Working  in  Texas  for  Texans,  since  1984  — 


WEST  TEXAS 

Four  American  trained,  board  certified  inter- 
nists seek  compatible  associate  for  busy 
group  practice  in  Texas  community  of 
1 00,000-1-  Office  adjacent  to  modem  hospital 
Excellent  call  arrangement,  salary  and  bene- 
fits. Full  associate  status  in  second  year 
Contact'  Jim  Truitt 


SOUTH  TEXAS 

Thirty  minutes  from  pradre  Island.  BC  IM 
specializing  in  critical  care  seeks  compatible 
associate  Great  climate  and  lifestyle;  Rec- 
reational opportunities  abound.  Excellent  income 
potential.  Contact:  Bam/  Strittmatter. 


WEST  TEXAS 

Community  of  approximately  9,000  (referral 
area  population  17,000)  seeks  BE/BC  inter- 
nist. Modern  50-bed  hospital.  Friendly  town, 
good  schools.  Within  35  miles  of  200,000-1- 
population  center.  Especially  attractive  to  sports- 
minded  individuals.  Many  recreational  ameni- 
ties available  Generous  incentive  package  to 
qualified  candidate.  Contact:  Barry  Strittmatter. 


AMARILLO 

Busy  BC  IM  seeks  associate  for  rapidly  expan- 
ding practice.  Fully  equipped  office  facilities, 
356-bed  hospital  offering  competitive  incentive 
package.  Excellent  schools  and  quality  of  life; 
four  season  climate.  Ideal  location  for  the  out- 
door sports  enthusiast.  Easy  access  to  snow 
and  water  skiing,  boating,  fishing,  etc. 

Contact:  Jim  Truitt. 


NEUROLOGY 


NORTHEAST  TEXAS 

Regirxial  medical  center  serving  1 50,000  seeks 
BE/BC  neurologists  for  associate  practice  (or 
sok)  sharing  call);  fee  for  service.  Modem  medi- 
cal facilities;  lOO-i-  doctors  in  town.  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy,  excellent  schools. 
Many  srxial  and  reaeatkxial  opportunities. 
Generous  incentive  package  to  qualified 
physician.  Contact:  Vicki  Truitt. 


D/FW  METROPLEX 

Neurologist  needed  in  affluent  NE  Tarrant 
County  community.  On  campus  with  modern 
hospital.  Competitive  incentive  package  to 
qualified  candidate.  Excellent  schools  and 
quality  of  life  with  attractive  amenities  of  both 
Dalias  and  Fort  Worth.  Contact:  Vicki  Truitt. 


OBSTETRICS/GYNECOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  senring  150,000 
seeks  BE/BC  OB/GYN  for  private  practice  (to 
share  call  with  three  other  OB/GYNs).  Pro- 
gressive, family-oriented  ciommunity  with 
strong,  diversified  economy,  excellent  schools. 
Many  social  and  recreational  opportunities. 
Competitive  incentive  package  to  qualified 
physician.  Contact:  Vicki  Truitt. 


DALLAS 

Spanish-speaking  OB/Gyn  needed  for  asso- 
ciate practice  in  North  Dallas  location.  Modern, 
325-bed  medical  center.  Attractive  location.  For 
additional  details  contact:  Barry  Strittmatter. 


ORTHOPAEDIC  SURGERY 


EAST  TEXAS 

Board  certified  orlhopaedrc  surgerjn  seeks  com- 
patible associate  for  practice  in  community  of 
approximately  12,000  (referral  area  50,000). 
Shared  call  and  overhead.  Well-equipped,  ultra- 
modern, 100-bed  hospital.  Attractive  communi- 
ty, many  srxial  and  recreational  opportunities. 
One  hour  from  Dallas.  Competitive  incentive 
package  to  qualified  physician. 

Contact:  Jim  Truitt, 


EAST  TEXAS 

Medical  staff  of  100-bed  hospital  seeks  ortho- 
paedic surgeon  for  refenal  area  of  approximately 
50,000.  Attractive  community  of  1 4,000  with 
strong,  diversified  economy.  Excellent  fishing 
and  hunting.  One  hour  from  Dallas.  Competi- 
tive incentive  package  to  qualified  physician. 
Contact:  Barry  Strittmatter 


DALIAS 

Modem,  acute  care  medical  center  (325-beds) 
recently  trained,  board  certified  orthopaedic 
surgeon  to  join  existing  practice  (or  solo  with 
coverage).  Senrice  area  greater  than  525,000. 
Many  social  and  recreational  activities  avail- 
able Incentive  package  to  qualified  physician. 
Contact:  Barry  Strittmatter 


PEDIATRICS 


D/FW  METROPLEX 

Young  American  trained,  BC  pediatncian  seeks 
associate  for  practice  in  affluent  suburban  com- 
munity in  the  heart  of  thriving  D/FW.  Office  on 
campus  with  modern  hrospital.  Excellent 
schools  and  quality  of  life. 

Contact:  Vicki  Truitt 


NORTHEAST  TEXAS 

Dynamic  group  of  American  trained,  BC  pediat- 
ricians seek  fourth  associate  tor  group  practice 
in  attractive  community  of  27,000  (referral  area 
150,000)  Progressive,  family-oriented  com- 
munity with  strong  diversified  economy  excel- 
lent schools.  Social  and  recreational  opprxtu- 
nities  abound.  Modem  hospital  with  Level  II  nur- 
sery and  designated  pediatric  care  unit.  Shared 
call;  excellent  income  and  benefits;  early  part- 
nership. Ckxitact:  Vicki  Tnjitt. 


PULMONARY  MEDICINE 


WEST  TEXAS 

Four  man  group  of  American  trained,  board 
certified  internists  seeks  compatible  pulmrjnary 
medicine  associate.  Community  of  1 0O.OOO-r 
Office  adjacent  to  modem  250-bed  hospital. 
Shared  call,  excellent  income  and  benefits.  Full 
associate  in  second  year 
Contact  Jim  Tmitt. 


RHEUMATOLOGY 


NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center  seeks 
board  certified  rheumatologist  to  establish  ser- 
vice in  referral  area  of  approximately  200,000. 
Strong  economy,  excellent  schools;  many  rec- 
reational and  social  opportunities.  Modem  hos- 
pitals. Generous  incentive  package  to  qualified 
physician.  Contact;  Vicki  Truitt. 


UROLOGY 


D/FW  METROPLEX 

Urologist  needed  in  affluent  NE  Tarrant  County 
community.  On  campus  with  modern  hospital. 
Competitive  incentive  package  to  qualified  can- 
didate. Excellent  schools  and  quality  of  life  with 
attractive  amenities  of  both  Dallas  and  Fort 
Worth.  Contact:  Vicki  Truitt. 


Classified  Advertising 


THE  AVANTI 
UNIVERSITY  MEDICAL 
GROUP  OF  TEXAS 

needs  BC/BE  Family 
Practitioners  and 
Pediatricians  for  our 
locations  in  Houston, 
Texas  City,  Conroe, 
Huntsville,  Dallas,  Ft. 
Worth,  Bedford,  Irving 

ASAP!!! 

Base  salary  $100,000  i 
and  up  + perks.  Con-  I 
tact  Robert  Wallen  at 
1-800-735-7171  8-6 
M-F,  Weekends 

(713)480-6590  I 


Family  Practice  or  Internist  — Olin  E.  Teague  Veter- 
ans Center,  Temple,  Texas,  is  recruiting  for  board  certi- 
fied/eligible family  practitioner  or  general  internist  for 
Ambulatory  Care  area.  Well  staffed  Veteran's  Affairs  Hos- 
pital in  central  Texas  city  of  50,000.  Faculty  appointment 
available  Texas  A&M  College  of  Medicine.  Contact  asso- 
ciate Chief  of  Staff/Ambulatory  Care  817  778-4811  ext 
4304  Olin  E.  Teague  Veterans  Center,  Temple,  TX  76504 
equal  opportunity  employer. 

Lubbock  State  School  — Staff  physician  with  current 
Texas  license.  Excellent  benefits:  40  hour  work  week, 
malpractice  protection,  paid  holidays,  vacation/sick 
accruals,  retirement,  tax  sheltered  income  program, 
salary  negotiable.  Includes  augmentation.  Contact  Liz 
Smitten,  Director  of  Human  Resources,  Lubbock  State 
School,  PC  Box  5396,  Lubbock,  Texas  79417-7596  806 
763-7041  EOE. 

Locum  tenons  — Earn  up  to  $200,000  per  year.  Don't 
work  for  an  agency.  Work  for  yourself.  For  Details,  send 
name  and  address  to  Dr.  Monroe,  7305  Hwy  6 South. 
Suite  R 175,  Houston,  TX  77083. 

Houston  — 60  Physician  Internal  Medicine  group  has  a 
Gl  position  available.  For  further  information,  send  CV  to; 
Robert  B.  Hall,  Administrator,  Diagnostic  Clinic  of  Hous- 
ton. 6448  Fannin,  Houston.  Texas  77030. 


17  Physician  Multi-Specialty  Group  needs  FP,  IM. 
OB-Gyn  & Peds.  Located  on  the  edge  of  the  Ozarks  only 
1 hour  from  St.  Louis.  Excellent  community  to  raise  a 
family.  Excellent  school  systems  and  a service  area  of 
200,000  residents.  Excellent  benefits.  Contact  Ronald 
Stevens,  Administrator,  Medical  Arts  Clinic.  301  West 
Liberty  St,  Farmington,  MO  63640.  314  756-6751 . 


Correctional  Healthcare 

Full  time  primary  care  Physicians  & Psychia- 
trists, statewide  aduit  correctional  facility  loca- 
tions, competitive  salary/excellent  benefits/Phy- 
sician  student  repayment  program.  Inquirers: 
TDCJ,  Box  99,  Personnel  Annex,  Huntsville,  TX 
77342-0099  or  contact  Glynda  Baker, 

409  294-2755. 


Situations  Wanted 

Positions  Wanted 


Radiologist  — board  certified  with  interventional  fellow- 
ship, desires  to  locate  in  Texas.  Proficient  in  all  modali- 
ties. University  trained  with  academic  experience.  Per- 
manent, part-time  and  locum  positions  will  be 
considered.  Reply  to:  Texas  Medical  Association,  Adver- 
tising Depart.,  Ad  Box  776,  1801  N,  Lamar,  Austin.  TX 
78701 . 

Radiologist  — BC,  recent  University-trained  graduate 
with  academic  experience,  Texas  license,  all  modalities. 
Will  consider  locums,  part-time  or  permanent  positions. 
Direct  to  Texas  Medical  Association,  Advertising  AD  Box 
782.  1801  North  Lamar,  Austin,  TX  78701 . 

For  Sale  or  Lease 

Automobile  Leasing 


Apple  Medical  Leasing  — New  and  Used  Vehicle 
Leasing  - Lease  Buy  Backs  - Several  Lease  Assumptions 
Available  - Endorsed  by  the  Texas  Medical  Association. 
TOLL  FREE  1 -800-827-7538. 

Office  Space 


Lease  — NE  Fort  Worth  (Watauga)  completely 
equipped  physician's  office-including  x-ray-treadmill 
available.  817  831-0321  Dr.  McNeff. 

Practices 


Selling  Your  Practice?  We  offer  practice  evaluations 
& brokerage,  physician  recruiting,  and  partnership  buy-in 
services.  We  can  help  you  make  the  right  decisions.  For 
a free  brochure,  call  or  write:  Practice  Dynamics,  Dept  T, 
11222  Richmond,  Ste  125,  Houston,  TX  77082:  713 
531-0911. 

Ophthalmology  Practice  For  Sale  — Corpus 
Christi-Office  and  Equipment  available.  Will  assist  transi- 
tion over  1 — 2 years  if  desired.  Reply  to  AD  Box  779, 
TMA,  1801  N.  Lamar,  Austin,  TX  78701 . 

Attractive,  Active  General  Medical  Practice 

immediately  available  in  rural  SW  Texas  Community. 
Owned  by  retiring  physician.  No  OB.  Call  Eduardo 
Moreno,  MD  512  497-4272. 

Property 


Repossessed  Texas  Real  Estate  — Foreclosed 
income  properties,  commercial  land,  farms,  ranches  and 
small  acreage  tracts.  Seller/bank  financing.  Call  512  479- 
2726  for  information  and  brochure. 


Business  and  Financial 
Services 

Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  cour- 
teous service.  Competitive  fixed  rate.  Physicians  Service 
Association,  Atlanta,  Georgia.  TOLL  FREE  1-800-241- 
6905.  Serving  MDs  for  over  10  years. 

Consulting  Services  — Assistance  with:  Starting, 
Relocations,  Selling  or  Reorganizing  your  Practice. 
Employment  Contracts.  Professional  Association  and 
Partnership  Agreements.  Compliance  with  Medicare 
Rules  and  Regulations.  PLEASE  CONTACT:  Doug 
McSwane,  McSwane  and  Associates,  1121  Hampshire 
Ln.,  Suite  235,  Richardson,  Texas  75080,  Phone  214 
669-3359. 

Professional  Resume  Services  — Successfully  serv- 
ing physicians  since  1976.  All  levels  and  specialties.  Cur- 
riculum vitae  preparation.  Cover  letter  development. 
Career  planning.  Commitment  to  product  quality  and 
client  satisfaction.  Immediate  service.  Effective!  Profes- 
sional. Confidential.  Call  1-800-933-7598  (24  hours). 
Alan  D.  Kirschen,  M.A. 

Care  Charge  Corporation  Provides  Credit  Card 
For  Healthcare  Services.  Non-recourse  patient 
financing.  No  annual  or  processing  fees.  Easy  patient 
financing.  30  minute  approval.  100%  refundable  deposit. 
Builds  practice  10 — 50%.  Guaranteed  payment  directly 
to  Healthcare  Provider.  Payment  within  14  days.  Repre- 
sented by  Financial  Securities,  PO  Box  630187,  Hous- 
ton, TX,  77263.  713  462-CARE. 

Advertising  Rates  & Data  — Regular  classified 
advertising  sells  for  $2.00  per  word,  minimum  25  words 
or  $50.  per  issue.  We  do  not  oount  articles  (a.  an,  the). 
Display  classified  advertising  sells  for  $95  per  column 
inch,  per  month.  A variety  of  typefaces,  logos,  and  bor- 
ders may  be  used  in  display  classified  ads.  Ad  box  num- 
bers can  be  substituted  tor  formal  addresses  upon 
request  at  no  extra  cost.  Name  and  address  of  ad  box 
number  listings  cannot  be  given  out  unless  specific  per- 
mission to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  box  number  holders  except  by  mail. 
Federal  laws  prohibit  references  to  race,  color,  religion, 
sex,  natural  origin,  or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  1st  of  the  month  pre- 
ceding publication.  Send  copy  to  Mark  Bizzell,  Classified 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  TX  78701 . 
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For  your  insulin-mixing 
or  NPH-using  patients 


Humulin  ^^30 
makes  life  easier 


Rapid  onset  and  sustained 
duration  insulin  activity 
in  a single  vial 


■ May  offer  enhanced 
control  through  a 
more  physiologic 
activity  profile 

■ Accurate  dosing — 
eliminates  mixing 
errors 

■ Convenient 
premixed  dose  for 
better  compliance 

■ Easy  to  use  — 
for  patients  who 
find  mixing  difficult 


Specify 

Humulin 

70%  human  insulin 
isophane  suspension 
30%  human  insulin  injection 
(recombinant  DNA  origin) 


Humulin  has 
just  the  right  mix 

Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

Changes  in  refinement,  purity,  strength,  brand 
(manufacturer),  type  (regular,  NPH,  Lente®,  etc),  species 
(beef  pork,  beef-pork,  human),  and/or  method  of 
manufacture  (recombinant  DNA  versus  animal-source 
insulin)  may  result  in  the  need  for  a change  in  dosage 


Leadership  In  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


ic,1991,  ELI  LILLY  AND  COMPANY  HI  2921-0-149322 


Courses 


July 

Cardiolosy 

July  26-27,  1991 

Echocardiography  1991.  Dallas.  Contact 
Presbyterian  Healthcare  System,  Office  of 
CME,  8160  Walnut  Hill  Ln,  Dallas,  TX 
75231  (214)  891-2323 

July  29-Aug  1,  1991 

Current  Concepts  in  Cardiology.  Lake 
Tahoe,  Nev.  Contact  Amer  College  of  Car- 
diology, Extramural  Programs,  Dept  5080, 
Washington,  DC  20061-5080  (1-800) 
897-5400 

Dermatology 

July  11-14,  1991 

Advanced  Seminars  in  Dermatology. 
Carmel,  Calif.  Contact  Extended  Pro- 
grams, Rm  LS-105,  Univ  of  California 
School  of  Medicine,  San  Erancisco,  CA 
(415)  476-4251 

Family  Practice 

July  3-6,  1991 

The  First  24  Hours  ...  A Scientific  Semi- 
nar for  the  Primary  Care  Physician.  Cor- 
pus Christi,  Tex.  Contact  Nueces  County 
Medical  Education  Eoundation,  Eamily 
Practice  Center,  2606  Hospital  Blvd,  Cor- 
pus Christi,  TX  78405  (512)  881-4487 

Ob-Gyn 

July  29-31,  1991 

Ob-Gyn  Seminar.  Jackson  Hole,  Wyo. 
Contact  Office  of  CME,  Texas  Tech  Univ 
Health  Sciences  Center,  Lubbock,  TX 
79430  (806)  743-2929 

Oncology 

July  24-27,  1991 

Soft  Tissue  Sarcoma  Review  Course.  Key- 
stone, Colo.  Contact  Conference  Services, 
Box  131,  The  Univ  of  Texas  M.D.  Ander- 
son Cancer  Center,  1515  Holcombe  Blvd, 
Houston,  TX  77030  (713)  792-2222 

Pediatrics 

July  15-17,  1991 

Update  in  Pediatrics.  Santa  Ee,  NM.  Con- 
tact Scott  & White  Mem  Hosp,  Office  of 
CME,  2401  S 31st  St,  Temple,  TX  76508 
(817)  774-4083 


CME  / Continuing 
Education  Directory 


Risk  Management 

July  18-21,  1991 

RM  Stat.  Lake  Conroe,  Tex.  Contact  Med- 
ical Risk  Management,  Inc,  2500  City 
West  Blvd,  Ste  300,  Houston,  TX  77042 
(713)  789-6518 

July  18,  1991 

Grand  Rounds  on  Medical  Malpractice. 
Lake  Conroe,  Tex.  Contact  Medical  Risk 
Management,  Inc,  2500  City  West  Blvd,  Ste 
300,  Houston,  TX  77042  (713)  789-6518 

Sports  Medicine 

July  12-13,  1991 

Annual  Sports  Medicine  Conference. 
Galveston,  Tex.  Contact  Office  of  CME, 
The  Univ  of  Texas  Medical  Branch,  Rte  J- 
34,  Shearn  Moody  Plaza,  Galveston,  TX 
77550  (409)  761-2934 

Urology 

July  20-21,  1991 

Erectile  Dysfunction.  Boston.  Contact 
Amer  Urological  Ass’n,  6750  W Loop 
South,  Ste  900,  Bellaire,  TX  77401  (713) 
665-7500 

August 

Cardiology 

Aug  1-3, 1991 

Critical  Care  Cardiology.  San  Erancisco. 
Contact  Amer  College  of  Cardiology,  Ex- 
tramural Programs,  Dept  5080,  Washing- 
ton, DC  20061-5080  (1-800)  897-5400 

Family  Practice 

Aug  5-9,  1991 

Family  Medicine  Review.  South  Padre  Is- 
land, Tex.  Contact  Scott  & White  Mem 
Hosp,  Office  of  CME,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

Ophthalmology 

Aug  2-3,  1991 

Phacoemulsification  & Small  Incision 
lOLS:  Lecture  & Lab  Course.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Aug  12-16,  1991 

Ocular  Microbiology  for  the  Ophthalmolo- 
gy Fellow.  Houston.  Contact  Baylor  College 
of  Medicine,  Office  of  CME,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798-6020 


Otolaryngology 

Aug  22-24,  1991 

Temporal  Bone  Mini-Course.  Galveston. 
Gontact  Office  of  GME,  The  Univ  of 
Texas  Medical  Branch,  Rte  J-34,  Shearn 
Moody  Plaza,  Galveston,  TX  77550  (409) 
761-2934 

Pathology 

Aug  17-24,  1991 

Fine  Needle  Biopsy  Course.  Aspen,  Colo. 
Contact  Extended  Programs,  Rm  LS-105, 
Univ  of  California  School  of  Medicine,  San 
Erancisco,  CA  (415)  476-4251 

Pediatrics 

Aug  1-3, 1991 

Debates  & Updates  in  Pediatric  Emergen- 
cy Medicine.  San  Erancisco.  Contact  Ex- 
tended Programs,  Rm  LS-105,  Univ  of  Cal- 
ifornia School  of  Medicine,  San  Francisco, 
CA  (415)  476-4251 

Risk  Management 

Aug  23-24,  1991 

RM  Stat.  San  Antonio,  Tex.  Contact  Medi- 
cal Risk  Management,  Inc,  2500  City  West 
Blvd,  Ste  300,  Houston,  TX  77042  (713) 
789-6518 

Aug  24,  1991 

Grand  Rounds  in  Medical  Malpractice. 
Dallas.  Contact  Medical  Risk  Manage- 
ment, Inc,  2500  City  West  Blvd,  Ste  300, 
Houston,  TX  77042  (713)  789-6518 

Urology 

Aug  16-18,  1991 

Pediatric  Urology.  Philadelphia.  Contact 
Amer  Urological  Ass’n,  6750  W Loop 
South,  Ste  900,  Bellahe,  TX  77401  (713) 
665-7500 

September 

Computer  Applications 

Sept  14,  1991 

GRATEFUL  MED:  Computer  Access  to  In- 
formation. Austin,  Tex.  Contact  Texas  Med- 
ical Ass’n  Library,  401  W 15th  St,  Austin, 
TX  78701  (512)  370-1300 

Emergency  Medicine 
Sept  14,  1991 

EMS  Update  1991.  Lubbock,  Tex.  Contact 
Office  of  CME,  Texas  Tech  Univ  Health 
Sciences  Center,  Lubbock,  TX  79430  (806) 
743-2929 
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C IWI E / Continuing  Education  Directory 


General  Practice 

Sept  21,  1991 

Legal  Aspects  of  Patient  Care  in  the  Physi- 
cians’ Office/Clinical  Setting.  San  Antonio, 
Tex.  Contact  St  Luke’s  Lutheran  Hosp, 
Dept  of  Education,  7930  Flovd  Curl  Dr, 
San  Antonio,  TX  78229  (512)  692-8719 

Internal  Medicine 

Sept  3-8,  1991 

Intensive  Review  of  Internal  Medicine. 
Dallas.  Contact  Office  of  CME,  The  Univ 
of  Texas  Southwestern  Medical  Center, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)  688-2166 

Sept  27,  1991 

Internal  Medicine  Series.  Houston.  Con- 
tact Baylor  College  of  Medicine,  Office  of 
CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Oncology 

Sept  20-21,  1991 

Pheresis.  Houston.  Contact  Jeff  Rasco, 
The  Univ  of  Te.xas  M.D.  Anderson  Cancer 
Center,  Conference  Services,  Bo.x  131, 
1515  Holcombe  Blvd,  Houston,  TX  77030 
(713)  792-2222 

Sept  26-28,  1991 

Breast  Cancer  1991.  Dallas.  Contact  Baylor 
Medical  Center,  Office  of  CME,  3500  Gas- 
ton Ave,  Dallas,  TX  75246  (214)  820-2317 

Ophthalmology 

Sept  6,  1991 

Cataract  1991.  Dallas.  Contact  Presbyteri- 
an Healthcare  System,  Office  of  CME, 
8160  Walnut  Hill  Ln,  Dallas,  TX  75231 
(214)  891-2323 

Sept  13-15,  1991 

Uveitis/Retinal  Frontiers.  Carmel,  Calif. 
Contact  Extended  Programs,  Rm  LS-105, 
Univ  of  California  School  of  Medicine,  San 
Francisco,  CA  (415)  476-4251 

Risk  Management 

Sept  13-14,  1991 

RM  Stat.  Paris,  Tex.  Contact  Medical  Risk 
Management,  Inc,  2500  City  West  Blvd,  Ste 
300,  Houston,  TX  77042  (713)  789-6518 

Sept  18, 1991 

Forensic  Obstetrics.  El  Paso,  Tex.  Contact 
Medical  Risk  Management,  Inc,  2500  City 
West  Blvd,  Ste  300,  Houston,  TX  77042 
(713)  789-6518 


Sept  18,  1991 

Grand  Rounds  in  Medical  Malpractice.  El 
Paso,  Tex.  Contact  Medical  Risk  Manage- 
ment, Inc,  2500  City  West  Blvd,  Ste  300, 
Houston,  TX  77042  (713)  789-6518 

Urology 

Sept  5-7,  1991 

Calculi  Update.  St  Louis.  Contact  Amer 
Urological  Ass’n,  6750  W Loop  South,  Ste 
900,  Bellaire,  TX  77401  (713)  665-7500 

Practice  Management 
Workshops 

For  information  on  the  following  seminars, 
contact  Texas  Medical  Association  Depart- 
ment of  Practice  Management  Services, 
401  W 15th  St,  Austin,  TX  78701  (512) 
370-1300. 

•lune-Sept,  1991 

Improving  Patient  Service 

June  4,  Houston;  June  5,  San  Antonio; 

June  6,  Dallas 

Medical  Office  Management  Institute 
July  9-12,  Houston;  July  23-26,  Dallas; 
Aug  6-9,  San  Antonio 

Understanding  and  Improving  Third  Party 
Reimbursement 

Sept  17,  Tyler;  Sept  19,  Austin;  Sept  24,  Ft 
Worth;  Sept  26,  Dallas 

Risk  Management 
Seminars 


The  following  course  is  sponsored  by  the 
Texas  Medical  Association  Risk  Manage- 
ment Department.  All  seminars,  unless 
otherwise  announced,  will  be  held  from  7 
pm-10  pm.  For  further  information,  con- 
tact the  TMA  Department  of  Risk  Man- 
agement, 401  W 15th  St,  Austin,  TX  78701 
(512)  370-1300. 

June-Sept,  1991 

Malpractice  Proof  Your  Practice 

June  12,  Tyler;  June  19,  Austin,  6-9  pm  ; 
June  26,  McAllen 

July  6,  Corpus  Christ!  (with  Nueces  County 
Medical  Education  Foundation;  1:30-5:30 
pm);  July  1 1,  Tyler;  July  25,  McAllen 

Sept  14,  Austin  (during  TMA  Fall  Leader- 
ship Conference;  2-5  pm);  Sept  19,  Dallas; 
Sept  26,  Houston 


Calendar  of  Meetings 


•Denotes  Texas  meeting 

June 

June  5-8,  1991,  Dallas. 

•Amer  Society  for  Bariatric  Surgery  Annu- 
al Meeting 

Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

June  7-8,  1991,  Austin,  Tex 

•••Texas  Medical  Association 
1991  CME  Provider’s  Conference, 
Physician  CME:  A Cooperative 
Responsibility 

Contact  TMA  Dept  of  Medical  Education, 
401  W 15th  St,  Austin,  TX  78701  (512) 
370-1300 

June  26-29,  1991,  Seattle 
Western  Thoracic  Surgical  Association 
Contact  WTSA,  13  Elm  St,  Manchester, 
MA  01944  (505)  526-8330 

August 

Aug  23-25,  1991,  Arlington,  Tex 
•Texas  Academy  of  Family  Physicians  An- 
nual Assembly  and  Scientific  Program 
Contact  TAFP,  PO  Box  9802  #677,  Austin, 
TX  78766  (512)  451-8237 

September 

Sept  6-8,  1991,  Austin,  Tex 
•Texas  Orthopaedic  Association  Commit- 
tee Work  Day. 

Contact  TOA,  401  W 15th  St,  Austin,  TX 
78701 (512) 370-1300 

Sept  14,  1991,  Austin,  Tex 
•••Texas  Medical  Association  Fall 
Leadership  Conference 

Contact  Jon  Hornaday,  TMA,  401  W 15th 
St,  Austin,  TX  78701  (512)  370-1300 

Sept  24-27,  1991,  Honolulu 
American  Group  Practice  Association  An- 
nual Meeting 

Contact  AGPA,  1422  Duke  St,  Alexandria, 
VA  22314  (703)  838-0033 

Sept  27-29,  1991,  Houston 
•Texas  Pediatric  Society  Annual  Meeting 
Contact  TPS,  401  W 15th  St,  Austin,  TX 
78701  (512) 370-1300 
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of  San  Antonio  presents 


ST.  LUKE'S 
LUTHERAN 
HOSPITAL 


The  2nd  Annual 

"Legal  Aspects  of  Patient  Care  In  the  Physician's  Office/C Itiiic  Setting" 

Saturday,  September  21, 1991 
Wyndham  Hotel  Colonnade  - San  Antonio,  Texas 

CME  credit  will  be  given  for  this  intensive  day  long  program  which  has  been 
designed  to  provide  a comprehensive  and  indepth  view  of  "Legal  Aspects  of  Patient  Care 
In  the  Physician's  Office/Clinic  Setting."  An  outstanding  faculty,  including  some 
of  the  most  distinguished  health  law  and  defense  attorneys  in  Texas,  have  been 
assembled  with  course  content  appealing  to  all  physicians,  office  managers  and  office  staff, 

office/clinic  nurses  and  physician  assistants. 


To  register  contact  St.  Luke's  Lutheran  Hospital, 
Office  of  Education  at  (512)  692-8719. 


Classified  ads . . . 
as  easy  as  1, 2, 3. 

MM  Please  print  or  type  the  ad  you  want  to  run  on 
a separate  sheet  of  paper 

Wi  Fill  out  this  form 

id  Place  both  in  an  envelope  and  mail  to: 

Mark  Bizzell,  Advertising 
401  West  15th,  Austin,  TX 78701 

Deadlines  for  publication  are  the  first  of  the  month  preced- 
ing the  month  of  publication.  For  example:  An  ad  to  be  run  in 

October  should  be  received  by  Texas  Medicine  by  September  1 . 
Classified  advertising  costs:  $2.00  per  word,  minimum  25 
words  or  $50.00.  We  do  not  count  articles  (a,  an,  the).  First  time 
advertisers  must  submit  payment  with  advertising. 


Austin  JX78701  (512)370-1300 


Date. 


Name. 


Address . 
State 


Zip  Code. 


Signature. 


Telephone 

Would  you  like  the  ad  to  run  continuously  until  cancelled? 

□ YES  GNO 

On  the  following  line,  please  specify  the  months  you 
would  like  the  ad  to  run. 


Method  of  payment 
□ Check  enclosed  for  $ . 


□ MasterCard  or  Visa  (circle)#. 

Expiration  Date 

Signature 


One  NUMBER  Gives  You 
Direct  ACCESS  To  our  Entire 
MEDICAL  Center. 


The  UT  Southwestern  Medical 
Center®  Clinical  Referral  Network  is 
now  available  to  link  practitioners 
with  UT  Southwestern  faculty,  patient 
care  programs,  and  facilities.  By 
simply  dialing  one  number,  you  will 
be  provided  direct  access  to  a 
comprehensive  network  of  physicians 
and  administrative  staff  who  are 
ready  to  provide  prompt  assistance 
and  personal  service.  The  program 
expands  the  services  currently 
available  through  Southwestern 
Information  System®  (SWIS®). 


UT  Southwestern  Kfedical  Center’ 
Clinical  Refenal  Network 


In  Dallas  688"8678 
1^800^688-8678 


For  Professional  Use  Only 


The  University  of  Texas  Southwestern  Medical  Center  at  Dallas  / 5323  Harry  Hines  Boulevard  / Dallas,  Texas  75235-7786 
An  equal  opportunity  institution 


SCOTT&WHITE 


TEXAS  A&M  UNIVERSITY 

COLLEGEfMEDICINR 

COLLEGE  STATION  - TEMPLE 


CME  COURSES 


June  24-26 

Hilton  of  Santa  Fe,  Santa  Fe,  New  Mexico 

HIGHLIGHTS  IN  WOMEN’S  HEALTH  CARE  . . . 

The  program  is  designed  to  provide  the  physician  with  practical  information  on  current 
concepts  in  women’s  health  care  focusing  on  abnormal  bleeding,  osteoporosis,  urinary  in- 
continence, ovarian  cancer,  atherosclerotic  cardiovascular  disease  and  anno-rectal  disease. 


July  15-17 

Hilton  of  Santa  Fe,  Santa  Fe,  New  Mexico 

ISSUES  IN  PRIMARY  PEDIATRIC  PRACTICE 

This  program  is  designed  to  provide  physicians  with  an  update  in  general  pediatrics  and 
selected  pediatric  specialties  geared  toward  office  management.  There  will  also  be  some 
focus  on  public  health  issues  and  resources  available  to  the  physician  and  patient.  The 
faculty  of  four  eminent  medical  schools  in  the  Southwest  will  be  available  for  interaction. 


For  more  information  or  to  register,  contact:  Office  of  Continuing  Medical  Education 
Scott  & White,  2401  S.  31st.,  Temple,  Texas  76508,  (817)  774-2350. 


Scott  & White  Memorial  Hospital  & Clinic  2401  So.  31st.  Street,  Temple,  TX  76508 
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Get  your  next  new  car  from  us., 
a TM A endorsed  company! 


When  the  Texas  Medical  Association 
wanted  to  endorse  a car  company,  they  had 
some  requirements!  They  wanted  a company 
with  integrity,  volume  buying  power,  and 
above  all  SERVICE.  The  TMA  chose  Autoflex 
Leasing. 

Just  one  call  to  us  and  you  get  all  of  the 
above  and  more.  Our  "ELEXLEASE"  is  the 
best  lease  available,  and  it  includes  free  rent 
cars,  no  down  payment  & no  deposit.  You 
pick  out  the  car  of  your  choice  and  we  wUl 
deliver  it  to  your  home  or  office  the  next  day! 
Sound  simple?  It  is! 


Aaxtoflex 


Since  tax  reform,  there  are  no  advantages 
to  owning  a car.  Interest  write  offs  and  invest- 
ment tax  credits  have  been  eliminated  and 
sales  tax  can  no  longer  be  deducted.  Call  one 
of  our  professionals  today  so  we  can  explain 
our  special  programs  created  exclusively  for 
TMA  members.  So  for  your  next  vehicle, 
whether  you  buy  or  lease,  choose  a company 
the  TMA  endorses.  Choose  Autoflex  Leasing. 
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PHYSICIANS  CARING  FOR  TEXANS 


CONTACT:  LOUIS  MURAD 
OR  PATRICK  MORRISSEY 


1-800-634-0304 


212  W.  Spring  Valley  • Richardson,  TX  75081  • 214-234-1234 


1-800-252-9318 

YOUR  HOTLINE 
FOR  TMAIT 
INSURANCE 
ANSWERS 


We  know  that  insurance  can  be  com- 
plicated and  confusing.  You  and  your 
staff  have  more  important  things  to  do 
than  worry  about  your  personal  and 
staff  insurance.  That’s  why  TMAIT 
has  an  INSURANCE  HOTLINE  to 
simplify  things. 

Just  call  1-800-252-9318  any  weekday 
between  8:15  a.m.  and  5:15  p.m. 

You’ll  get  a friendly  TMAIT  insurance 
specialist  who  can  usually  answer  your 
questions  immediately.  If  they  can’t, 
they’ll  get  the  answer  and  promptly 
call  you  back. 

Your  INSURANCE  HOTLINE  is  just 
one  more  valuable  member  service. 

TMAIT  offers  you  Safety,  Financial 
Stability,  Excellent  Service  and 
Reliability. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


Created  and  endorsed  by  the  Texas  Medical  Association 
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Association 


1901  NORTH  LAMAR  BLVD 
AUSTIN,  TEXAS  78705 
1-800-252-9318 
IN  AUSTIN  476-6551 
FAX:  512/469-9336 


Underwritten  by  PRUCO  Life  Insurance  Company  of  Texas, 
a subsidiary  of  The  PRtIDENTIAL. 
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...  And  the  winner  is ... 


George  Ogdee,  M.D.  & Larry  Albright, 
President  of  Apple  Medical  Leasing 


Pictured,  George  Ogdee,  MD,  from  Austin,  is  shown  here  happily 
accepting  the  first  prize  in  a drawing  held  at  the  recent  TMA  Annual 
Session  in  Dallas. 

Larry  Albright,  President  of  Apple  Medical  Leasing,  presented  Dr.  Ogdee 
with  the  prize;  a full  year’s  free  lease  on  a beautiful  Mercedes  190. 

Apple  Medical’s  Leasing  Programs  are  now  endorsed  by  The  Texas 
Medical  Association. 


FARMS  and  RANCHES 
FOR  SALE  IN  TEXAS 


The  Farm  Credit  Bank  of  Texas  is  offering  125  farms,  ranches, 
investment  and  recreational  properties  for  sale.  These  properties 
vary  from  small  units  up  to  very  large  tracts  in  all  areas  of  Texas. 
Attractive  financing  on  a negotiated  basis  is  available. 


Currently  available  are  three  VHS  videos  highlighting  select 
farms,  ranches  and  other  properties.  Also  available  is  a sales 
brochure  featuring  all  properties  the  Bank  has  for  sale  in  Texas, 
Louisiana,  Mississippi  and  Alabama. 

Video  #2 

featuring  16  properties  = $10.00 
Video  #3 

featuring  14  properties  = $10.00 
Video  #4 

featuring  Houston  area  property  = $10.00 

To  obtain  all  three  videos  send  a check  for  $20.00  payable  to 
Farm  Credit  Bank  of  Texas.  Obtain  the  sales  brochure  by  simply 
sending  your  name  and  address  to  the  address  shown  below. 

FARM  CREDIT  BANK  OF  TEXAS 
Ranch  Video/AMLO-MD 
RO.  Box  15919  Austin,  Texas  78761 
1-800-447-5731 
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Successful 
rehabilitation 
after  a brain  injury 
requires  a delicate 
balance  of  the  body, 
the  mind  and 
the  human  spirit. 


Learning  to  lead  a lull  and  productive  life 
alter  a brain  injury  represents  an  extraordi- 
nary  challenge.  At  Wami  Springs,  our  hrain 
injury  program  nor  crnly  addresses  the  tradi- 
tirtnal  functional  recovery  of  the  patient,  hut 
also  includes  a unique  focus  on  the  recovery 
of  the  mind  and  spirit  - a critical  aspect  of 
recovery  which  is  all  too  often  overlexrked  in 
many  programs.  Because  for  any  human 
being,  the  ability  to  function  must  be  nur- 
tured  in  tandem  with  the  ability  to  feel,  to 
strive,  to  dream,  to  hope,  to  dare  to  experi- 
ence  pleasure,  meaning  and  purpose  in  life. 
Wama  Springs  brings  this  balance  to  the 
rehabilitation  process  in  every  way.  Our  brain 
injury  program  utilizes  a transdisciplinary 
approach  that  offers  each  patient  a fully 
integrated  spectrum  of  resources  for  spiritual 
as  well  as  physical  healing.  In  this  way,  he  or 
she  builds  the  foundation  for  as  richly  reward- 
ing  and  meaningful  lifetime  as  it  is  possible  to 
achieve.  Warm  Springs  provides  a complete 
cerntinuum  of  care  from  coma  to  community 
re-entry.  To  learn  more  about  our  unique 
approach,  call  us. 


Warm  Springs 

Rehabilitation  HasriTALs 


Gonzales,  TX  800/792-WARM,  512/672-6592 
San  Antonio,  TX  800/451-1350,  512/691-0100 


Letters 


Clarification  on  blood 
donation  and  HIV  testing 

The  May  Texas  Medicine  cover 
article  (“Through  the  Valley 
of  Many  Shadows:  HIV-Infected 
Physicians,”  pp  36-46),  which  ad- 
dresses the  responsibilities  and  rights 
of  physicians  infected  with  HIV,  was 
timely  and  excellent. 

The  statement  that  typing  and 
cross  matching  “involves  doing  a 
test  for  syphilis  as  well  as  doing  a 
test  for  HIV  and  that  this  is  being 
used  to  get  around  the  counseling 
and  informed  consent  testing”  needs 
clarification. 

To  be  complete,  the  statement 
should  have  pointed  out  that  typing 
and  cross  matching  involves  syphilis 
and  HIV  tests  for  blood  donors  only. 
In  some  instances,  practitioners  have 
learned  of  patients’  HIV  status  by 
recommending  drawing  blood  for 
possible  autologous  transfusion,  a 
process  requiring  HIV  testing  but  not 
informed  consent. 

Sam  a.  Nixon,  MD 
Director,  Division  of  Continuing  Education, 
The  University  of  Texas  Health  Science 
Center  at  Houston, 
PO  Box  20367,  Houston,  TX  77225. 

Curing  rural  health 
problems  is  simple: 
quit  the  discrimination! 

If  one  were  to  believe  the  opinions 
expressed  in  the  April  1991  issue 
of  Texas  Medicine  [“A  perception  of 
the  rural  health  situation  in  Central 
Texas:  we  need  regionalization,”  pp 
91-93],  then  the  demise  of  rural 
health  will  continue  regardless  of 
legislative  action  because  it  will  be 
of  the  cities,  by  the  large  hospitals, 
and  for  the  bureaucrats. 

Regionalization  is  a concept  that 


has  always  had  at  its  center  the  larger 
hospital  usurping  the  energy,  man- 
power, technology,  money,  and  pa- 
tients from  the  rural  areas  with  the 
benefit  being  “better  medical  care.” 
Actually,  this  has  been  very  easy  for 
the  large  institutions  because  Medi- 
care and  Medicaid  have  effectively 
discriminated  against  the  rural 
hospitals  and  physicians  in  everyday 
reimbursement  (frequently  to  the 
tune  of  50%  lower  reimbursement 
for  the  same  illness  or  procedure). 
The  state  and  federal  agencies  are  all 
jousting  for  Uncle  Sam’s  and  Aunt 
Ann’s  dollars  with  various  plans  to 
cure  the  rural  health  problem.  State 
agencies  are  not  the  solution. 

The  solution  to  the  problems  of 
rural  medicine  is  very  simple: 

1.  Treat  rural  and  urban  hospitals 
equally  (financially)  — quit  the 
discrimination! 

2.  Treat  rural  physicians  equally 
(financially)  — quit  the  discrimi- 
nation! 

3.  Deregulate  — cut  the  paperwork, 
and  the  paper  pushers. 

As  a formerly  rural  physician 
who  has  trouble  watching  what’s 
happening  to  our  state,  I can  vouch 
for  the  quality  of  medicine  practiced 
in  rural  areas.  And  while  we  all  have 
problems,  both  city  and  rural,  it  is  a 
shame  that  quality  medical  care  is  a 
problem  in  both  places.  It  is  not  city 
vs  rural,  large  institution  vs  rural 
hospital,  regionalization  vs  home 
care;  it’s  how  much  of  the  pie  can  I 
(we)  get.  It’s  a disease  that  affects 
federal  governments,  state  govern- 
ments, and  all  the  way  down. 

William  B.  Pate,  MD 
Tarrant  County  Hospital  District, 
Department  of  Family  Practice, 
1500  S Main  St, 
Fort  Worth,  TX  76104. 


Take  care  in  choosing 
newsmakers 

In  the  People  section  of  a recent  is- 
sue of  Texas  Medicine,  there  is  a 
notation  about  a physician  being 
elected  to  an  office  of  a national 
medical  academy.  The  academy  is 
recognized  by  neither  the  AMA  nor 
the  ABMS.  This  type  of  acknowledg- 
ment seems  contrary  to  the  TMA  po- 
sition of  communicating  with  both 
physicians  and  the  public  to  provide 
the  highest  quality  medical  care. 

Texas  Medicine  should  take 
greater  steps  to  evaluate  the  people 
who  are  “newsmakers”  in  order  to 
avoid  the  perpetuation  of  false  im- 
ages. I think  we  as  physicians  need 
to  be  more  careful  in  monitoring  our 
own  members  and  following  appro- 
priate guidelines  to  avoid  this  type 
of  misleading  information. 

Gary  N.  Gross,  MD 
5499  Glen  Lakes  Dr,  Suite  100, 
Dallas,  TX  75231-4307. 

Call  me  ‘Doctor’ 

Recently  Dr  C.  Everett  Koop, 
the  distinguished  former  sur- 
geon general  of  the  United  States, 
wrote  an  article  and  gave  a speech 
seriously  attacking  the  term  “health- 
care provider.”  Dr  Koop  points  out 
with  great  pride  that  we  are  physi- 
cians or  medical  doctors,  and  that 
we  should  be  addressed  as  doctor. 

I think  the  Texas  Medical  Associ- 
ation should  send  memos  to  any 
parties  that  address  us  as  health-care 
providers.  I address  my  patients  as 
Mr  or  Miss  or  Mrs,  and  they  ad- 
dress me  as  doctor.  I think  people 
who  address  us  as  health-care 
providers  should  be  aware  that  they 
are  in  error.  I think  it  also  would  be 
beneficial  if  the  Texas  Medical  Asso- 
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ciation  took  a stand  on  this  and  rec- 
ommended that  all  members  make 
the  public  aware  of  this  situation. 

Gerald  Frankel,  MD 
Heritage  Medical  Building, 
1441  Redbud  Blvd,  Suite  261, 
McKinney,  TX  75069. 

Discrimination 
against  the  disabled  is 
a potential  civil  rights 
issue 

As  the  American  population 
gradually  ages  there  will  be  a 
greater  need  for  rehabilitation  pro- 
grams to  care  adequately  for  indi- 
viduals with  disabling  impairments. 
The  recent  development  of  rehabili- 
tation programs  in  Texas  has  been  a 
response  to  this  growing  need  as 
well  as  to  the  needs  of  patients  who 
are  discharged  in  more  dependent 
conditions  as  a result  of  shorter 
stays  in  acute-care  hospitals.  Reha- 
bilitation programs  have  been 
shown  to  be  effective  in  getting  these 
individuals  back  to  their  homes  and 
families.  The  programs  also  are  cost 
effective;  they  save  society  extra 
medical,  health-care,  and  nursing 
home  costs.  In  fact  more  than  70% 
of  rehabilitation  patients  are  dis- 
charged from  the  rehabilitation  pro- 
grams to  their  own  homes. 

Blue  Cross  and  Blue  Shield  of 
Texas  has  recently  imposed  a 3-visit- 
per-week  (or  12-visit-per-month) 
screen  for  rehabilitation  visits  to  pa- 
tients in  rehabilitation  hospitals  and 
units.  The  average  length  of  stay  of 
patients  in  rehabilitation  hospitals  is 
28  to  32  days  on  a national  basis. 

Under  this  new  regulation,  many 
records  of  the  Medicare-reimbursed 
rehabilitation  patients  will  be  re- 
viewed only  after  12  visits  (3  visits  per 
week)  and  will,  in  general,  be  re- 
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viewed  by  non-rehabilitation  trained 
personnel.  Other  states  such  as  Illinois 
and  California  have  adopted  more 
satisfactory  28-  to  30-day  screens. 

This  strict  12-visit  screen  discrim- 
inates against  rehabilitation  patients 
and  may  adversely  influence  care  for 
disabled  Texans.  Considering  the 
newly  passed  Americans  with  Dis- 
abilities Act,  signed  into  law  by  Pres- 
ident Bush,  this  becomes  a major 
civil  rights  issue  since  rehabilitation 
patients  are  not  afforded  the  same 
quantity  or  quality  of  medically  nec- 
essary care  as  nondisabled  patients. 
Also,  unnecessary  and  costly  appeals 
may  be  required  for  each  Medicare 
rehabilitation. 

We  recommend  that  Blue  Cross 
and  Blue  Shield  of  Texas  reconsider 
their  12-visit  screen  and  adopt  a 
more  reasonable  regulation  that 
would  authorize  daily  physician  vis- 
its while  patients  are  hospitalized  in 
rehabilitation  units  in  hospitals, 
which,  by  the  way,  is  a medical  ne- 
cessity and  the  standard  of  care  rec- 
ommended by  the  AMA. 

Mark  C.  Race,  MD 
Chairman,  TMA  Section  for  Rehabilitation; 
president-elect,  Texas  Physical  Medicine  and 
Rehabilitation  Society;  and  member, 
TMA  Committee  on  Rehabilitation; 

1040  S Fleishel,  Tyler,  TX  75701. 

John  A.  Schuchmann,  MD 
Member,  TMA  Committee  on  Rehabilitation, 
Department  of  PM&R,  Scott  and  White  Clinic, 
2401  S 31st  St,  Temple,  TX  75608. 


More  about  physicians’ 
obligation  to  indigent 
patients 

Rather  than  being  a disciplined 
intellectual  consideration  of 
complex  issues,  Laurence  B.  McCul- 
lough’s “Are  physicians  obligated  to 
treat  indigent  patients?”  [Texas 
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Medicine,  February  1991,  pp  81-85] 
was  a dismal  piece  of  dissembling. 
The  author’s  conjuring  with  “soci- 
ety” as  an  entity  in  its  own  right,  us- 
ing unstated  but  apparently  emo- 
tion-based assumptions  about 
“justice”  and  “fairness”  that  lead 
him  to  declare  that  “society  share[s] 
ownership  of  the  physician’s  knowl- 
edge and  services”  cannot  be  consid- 
ered serious  scholarship. 

As  individuals  we  are  all  inextri- 
cably related  to  those  who  have 
influenced  us,  and  through  them,  to 
the  long  chain  of  human  action 
rooted  in  history,  which  we  call  soci- 
ety. But  what  of  it?  Does  McCul- 
lough’s “society”  have  a legitimate 
ownership  claim  on  our  language 
skills?  Yet  here,  too,  “others  mediate 
in  that  process  [of  acquiring  the 
skill],  they  contribute  their  labor  to 
it  as  well.” 

If  justice  means  anything  it 
means  that  people  deal  with  each 
other  freely  and  without  coercion. 
Clearly  it  would  be  unjust  if  every- 
one were  to  claim  “ownership”  of 
the  abilities  of  those  others  to  which 
they  might  have  contributed.  How 
then,  can  it  be  reasonably  argued 
that  what  is  in  the  heads,  hands,  and 
hearts  — indeed,  in  the  very  souls  — 
of  physicians,  is  a kind  of  natural  re- 
source to  which  everyone  can  just 
help  themselves? 

When  anyone,  including  McCul- 
lough’s “society,”  contributes  to  the 
world  being  a better  place,  they  have 
gotten  what  they  have  paid  for. 
That’s  all  Hippocrates  and  the  other 
giants  whose  shoulders  we  all  stand 
on  got.  It’s  all  we  ourselves  can  ever 
reasonably  expect  for  our  efforts. 
There  is  nothing  to  be  gained,  and  a 
good  deal  to  be  lost,  by  burdening 
those  who  willingly  accept  the  chal- 
lenge of  the  human  endeavor  with  a 
“debt  to  society”  of  the  sort  a con- 
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vict  on  a chain  gang  is  made  to  bear. 

If  McCullough’s  “society”  insists 
on  more  medical  care  for  the  indi- 
gent, it  will  either  have  to  pay  for  it 
or  settle  for  less.  The  latter  is  the 
way  we  are  headed  and  perhaps  this 
is  the  real  obligation  McCullough 
would  like  us  to  accept:  our  collabo- 
ration in  the  destruction  of 
medicine.  But  this,  assuredly,  is  ex- 
actly what  society  cannot  legitimate- 
ly expect  from  physicians. 

The  collectivist  “from  each  ac- 
cording to  his  abilities  and  to  each 
according  to  his  needs”  may  have 
once  seemed  a worthy  dream.  But 
it’s  been  tried.  And  it’s  a nightmare. 

Timothy  N.  Gorski,  MD 
2705  Hospital  Blvd,  Suite  107, 
Grand  Prairie,  TX  75051. 


The  author  replies 

Dr  Gorski  thinks  me  to  have 
been  flying  under  false  flags. 
Not  so.  The  basis  of  my  argument  is 
a concept  of  justice  that  is  well  rec- 
ognized in  the  history  of  philosophy. 
The  concept  of  natural  rights  ap- 
peals to  intellectual  not  emotional 
foundations.  Moreover,  I argued 
only  that  physicians  do  not  have  ex- 
clusive property  rights  to  their 
knowledge  and  skills.  Physicians  and 
society  are  partners  in  the  ownership 
and  disposition  of  the  physician’s 
knowledge  and  skills. 

Partners  cannot  coerce  each  other. 
In  particular,  for  society  to  coerce 
physicians  would  be  antithetical  to 
the  ethical  concept  and  practice  of 
partnership.  Partners  recognize  that 
each  has  legitimate  claims  on  and  ex- 
pectations regarding  the  other.  They 
cannot  “just  help  themselves.”  Some- 
one else  — perhaps  someone  who 
holds  that  physicians  have  no  proper- 
ty rights  to  their  knowledge  and 
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skills  — can  be  charged  with  justify- 
ing such  a view:  I,  however,  cannot. 

It  is  true  that  we  inherit  language 
from  those  who  precede  us.  This  in- 
sight can,  of  course,  be  generalized 
and  serves  as  the  basis  for  the  obli- 
gations that  all  of  us  have  to  others 
on  the  basis  of  reciprocal  justice. 
Those  others,  society,  may  indeed 
have  significant  claims  on  us,  claims 
that  must  be  made  and  negotiated 
with  considerable  care. 

Dr  Gorski  accepts  a concept  of 
justice  when  he  writes:  “If  justice 
means  anything  it  means  that  people 
deal  with  each  other  freely  and  with- 
out coercion.”  But  this  concept  of 
justice  assumes  that  we  start  out 
with  no  obligations  to  anyone  else. 
At  best,  this  begs  the  question;  at 
worst,  it  is  false  to  the  reality  of  how 
in  a complex,  modern  society  people 
come  to  possess  the  knowledge  and 
skills  that  they  then  sell  in  the  mar- 
ket place.  I don’t  doubt  Dr  Gorski’s 
commitment  to  this  libertarian  view; 
I just  don’t  see  an  intellectual  de- 
fense of  it  in  his  letter. 

Finally,  Dr  Gorski  worries  that 
my  views  are  “collectivist”  and  will 
lead  to  the  destruction  of  medicine 
or  even  a worse  “nightmare.”  A nat- 
ural rights  theory  of  justice,  especial- 
ly the  version  of  it  employed  in  my 
article,  not  only  does  not  imply  a 
collectivist  social  ethic,  such  an  ethic 
is  ruled  out  as  ethically  unjustified. 
After  all,  physicians  as  part  owners 
of  their  knowledge  and  skills  do  in- 
deed own  them.  A collectivist  holds 
that  everything  is  owned  by  the 
state,  a view  light-years  removed 
from  my  own. 

Laurence  B.  McCullough,  PhD 
Professor  of  Medicine  and  Medical  Ethics, 
Center  for  Ethics,  Medicine,  and  Public 
Issues,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030. 
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Proven  Results 
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• Extensive  knowledge  of 
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PUSH  YOURSELF 


Randy  Snow,  Olympic  medalist,  St.  David's  Wheelchair  Sports  Coordinator 

St.  David’s  Wheelchair  Fitness  Center. 

Therapeutic.  Professionally  supervised.  A benefit  to  mind  and  body. 

Under  the  direction  of  St.  David’s  Rehabilitation  Center  and  eight-time  U.S.  Open 
Wheelchair  Tennis  Champion,  Randy  Snow,  the  Center  is  part  of  a comprehensive  spinal 
cord  injury  program  that  provides  physically-challenged  individuals  the  chance  to  build 
a positive  outlook  and  increase  their  physical  strength,  decreasing  the  chance  of  infections, 
muscular  atrophy  and  dermal  deterioration.  All  it  takes  is  a little  push.  For  more  information, 
call  Randy  Snow  at  (512)  867-5100.  Or  use  our  toll-free  number:  (800)  533-8545. 


StDAVIDiS 


REHABILITATION  CENTER 


The  Choice. 


St.  David’s  Health  Care  S^istem  - St.  David's  Hospital,  St.  David's  Pavilion,  St.  David’s  Rehabilitation  Center  - /H35  at  32neJ  Street 


“Best  system,  best  service  and  best  support!” 


To  request  an  in-office  demonstration  or  to  receive  a 
FREE  informative  booklet  please  call  Mifax 


1-800-553-0011. 


1-800-553-0011 

IBM®  PS/2® 

Hardware 


The  Control-o-fax 
(bniputer  System 


Lee  Woods  — Office  Manager, 
Orthopaedic  Surgery,  San  Antonio,  TX 


“ We  have  been  most  impressed  and  appreciative  of  your 
training  and  support  as  we  continue  to  expand  our  use  of  the 
Control-o-fax  Computer  System.  ” 

Gail  D.  Stockman  MD,  Pulmonary  and  Critical  Care 
Medicine,  Longview,  TX 

'‘Patient  billing  is  now  done  in  a few  minutes  and  insurance 
billing  is  done  daily.  Cash  flow  has  almost  doubled  since 
installing  the  Control-o-fax  Computer  System.  ” 

Keith  E.  Miller  MD,  Family  Practice,  Center,  TX 

“ We  can  now  post  charges  and  receipts  plus  file  insurance  on 
a patient  in  less  than  five  minutes.” 

Jerelyn  Duncan  — Office  Manager,  Family  Practice, 
Center,  TX 

“The  training  we  received  from  Mifax  eliminated  all  initial 
fears  of  automation.  We  would  recommend  the  Control-o-fax 
Computer  System  to  any  office  considering  computerization.  ” 
Joy  Leach  — Business  Administrator,  North  Hills 
Family  Practice,  Ft.  Worth,  TX 

“This  is  the  second  computer  system  for  our  office.  . .great 
service,  great  performance  and  great  support.  ” 

Family  Health  Center,  Rio  Grande  City,  TX 

“The  Control-o-fax  Computer  System  solved  all  my  insurance 
problems.  The  training  and  su^ort  has  been  outstanding!” 

J.  Ahrens  — Office  Manager,  Family  Practice, 
Caldwell,  TX 


TEXAS  MEDICAL  ASSOCIATION 


Saturday,  September  14  Stouffer  Austin  Hotel 
■ Directing  Medicine's  Future  ■ 

Don't  miss  the  chance  to  be  part  of  medicine's  future! 

For  more  information, 
call  (512)  370-1304. 
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PHYSICIANS  CARING  FOR  TEXANS 


INTRODUCING 
THE  RE-DESIGNED^ 
RE-CALIBRAnH^ 
RE-ENGINEERED^ 
RE-INVENHD 
BMW  3-SERIES. 

After  eight  years  of  intensive  work, 
BMW  re-defines  the  sports  sedan. 

The  dramatically  new  325i  not  only 
embodies  the  traditional  BMW  passion 
for  driving,  it  offers  a whole  set  of  more 
practical-minded  virtues:  namely  safety, 
durability  and  ease  of  maintenance. 

AN  IMPACT- ACTIVATED 

SAFETY  SYSTEM. 

The  325i  is  built  upon  the  premise 
that  the  best  defense  on  the  highways 
is  a car  well  designed  to  help  you  avoid 
accidents  in  the  first  place. 

Thus,  its  firm  grip  of  the  road,  quick 
acceleration,  responsive  steering  and 
advanced  antilock  brakes. 

However;  in  the  event  of  a frontal 
collision  you  cannot  avoid,  an  impact- 
activated  safety  system  is  automatically 


deployed.  It  all  happens  in  an  instant: 

Hydraulic  bumpers  absorb  a part 
of  the  energy  of  impact.  “Crush  tubes” 
absorb  the  energy  further  Seat  belts 
tighten  their  grip.  Three  sensors  trigger 
the  driver’s-side  airbag.  Interior  lights 
turn  on  and  even  the  doors  unlock,  to 
aid  in  exit  or  rescue. 

THE  LOW  COST  OE  OWNERSHIP 

Under  the  325i's  hood  is  a 189-hp, 
24-valve  engine  so  advanced,  it  needs 
little  regular  maintenance  beyond  the 
simple  changing  of  oil,  filters  and  plugs. 

Sophisticated  electronics  allow  the 
BMW  technician  to  actually  “play  back” 
past  engine  events,  revealing  problems 
that  would  otherwise  be  difficult  to  ob- 
serve. Or  even  describe. 

And  to  help  reduce  unexpected 
expenses,  the  325i  sedan  comes  with 
our  four-year/50,000-mile  bumper- 
to-bumper  warranty,*as  well  as  a Road- 
side Assistance  plan  you  can  call  upon 
any  day,  on  every  road  in  the  U.S.AT 

We  invite  you  to  visit  your  nearest 
BMW  dealer  for  a test  drive.  You’ll  find 
that  the  325i  not  only  raises 
the  standard  for  the  sports 
sedan.  It  re-defines  the  class. 

THE  ULTIMATE  DRIVING  MACHINE: 


*Seeyour  BMW  dealer  for  details  on  this  limited  warranty  **Services  provided  by  Cross  Country  Motor  Club.  Inc.,  Boston.  MA  02155,  except  in  CA.  where  services  are  provided  by 
Cross  Country  Motor  Club  of  Calif.  Inc . Boston,  MA  © 1991  BMW  of  North  America.  Inc  The  BMW  trademark  and  logo  are  registered. 


VISIT  YOUR  AUTHORIZED  BMW  DEALER.  OR  EOR  MORE  INFORMATION,  CALL  1-800-334-4BMW 


Upfront 


Dr  Nixon  sounds 
‘call  to  action’  for 
presidential  year 

Urging  TMA  members  to  face 
the  problems  of  the  1990s  as 
“disguised  opportunities  for  positive 
change,”  new  TMA  President 
Sam  A.  Nixon,  MD,  Houston,  re- 
minded physicians  at  the  1991  TMA 
Annual  Session  of  the  importance 
of  partnerships. 

“Medical  associations,  as  we 
know  them,  started  out  as  partner- 
ships between  physicians  and  medi- 
cal schools  ‘to  promote  the  science 
and  art  of  medicine  and  the  better- 
ment of  public  health,’”  said  Dr 
Nixon,  who  was  installed  May  10  as 
TMA  president  for  1991-1992. 

A TMA  member  since  1954,  Dr 
Nixon  began  his  service  with  TMA 
as  chair  of  its  former  Committee  on 
Public  Health.  He  has  served  on  the 
board  of  trustees  since  1988.  He  was 
speaker  of  the  House  of  Delegates  in 
1989-1990,  and  has  served  as  a dele- 
gate to  the  AMA  since  1977. 

“Partnerships  still  he  at  the  heart 
of  medicine,  he  said.  “Partnerships 
between  different  specialties  and 
types  of  practices.  Partnerships  be- 
tween physicians  and  patients.  Be- 
tween physicians  and  state  agencies. 
And  yes,  even  between  medicine  and 
politics.  Politics  in  my  lexicon  is  not 
a dirty  word  — it’s  an  active  word.” 

And  while  the  1990s  “present  us 
with  tremendous  and  numerous  chal- 
lenges — challenges  that  threaten 
some  of  those  partnerships,”  Dr 
Nixon  expressed  his  hope  that  the 
coming  year  would  be  one  of  “chal- 
lenges we  will  grasp  as  opportunities 
for  positive  change,  for  real  change.” 

The  resource-based  relative  value 
scale,  patient  dumping  and  transfer 
issues,  workers’  compensation  fee 
schedules,  and  legal  responsibilities 
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municate,  cooper- 
ate, participate, 
and  serve,”  Sam  A. 

Nixon,  MD,  Hous- 
ton, begins  his 
year  as  the  associ- 
ation’s president. 

of  physicians  with  HIV  infection  are 
among  the  challenges  facing  the  as- 
sociation, Dr  Nixon  said. 

But  with  “courage  and  faith,  com- 
mitment and  dedication,”  the  associ- 
ation will  “clear  away  hurdles  and 
pave  new  paths  for  the  physicians 
and  patients  of  Texas,”  he  said. 
Pointing  to  the  accomplishments  of 
the  past  year.  Dr  Nixon  said,  “You 
have  just  experienced  another 
tremendous  year  of  success,  of 
progress  — in  the  courts,  the  legisla- 
ture, and  in  the  regulatory  process;  in 
public  health  and  in  media  relations; 
and  in  the  recognition  by  others  that 
physicians  and  the  Texas  Medical  As- 
sociation are  leaders  in  health-care 
policy  and  action  in  this  state.” 

Dr  Nixon  is  director  of  the  Divi- 
sion of  Continuing  Education  and 
special  assistant  to  the  president  for 
community  and  professional  rela- 
tions at  The  University  of  Texas 
Health  Science  Center  at  Houston. 
At  The  University  of  Texas  Medical 
School  at  Houston,  he  serves  as  assis- 
tant dean  of  continuing  education, 
and  professor.  Department  of  Family 
Practice  and  Community  Medicine. 
Before  joining  UT  in  1977,  he  was  in 
private  family  practice  for  23  years. 


Dr  McGee  thanks 
delegates  for  chance 
to  lead 


ne  of  my  greatest  joys 
this  past  year  simply  has 
been  serving  you,”  Wm.  Gordon 
McGee,  MD,  El  Paso,  told  the  House 
of  Delegates  as  his  term  as  associa- 
tion president  drew  to  a close. 

Dr  McGee  said  TMA  activities 
have  been  a combination  of  success- 
fully responding  to  onerous  events 
and  identifying  opportunities  for 
TMA  involvement,  support,  and  ser- 
vice. He  praised  the  delegates  and 
the  TMA  membership  for  giving 
so  unselfishly  of  their  time,  effort, 
and  money  to  support  the  associa- 
tion’s efforts. 

“Traveling  across  this  state  tak- 
ing the  pulse  of  Texas  physicians  is 
the  single  most  important  thing  a 
president  can  do,”  Dr  McGee  said. 

In  attributing  TMA’s  accomplish- 
ments during  the  past  year.  Dr 
McGee  said,  “It  is  the  1,000  mem- 
bers who  sit  on  our  boards,  coun- 
cils, committees,  and  this  House 
who  carried  out  our  many  successes 
through  the  courts,  the  legislature, 
and  the  regulatory  process.” 


McGee,  MD,  tells 
delegates,  “It  is  I 
who  should  stand 
and  applaud  you.” 
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Delegates  elect  leaders 
to  serve  during 
1991-1992 

In  an  unprecedented  move  that 
drew  criticism  from  some  dele- 
gates, the  TMA  House  of  Delegates 
suspended  parliamentary  rules  to 
elect  all  unopposed  candidates  with 
one  motion  during  its  May  meeting 
at  Annual  Session.  Candidates  rang- 
ing from,  president-elect  to  American 
Medical  Association  delegates 
were  elected. 

William  G.  Gamel,  MD,  Austin, 
was  elected  president-elect. 

“I  am  humbled  and  honored  by 
your  trust,”  said  Dr  Gamel  follow- 
ing his  election.  “I  will  try  to  serve 
you  in  the  great  tradition  of  the  as- 
sociation and  what  we  hold  dear.” 

An  Austin  gastroenterologist  in 
private  practice  since  1967,  Dr 
Gamel  has  served  as  chair  of  TMA’s 
Council  of  Legislation  since  1986. 
He  is  an  alternate  delegate  to  the 
American  Medical  Association  and  a 
past  president  of  Travis  County 
Medical  Society. 

Others  elected  during  the  House 
of  Delegates  session  in  Dallas  were 
Speaker  of  the  House  Mark  J. 
Kubala,  MD,  Beaumont,  and  Vice 
Speaker  of  the  House  Bernard  W. 
Palmer,  MD,  San  Antonio,  both  of 


William  G.  Gamel,  MD 
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A question  of  stature 


Wm.  Gordon  McGee,  MD,  re- 
ceives his  past-president’s 
pin  from  new  TMA  President  Sam 
A.  Nixon.  After  receiving  the  presi- 
dent’s gavel  from  Dr  McGee,  Dr 
Nixon  quipped,  “Did  you  notice 
that  as  he  handed  me  the  gavel  of 
leadership,  he  seemed  to  grow  by 
about  4 inches?  And  strangely 
enough,  as  I look  down,  the  cuffs  of  my 
trousers  seem  to  be  resting  on  the  floor.  The  weight  of  leadership! 
I gladly  accept  it.” 


whom  were  elected  to  second  terms. 

Elected  to  3-year  terms  as 
trustees  were  Hugh  Lamensdorf, 
MD,  Fort  Worth;  Earl  L.  Grant, 
MD,  Austin;  and  incumbent  Harold 
R.  High,  MD,  Guero.  (At  the  first 
board  of  trustees  meeting  following 
the  House  of  Delegates  session,  Alan 
C.  Baum,  MD,  Houston,  was  elected 
board  chairman.  Dr  High  was  cho- 
sen vice-chairman,  and  Dr  Lamens- 
dorf was  elected  secretary.) 

The  House  of  Delegates  elected 
Percy  E.  Luecke,  Jr,  MD,  Dallas,  to 
fill  an  open  councilor  seat  in  District 
14.  Five  councilors  were  reelected: 
Edwin  R.  Franks,  MD,  Iraan,  District 
1;  William  M.  Hibbitts,  MD,  Mid- 
land, District  2,  John  L.  Humphrey, 
MD,  Brownwood,  District  4;  John  E. 
Presley,  MD,  Palestine,  District  11; 
and  Ronald  M.  Rust,  MD,  College 
Station,  District  12. 

Eleven  incumbents  were  reelected 
as  delegates  to  the  AMA,  and  nine 
physicians  were  reelected  as  AMA 
alternate  delegates.  In  a contested 
race,  Susan  Rudd  Wynn,  MD,  Fort 
Worth,  was  elected  to  fill  an  alter- 
nate AMA  delegate  seat  vacated  by 
F.  Warren  Tingley,  MD,  who  recent- 
ly relocated  to  Tennessee. 

Debra  M.  Osterman,  MD,  Hous- 
ton, will  again  serve  a 1-year  term  as 
alternate  delegate  to  the  AMA  from 
the  Resident  Physician  Section.  Dan- 
ny Kocurek,  a medical  student  at 
The  University  of  Texas  Health  Sci- 
ence Center  at  San  Antonio,  will 
serve  a 1-year  term  as  AMA  alter- 
nate delegate  from  the  Medical  Stu- 
dent Section. 

JULY  1991 


TMA  bestows  highest 
honor  on  Dr  Neal 

Describing  Durwood  E.  Neal, 
MD,  as  the  “epitome  of  what 
a physician  should  be,”  Drue  O.D. 
Ware,  MD,  outgoing  chairman  of 
the  TMA  board  of  trustees,  present- 
ed TMA’s  Distinguished  Service 
Award  to  Dr  Neal  during  the  open- 
ing session  of  the  House  of  Dele- 
gates in  Dallas  in  May. 

The  association’s  highest  honor 
recognizes  meritorious  achievement 
in  medical  science,  public  service, 
and  service  to  the  profession  and  is 
designed  to  encourage  others  to  at- 
tain these  standards. 

Dr  Neal  introduced  his  wife, 
Nell,  and  family  to  delegates,  and 
joked  that  he  had  enough  people  to 
staff  an  HMO  right  in  his  family. 
His  children  and  stepchildren  in- 
clude Durwood  E.  Neal,  Jr,  MD; 
Jack  McMahon,  PhD;  Jan  Renfro; 
Chuck  Oswalt,  MD;  Chip  Oswalt, 
MD;  Judy  Swift;  Bill  Oswalt,  MD; 
and  Barry  Oswalt,  MD. 

Dr  Neal  said  his  affiliation  with 
TMA  is  treasured,  and  closed  his 
thanks  to  the  delegates  with  a quote 
from  a lifelong  friend:  “Success  is 
not  what  you  gain  or  accomplish  in 
life,  but  the  love  and  care  you  give 
to  others.” 

Dr  Neal  is  a past  president  of 
TMA  and  past  chair  of  its  Council 
on  Communication.  He  has  served 
on  the  Council  on  Annual  Session 
and  Scientific  Programming. 

A past  president  of  the  Texas 
Academy  of  Family  Physicians,  Dr 
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Neal  was  named  Texas  Physician  of 
the  Year  by  the  academy  in  1986. 

At  home  in  Fort  Worth,  the  fami- 
ly practitioner  has  served  as  presi- 
dent of  the  Tarrant  County  Medical 
Society  (TCMS)  and  member  of  its 
board  of  trustees.  He  is  a recipient 
of  the  Gold  Headed  Cane  Award 
from  TCMS. 

Dr  Neal  has  served  as  president 
of  the  medical  staff  at  Cook  Chil- 
dren’s Hospital,  All  Saints  Episcopal 
Hospital,  and  John  Peter  Smith  Hos- 
pital, of  which  he  was  the  first  medi- 
cal director.  He  also  has  served  as  a 
trustee  of  the  Texas  Medical  Foun- 
dation, and  medical  director  of  Hos- 
pice Care,  in  Fort  Worth. 


Durwood  E.  Neal, 
MD,  received  the 
TMA  Distinguished 
Service  Avtfard. 


Governor  Richards 
to  help  dedicate 
TMA  headquarters 


As  final  preparations  for 
TMA’s  move  to  its  new 
headquarters  were  being  made 
in  early  June,  Governor  Ann 
Richards  had  accepted  an  invi- 
tation to  be  the  principal 
speaker  at  the  building’s  dedi- 
cation, July  26. 

Most  TMA  departments 
were  scheduled  to  move  into  the  building 
on  June  7. 

Texas  Medical  Association’s  new  address  and  telephone  are: 


401  W 15th  Street 
Austin,  TX  78701 
(512)  370-1300 


Delegates  act  on 
constitutional  and 
financial  issues 

In  the  quiet  elegance  of  the  Khmer 
Pavilion  in  the  Loews  Anatole 
Hotel  in  Dallas,  the  TMA  House  of 
Delegates  took  action  on  member- 
ship dues  and  more  than  80  other 
items,  including  resolutions  from 
county  medical  societies,  when  it  met 
May  9-10  during  Annual  Session. 

Led  by  Speaker  Mark  J.  Kubala, 
MD,  Beaumont,  and  Vice  Speaker 
Bernard  W.  Palmer,  MD,  San  Anto- 
nio, the  436-member  House  consid- 
ered issues  from  tobacco  to  physi- 
cian payment.  (See  other  sections  of 
this  issue  of  Texas  Medicine  for  re- 
ports of  House  actions  related  to 
public  health,  science  and  education, 
medical  economics,  and  law.) 

On  recommendation  from  the 
board  of  trustees,  the  House  ap- 
proved an  increase  in  active  member 
dues  from  $265  to  $295  for  1992. 
AMA  dues  for  1992  are  not  expect- 
ed to  increase. 

The  House  also  approved  and  re- 
ferred to  the  board  of  trustees  a rec- 
ommendation to  offer  a one-time 
50%  discount  in  dues  in  1992  to 
physicians  who  have  never  been  ac- 
tive members  of  organized  medicine, 
and  to  encourage  county  medical  so- 
cieties and  AMA  to  join  this  pro- 


gram. Additionally,  delegates  ap- 
proved the  concept  of  offering  a 
graduated  dues  payment  plan  to 
physicians  in  first  through  fourth 
years  of  practice;  this  recommenda- 
tion was  referred  to  the  Committee 
on  Membership. 

In  other  organizational  and  con- 
stitutional actions,  the  House: 

• Asked  the  Council  on  Constitution 
and  Bylaws  to  study,  with  repre- 
sentatives of  the  Texas  Delegation 
to  the  AMA,  means  of  determining 
appropriate  length  of  service  for 
Texas  delegates.  This  action  was  in 
response  to  a recommendation 
calling  for  a tenure  requirement 
for  Texas  delegates  and  alternate 
delegates  to  the  AMA. 


Bernard  W. 
Palmer,  MD 
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Mark  J. 
Kubala, 
MD 


• Approved  a recommendation  to 
commend  physicians  who  served 
in  the  Persian  Gulf  and  voted  to 
send  appropriate  certificates  to 
members  who  served. 

Medical  students 
applaud  Dr  Howe’s 
assistance 

John  P.  Howe  III,  MD,  San  An- 
tonio, received  the  C.  Frank 
Webber  Award  during  a session  of 
the  House  of  Delegates  in  May.  Dr 
Howe  was  recognized  for  his  out- 
standing support  of  TMA’s  Medical 
Student  Section  (MSS). 

The  award  is  named  for  Dr  Web- 
ber, whose  leadership  and  dedication 
to  medical  students  prompted  the 
development  of  the  strong  student 
organization. 

Dr  Howe,  a cardiologist,  has 
been  president  of  The  University  of 
Texas  Health  Science  Center  at  San 
Antonio  since  1985.  Before  that,  he 
was  vice  chancellor  of  the  University 
of  Massachusetts  at  Worcester  and 
academic  dean  of  its  medical  school. 
Dr  Howe  also  is  president  of  the 
Texas  Society  for  Biomedical  Re- 
search and  serves  on  the  board  of 
trustees  of  the  National  Association 
for  Biomedical  Research, 
i “Through  the  years.  Dr  Howe  has 
gone  out  of  his  way  to  assist  students 
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$30  dues  increase  to  sustain  TMA’s  expanded 
advocacy  role 

In  approving  an  increase  to  $295  of  active  members’  TMA  dues  for  1992, 
the  House  of  Delegates  concurred  with  the  board  of  trustees’  call  for  sup- 
port of  continued  expansion  of  legislative,  socioeconomic,  and  public  health 
advocacy  programs. 

The  trustees’  proposal  for  a dues  increase  corresponded  to  members’  calls 
for  additional  representation.  Results  of  the  TMA  member  opinion  survey  con- 
ducted in  November  1990  paralleled  those  of  previous  surveys,  except  that 
member  attitudes  about  governmental  intrusion  were  more  intense.  When 
asked  which  issues  should  receive  the  greatest  TMA  focus,  physicians  said  the 
most  important  issues  were  reducing  unwarranted  government  intervention,  re- 
solving professional  liability  insurance  issues,  and  assuring  the  availability  of 
quality  medical  care. 

Member  dues  make  up  54%  of  the  total  TMA  income  in  1991.  Non-dues  in- 
come, which  has  significantly  increased  in  the  last  4 years,  includes  income  from 
investments,  educational  programs,  advertising,  insurance  royalty.  Annual  Ses- 
sion, library  endowments  and  fees,  services  billed,  and  other  royalty  income. 

At  $265  (and  at  $295)  TMA  has  the  lowest  dues  of  the  10  largest  state 
medical  associations.  Other  states’  1991  dues  (in  order  of  membership  size) 
are;  California,  $410;  (Texas,  $265);  New  York,  $325;  Pennsylvania,  $430; 
Illinois,  $350;  Florida,  $300;  Ohio,  $395;  Massachusetts,  $300;  Michigan, 
$440;  and  New  Jersey,  $350.  Four  of  those  states,  in  addition  to  Texas,  are 
projecting  dues  increases  in  1992. 

The  last  TMA  dues  increase  was  $30  in  1989.  The  trustees  project  the 
1992  dues  increase  will  be  sufficient  through  1994.  Dues  for  member  clas- 
sifications other  than  “active”  were  not  increased. 

TMA  areas  of  primary  focus  for  1991 

cc  epresentation,”  one  of  four  areas  into  which  the  TMA  budget  is 
divided,  was  increased  from  23%  of  the  budget  in  1990  to  36% 
of  the  1991  budget.  Representation  includes  areas  such  as  legislative  activity, 
communications  and  public  relations,  medical  economics,  and  public  health. 

“Education”  includes  legal  information,  the  TMA  Annual  Session,  the 
TMA  library,  and  practice  management  and  risk  management  workshops. 

“Organization”  includes  funding  for  TMA  boards,  councils,  and  commit- 
tees, and  the  House  of  Delegates,  in  addition  to  administrative  costs  of  the 
association. 

“Standards”  includes  continuing  education,  medical  ethics,  quality  assur- 
ance/peer review,  and  the  physician  health  & rehabilitation  program. 
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in  becoming  involved  in  TMA,”  says 
MSS  Chair  Adam  Borowski,  a stu- 
dent at  Texas  Tech  University  Health 
Sciences  Center  in  Lubbock. 

This  year,  in  particular.  Dr 
Howe’s  efforts  have  helped  the  MSS 
carry  out  its  social  issue  project  to 
educate  fellow  students  and  the  pub- 
lic about  the  benefits  of  animal  re- 
search, adds  Borowski. 

Dr  Howe’s  work  with  TMA  in- 
cludes serving  as  an  alternate  dele- 
gate to  the  House  of  Delegates  and 
as  a consultant  to  the  Council  on 
Medical  Education. 

In  addition,  he  has  served  on 
TMA’s  Committee  on  Continuing  Ed- 
ucation, Blue  Ribbon  Committee  on 
Science  and  Scientific  Affairs,  and  the 
Task  Eorce  on  Employed  Physicians. 
Dr  Howe  is  an  alternate  delegate  to 
the  American  Medical  Association. 

House  confers  honorary 
membership  on  seven 
physicians 

Seven  Texas  physicians  have 
been  elected  to  honorary 
membership  in  the  Texas  Medical 
Association.  They  are  Benjy  F. 
Brooks,  MD,  Houston;  H.  Carl 
Messerschmidt,  Jr,  MD,  Baytown; 
William  E.  Wagnon,  MD,  Waco; 
Joseph  C.  Ogle,  MD,  Dallas;  Dale 
Wayne  Curry,  MD,  Odessa;  P.  Clift 


Price,  MD,  Austin;  and  Richard 
Henry  Harrison  III,  MD,  Bryan. 

Upon  nomination  by  component 
county  medical  societies,  the  House 
of  Delegates  may  elect  to  honorary 
membership  those  physician  members 
“who  have  rendered  outstanding  ser- 
vice to  organized  medicine  or  made 
noteworthy  contributions  to  scientific 
medicine  and  who  have  reached  a 
point  of  comparative  inactivity  in  the 
practice  of  medicine  as  determined  by 
the  county  medical  society.” 

A Legacy  of  Caring 
campaign  surges  past 
halfway  mark 


With  a bit  of  nice  timing,  A 
Eegacy  of  Caring  campaign 
passed  its  $1  million  halfway  mark 
in  the  midst  of  the  1991  TMA  An- 
nual Session. 

A pleased  Max  C.  Butler,  MD, 

Houston,  chair  of  the  campaign’s 
statewide  steering  committee,  made 
the  announcement  during  the  opening 
session  of  the  House  of  Delegates 
May  9 and  thanked  delegates  who 
had  pledged  commitments. 

“This  is  one  of  the 
most  important  programs 
TMA  has  ever  implement- 
ed,” said  Dr  Butler. 

“Building  A Eegacy  of 
Caring  endowment 

fund  will  prove  that  ab 

Texas  physicians  truly  are  ‘Physicians 
caring  for  Texans,’  and  that  we  con- 
tribute to  programs  that  will  make  a 
difference  in  our  fellow  neighbors’ 
health  care.” 

The  initial  goal  of  the  Texas  Med- 
ical Association  Education  and  Re- 
search Foundation  (TMA-ERF)  is  to 
establish  a $2  million  endowment  to 
expand  and  develop  programs  in 
public  health,  medical  information. 


and  education.  As  directed  by  TMA 
members,  the  primary  emphasis  is  11 
public  health  and  medical  informa- 
tion and  education  programs,  with 
border  health  and  adolescent  health 
to  be  funded  first.  The  adolescent 
health  program  will  focus  initially  on 
teenage  pregnancies  and  suicides. 

As  of  June  3,  1991,  more  than 
$1.1  million  had  been  pledged  to  the 
campaign. 

In  this  first  phase  of  the  cam- 
paign, started  last  fall,  key  TMA 
leaders  have  been  targeted.  More 
than  250  physicians  serving  on  17 
regional  campaign  committees  have 
solicited  contributions.  All  TMA 
members  will  have  the  opportunity 
to  contribute  to  the  campaign  later 
this  year. 

Cash  pledges,  which  may  be  paid 
over  a 3-  to  5-year  period,  and  life 
insurance  have  been  the  choice  of 
many  contributors  to  the  campaign 
because  they  enable  donors  to  make 
larger  gifts  than  might  otherwise  be 
possible. 

Fife  insurance  policies,  spe- 
cifically designed  for  fund- 

A raising  purposes,  are  now  avail- 
able through  TMA-ERF. 
While  rates  for  the  poli- 
cies vary  specific  to  size 
of  policy,  age,  sex, 
and  smoking  habits 
of  a donor,  a repre- 
sentative rate  for  a 
$30,000  policy  for  a 
40-year-old  male  non- 
smoker  is  $2,200  (single  payment)  or 
$510  in  five  pledge  payments. 

TMA-ERF  is  a nonprofit  organi- 
zation accorded  tax  exempt  status 
under  Internal  Revenue  Code  Sec- 
tion 501(c)(3),  which  enables  con- 
tributors to  deduct  gifts  made  to  the 
foundation  to  the  fullest  extent  of 
tax  laws. 


Legaoj 

ofCarim 
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For  further  information  on  the 
campaign,  contact  the  TMA  Re- 
source Development  Department, 
401  W 15th  St,  Austin,  TX  78701, 
phone  (512)  370-1300. 

Commentary 

A second  year 
of  newness 

Kathryn  IVombatore 

Managing  Editor 

With  this  issue,  Texas 
Medicine  begins  its  second 
year  as  a medical  news  magazine 
containing  a section  of  peer-re- 
viewed  articles.  The  past  year  has 
been  one  of  exploration  — of 
searching  out  new  topics  and  of  test- 
ing new  ways  to  deliver  the  most  in- 
formation in  the  best  format. 

For  the  most  part,  your  response 
has  been  positive.  You  like  having 
news  segmented  into  major  topics 
like  “medical  economics”  and  “law” 
and  “public  health.”  You  like  the 
clean,  formal  presentation  of  the 
clinical  articles  in  the  journal  sec- 
tion. And  you  like  hearing  what  your 
colleagues  have  to  say  about  some  of 
the  most  controversial  issues  con- 
fronting medicine  today. 

Fortunately,  there  has  been  some 
criticism  to  keep  us  sharp.  You  don’t 
like  it  when  some  parts  of  Texas  are 
emphasized  over  others.  You  don’t 
like  it  when  physicians  are  underrep- 
resented as  authors  of  articles  in  the 
journal  section.  And  you  really 
didn’t  like  having  the  letters  section 
in  the  back  of  the  publication. 

Two  of  the  letters  received  this 
year  characterize  the  extremes  of 
physicians’  response  to  the  publica- 
tion. One  criticized  the  provocative 
covers:  “If  you  have  spent  some  of 
my  yearly  dues  to  do  this  with  your 


covers,  I really  feel  cheated.”  The 
other  was  a note  on  a page  torn 
from  the  magazine:  “Congratula- 
tions on  the  new  format  and  content 
of  the  journal.  It’s  the  first  time  I’ve 
read  it  almost  from  cover  to  cover.” 

Combining  a magazine  and  a 
medical  journal  is  unusual,  but  Tex- 
ans have  always  preferred  doing 
what  really  works  instead  of  follow- 
ing the  leader. 

And  so  in  that  spirit,  Texas 
Medicine  begins  another  year  of 
change.  Some  goals  remain:  cover 
art  that  won’t  get  lost  on  your  desk; 
news  you  must  have;  articles  that 
won’t  be  forgotten. 

But  you  are  key  to  these  and  all 
other  changes.  The  members  of 
Texas  Medicine's  editorial  committee 
were  chosen  to  represent  you.  They 
do  that  best  when  they  know  your 


likes  and  dislikes  and  the  issues  you 
want  to  see  covered  in  the  publica- 
tion. The  editorial  committee  mem- 
bers’ names  and  phone  numbers  are 
always  on  page  4 of  the  magazine. 

And  the  staff  members  of  Texas 
Medicine  also  welcome  your  com- 
ments. We  enjoy  hearing  from  you 
when  you’re  happy  with  Texas 
Medicine,  but  we  NEED  to  hear 
when  you  aren’t. 
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Newsmakers 

Hiram  P.  Arnold,  MD,  retired 
Hemphill  gynecologist,  has  been 
named  Texas  Tree  Farmer  of  the  Year 
for  1991,  by  the  Tree  Farm  Task  Force 
of  the  Texas  Forestry  Association. 

Byron  j.  Bailey,  MD,  Wiess  Profes- 
sor and  chairman  of  otolaryngology 
at  The  University  of  Texas  Medical 
Branch  at  Galveston,  has  been  ap- 
pointed to  a 3-year  term  on  the  Na- 
tional Deafness  and  Other  Commu- 
nication Disorders  Advisory  Board 
of  the  National  Institutes  of  Health. 
He  also  was  elected  to  a 3-year  term 
on  the  nominating  committee  of 
the  American  Board  of  Medical 
Specialties. 

Charles  M.  Balch,  MD,  head  of  the 
division  of  surgery  at  The  University 
of  Texas  M.D.  Anderson  Cancer 
Center,  has  been  elected  president  of 
the  Society  of  Surgical  Oncology. 

James  A.  Belli,  MD,  professor  and 
chairman  of  radiation  therapy  and 
holder  of  the  John  Sealy  Centennial 
Chair  in  Radiation  Therapy  at  The 
University  of  Texas  Medical  Branch 
at  Galveston,  has  been  chosen  presi- 
dent-elect of  the  Radiation  Research 
Society. 


Dick  G.  Ellis,  MD,  of  Fort  Worth, 
has  been  elected  president-elect 
of  the  American  Pediatric  Surgical 
Association. 

E.  Leon  Etter  II,  MD,  general  sur- 
geon, has  been  elected  chairman  of 
the  Houston  Area  Urban  League’s 
board  of  directors. 

Gordon  Hill,  Jr,  MD,  of  San  Antonio, 
has  been  named  physician  of  the  year 
by  the  Alamo  Chapter  of  the  Texas 
Academy  of  Family  Physicians. 

Gabriel  N.  Hortobagyi,  MD,  profes- 
sor of  medicine  and  chief  of  the 
medical  breast  section  in  the  depart- 
ment of  medical  oncology  at  M.D. 
Anderson  Cancer  Center,  has  been 
appointed  to  the  Nylene  Eckles  Pro- 
fessorship in  Breast  Cancer  Research 
by  The  University  of  Texas  System 
Board  of  Regents. 


Barry  D.  Kahan,  PhD,  MD,  director 
of  the  division  of  immunology  and 
organ  transplantation  at  The  Uni- 
versity of  Texas  Medical  School  at 
Houston,  has  been  elected  to  a 4- 
year  term  as  treasurer  of  The  Inter- 
national Transplantation  Society. 

Alvin  L.  LeBlanc,  MD,  professor  of 
obstetrics  & gynecology  and  associ- 
ate dean  for  graduate  medical  edu- 
cation at  The  University  of  Texas 
Medical  Branch  at  Galveston,  has 
been  elected  chairman  of  the  nation- 
al Residency  Review  Committee  for 
Obstetrics  & Gynecology,  which  re- 
views requirements  for  medical  resi- 
dency programs  accredited  by  the 
American  Council  on  Graduate 
Medical  Education. 


Lester  J.  Peters,  MD,  head  of  the 
division  of  radiotherapy  at  The  Uni- 
versity of  Texas  M.D.  Anderson 


Cancer  Center,  has  been  elected  to  a 
6-year  term  on  the  American  Board 
of  Radiology. 

Milton  Turner,  MD,  Austin  gynecolo- 
gist, has  been  presented  a 50th  an- 
niversary diploma  from  Tulane  Uni- 
versity, in  commemoration  of  his 
graduation  from  the  School  of 
Medicine  in  1941. 

Agnes  Whitley,  MD,  Dallas  psychia- 
trist, has  been  appointed  to  the 
Dallas  County  Mental  Health  and 
Mental  Retardation  Board  by  Com- 
missioner Nancy  Judy. 

Gary  W.  Williamson,  MD,  of  Austin, 
has  been  elected  president  of  the 
Texas  Radiological  Society.  Other 
elections  include  Thomas  S.  Harle, 
MD,  Houston,  president-elect;  Dale 
B.  Brannom,  MD,  Abilene,  first  vice 
president;  Stewart  R.  Reuter,  MD, 
San  Antonio,  second  vice  president; 
Ted  L.  Careiock,  MD,  Plano,  secre- 
tary; and  Leslie  L.  Lemak,  MD, 
Houston,  treasurer. 
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Obituaries 

Charles  Ray  Brewer,  MD,  44; 

Spring;  Baylor  University  College  of 
Medicine,  1979;  died  April  27, 
1991. 

Lee  Roy  Byrd,  MD;  Port  Arthur; 
died  April  24,  1991. 

Sidney  W.  Hughes,  MD,  79;  Marlin; 
Baylor  University  College  of 
Medicine,  1935;  died  April  10, 
1991. 

C.  Forrest  Jorns,  MD,  82;  Houston; 
Baylor  University  College  of 
Medicine,  1932;  died  April  24, 
1991. 

J.  Richard  Laramore,  27;  Houston; 
The  University  of  Texas  Health  Sci- 
ence Center  at  Houston,  1992;  died 
April  30,  1991. 

Joey  Mathew  Pirrung,  MD,  64; 

Mesquite;  University  of  Cincinnati 
College  of  Medicine,  1957;  died 
April  11,  1991. 

David  J.  Streater,  MD,  51;  Dallas; 
University  of  Ottowa,  Canada, 
1965;  reported  deceased. 

Guy  Amsden  Tittle,  MD,  93;  Dallas; 
Baylor  University  College  of 
Medicine,  1923;  died  April  5,  1991. 

Richard  R.  Woods,  MD,  76;  Corpus 
Christi;  University  of  Rochester 
School  of  Medicine  and  Dentistry, 
1941;  died  April  8,  1991. 


Former  TMA  President  Mylie  E.  Durham,  Jr,  MD,  dies 


As  members  of  the  Texas  Dele- 
gation to  the  American  Medi- 
cal Association  prepared  for  the  an- 
nual meeting  of  the  AMA  in 
Chicago,  they  received  word  that 
Mylie  E.  Durham,  Jr,  MD,  chairman 
of  the  Texas  delegation,  had  died 
June  3,  1991.  He  was  72. 

The  Texas  delegation  presented 
a memorial  resolution  at  the  AMA 
meeting,  June  23-27, 
in  recognition  of  Dr 
Durham’s  long-time 
service  to  the  medical 
profession  and  orga- 
nized medicine. 

Dr  Durham,  a 
Houston  general  sur- 
geon, was  president  of 
Texas  Medical  Associ- 
ation in  1978-1979. 

He  was  elected  an  al- 
ternate delegate  to  the 
AMA  in  1968  and  a 
delegate  in  1974.  He 
had  served  as  chairman  of  the  dele- 
gation since  1977. 

Born  in  Houston,  Dr  Durham 
practiced  medicine  in  Houston 
for  more  than  40  years.  Until  his 
death,  he  was  president  of  the 
Durham  Clinic,  which  was  founded 
by  his  father. 

In  1966,  Dr  Durham  was  presi- 
dent of  Harris  County  Medical  Soci- 
ety. He  also  was  the  first  physician 
named  to  the  Harris  County  Hospi- 
tal District  Board  of  Managers  and 
served  as  its  chair  for  2 years. 

Dr  Durham  received  his  bache- 
lor’s degree  from  Baylor  University 
in  1940.  He  graduated  in  medicine 
in  1944  from  The  University  of 
Texas  Medical  Branch  at  Galveston. 
He  served  his  internship  and  surgi- 
cal residency  at  Jefferson  Davis  Hos- 
pital in  Houston. 


Dr  Durham  entered  private  prac- 
tice as  a general  practitioner  in 
1946.  He  was  a captain  in  the  US 
Army  Medical  Corps  from  1951  to 
1953,  when  he  re-entered  private 
practice.  In  1961,  he  completed  a 
general  surgery  residency  at  Her- 
mann Hospital  and  began  private 
practice  as  a surgeon. 

Dr  Durham’s  life  was  devoted 
to  fulfilling  his  com- 
mitment to  his  profes- 
sion and  his  pa- 
tients. As  TMA 
president  he  said, 
“Physicians  must  do 
more  than  just  care 
for  patients.  Physi- 
cians must  become 
active  and  be  partici- 
pating members  of 
the  local,  state,  and 
national  medical 
organization.” 

His  dedication  was 
described  by  his  wife  in  a 1978 
Texas  Medicine  article:  “He  has  al- 
ways put  the  patient  and  the  pa- 
tient’s needs  first.  I have  never 
known  him  to  slight  an  obligation 
to  a patient,  or  to  the  profession  he 
loves  and  respects  so  highly.  He  al- 
ways feels  honored  when  a patient 
chooses  him  as  a doctor,  and  he  feels 
sincerely  honored  to  be  able  to  work 
for  organized  medicine.” 

In  1977  on  behalf  of  his  brother, 
Charles  Durham,  MD,  Dr  Durham 
established  the  Durham  Endowment 
of  the  Texas  Medical  Association 
Education  and  Research  Founda- 
tion. The  endowment  primarily  pro- 
vides loans  to  medical  students. 

Dr  Durham  is  survived  by  his 
wife,  Mrs  Patricia  Durham,  and  two 
sons,  Mylie  E.  Durham  III  and 
Joseph  G.  Durham. 
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The  Medical  Manager 

P hysicians  in  over  70  different  specialties  manage  their  practices  with  The 
Medical  Managerf  the  leader  in  practice  management  software  since  1982. 

The  Medical  Manager  handles  all  aspects  of  practice  management,  including 
accounts  receivable;  insurance  billing;  appointment  scheduling;  recalls; 
hospital  rounds;  and  financial,  procedure  and  clinical  history'. 

Optional  capabilities  include  electronic  claims  processing;  UB-82  billing; 
custom  report  writing  and  a new  hospital-physician  netw'ork. 

For  more  information  and  a thorough  demonstration  of  The  Medical  Manager, 
contact  one  of  the  dealers  listed  to  the  right.  If  a dealer  is  not  listed  for  your 
area,  call  Systems  Plus  at  (800)  222-7701  or  (800)  222-7707  in  California. 


Texas  Medical  Systems,  Ine 
Dallas,  TX  214  233-6188 

Intercity  Consultants 

Dallas,  TX  214  412-2110 

Management  Solutions 

Arlington,  TX  800  275-5266 

Valcom  Computer  Center 

Temple,  TX  817  778-8444 

Advanced  Medical  Management,  Inc. 

Houston,  TX  713  789-0030 

Healthcare  Computers,  Inc. 

Houston,  TX  713  498-2596 

Cypress  Creek  Management  System 
Houston,  TX  713  580-6717 

Marist  Medical 

Kingwood,  TX  713  358-5226 

United  Software  Architects 

San  Antonio,  TX  800  460-'’575 

Medplans  and  Programs 

San  Antonio,  TX  800  525-3427 

Automated  Professional  Services,  Inc. 
San  Antonio.  TX  800  486-6610 

Advanced  Medical  Management  Systems 
McAUen,  TX  800  336-3183 

Medical  Design  & Images 

Austin,  TX  512  454-6774 

The  Baker  Company 

Lubbock,  TX  806  763-2500 

Malone  Business  Systems,  Inc. 

Midland,  TX  800  992-6092 

Diamond  Computers 

Midland,  TX  915  684-3766 


Systems  Plus,  Inc.® 

500  Clyde  Avenue 
Mountain  View,  California  94043 


The  Medical  Manager  is  a registered  trademark  of  Personalized  Programming,  Inc  Systems  Plu.s,  Inc,  and  its  logo  are  registered 
trademarks  of  Systems  Plus,  Inc.  ©1990  Systems  Plus,  Inc. 


San  Antonio 
teacher  wins 
TMA  science 
award 

Jim  Busby 

Associate  Editor 

Jim  Weber  will  wear  “whale 
pants”  to  class  if  that’s  what  it 
takes  to  get  the  attention  of  his  9th 
grade  biology  students,  but  the  for- 
mula that  won  him  TMA’s  1991 
Award  for  Excellence  in  Science 
Teaching  combines  concern,  atten- 
tion, and  trust. 

“If  you  love  your  students,  spend 
time  with  them  outside  of  class,  and 
give  them  your  confidence,  they  will 
succeed,”  he  says.  And  so  will  the 
teacher,  apparently.  Since  his  arrival 
at  Oliver  Wendell  Holmes  High 
School  in  San  Antonio  15  years  ago, 
the  honors  biology  program  has 
grown  to  172  students. 

The  Award  for  Excellence  was 
presented  at  TMA’s  House  of  Dele- 
gates meeting  in  May  and  represents 
the  association’s  interest  in  promot- 
ing quality  science  education.  The 
award  and  $1,000  were  presented  for 
the  first  time  in  ceremonies  last  year 
to  Michael  Hoke  of  Orange,  Tex.  Mr 
Weber  received  TMA’s  Award  of 
Merit  at  that  time.  Six  awards  of 
merit  winners  were  announced  at  this 
year’s  House  of  Delegates. 

What’s  especially  remarkable 
about  Jim  Weber’s  success  in  teach- 
ing at  Oliver  Wendell  Holmes  High 
School  in  San  Antonio  is  that  each 
year  he  inspires  kids  from  a student 
body  that  is  largely  “at  risk,”  which 
is  a polite  way  of  saying  that  about 
80%  are  poor  and  not  expected,  sta- 


Jim  Busby,  associate  editor,  writes  and  edits  the  Pt4blic 
Health  and  Science  and  Education  sections  o/^Texas  Medicine. 
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Jim  Weber,  winner 
of  the  1991  TMA 
Award  for  Excel- 
lence in  Science 
Teaching,  says  a 
teacher’s  love,  at- 
tention, and  trust 
are  keys  to  stu- 
dents’ success. 

tistically  speaking,  to 
perform  swimmingly 
in  class.  But  99%  of 
his  students  succeed 
in  his  “fast-paced” 
course,  and  most 
make  A’s  or  B’s.  “ 
had  a discipline 
Holmes,”  he  says. 

“My  scientific  mission  in  life  be- 
came the  building  of  a super  [honors 
biology]  program  in  spite  of  seem- 
ingly adverse  socioeconomic 
trends,”  he  says.  “I  see  myself  as  a 
motivator  and  will  do  almost  any- 
thing to  get  my  students  to  love  and 
appreciate  biology.” 

This  means  “many  nights”  with 
“very  little  sleep”  and  35  to  40 
weekend  days  and  holidays  working 
with  students  on  field  trips  and  sci- 
ence contests.  His  research  expedi- 
tions have  taken  him  and  one  stu- 
dent each  summer  for  the  past  5 
years  to  study  deforestation  on  the 
Amazon,  the  Galapagos  tortoise  on 
Galapagos  Islands,  leatherback  tur- 
tles on  the  Virgin  Islands,  kangaroos 
in  Australia,  or  musk  ox  in  Alaska. 

One  former  student  who  traveled 
with  him  most  of  the  length  of  the 
Amazon  River  remembers  Jim  Weber 
for  working  closely  with  students: 
“The  watchword  for  Mr  Weher  is  in- 
volvement. He  insists  that  his  students 
get  involved  with  the  science  program 
as  well  as  the  school.  This  idea  of  stu- 
dent involvement  is  at  the  heart  of  Mr 
Weher’s  teaching  success.  Through 
this  type  of  teaching,  students  find 
that  science  is  both  interesting  and 


fun,  not  dreary 
reading  from  a 
textbook.” 

To  call  the 
teacher  involved 
is  a fair  assess- 
ment. He  holds 
membership  in  25 
professional  or- 
ganizations, has 
held  office  and  re- 
mains active  in  the 
Holmes  High  PTA 
and  booster  club, 
sponsors  the  Nation- 
al Honor  Society  chapter,  established 
the  Euture  Teachers  of  America  at 
Holmes,  and  chairs  the  school’s  sci- 
ence department. 

His  students  typically  take  home 
about  30%  of  the  ribbons  from  an- 
nual University  Interscholastic 
League  competition  with  more  than 
two  dozen  other  schools,  some  of 
his  9th  graders  winning  over  seniors. 

And  Mr  Weber  has  won  a few 
awards  himself  — 17  in  the  past  5 
years,  including  Trinity  University’s 
Distinguished  Educator  Award  and 
the  Excellence  in  Education  Award 
given  by  the  Greater  San  Antonio 
Chamber  of  Commerce.  In  1989,  he 
received  the  Texas  Excellence  Award 
for  Outstanding  High  School  Teach- 
ers from  The  University  of  Texas 
and  the  Presidential  Award  for  Ex- 
cellence in  Science  and  Mathematics 
from  the  National  Science  Eounda- 
tion  and  the  National  Science  Teach- 
ers Association.  He  graduated  Phi 
Beta  Kappa  from  Ripon  College  in 
Wisconsin  and  received  a master’s 
degree  from  Northwestern  Universi- 
ty in  Evanston,  111. 

Mr  Weber  told  TMA  delegates  in 
May  that  TMA’s  Award  of  Excel- 
lence was  a “very,  very  meaningful 
award  for  quite  a few  reasons. 

“I  was  supposed  to  become  a 


I have  never 
problem  at 
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doctor,”  he  said.  “That  was  one  of 
the  goals  of  several  people  close  to 
me  during  my  growing  up.  I decided 
to  become  a science  teacher,  and  be- 
ing recognized  by  a medical  associa- 
tion for  excellence  in  science  teach- 
ing is  extremely  meaningful. 

“My  grandfather  was  a medical 
doctor;  my  uncle  is  a 75-year-old 
practicing  physician.  I am  a proud 
science  teacher,  who  will  help  pre- 
pare the  next  generation  of  doctors. 
[This  year]  is  my  silver  anniversary 
of  teaching  and  my  golden  anniver- 
sary of  life.  I hope  to  have  at  least  a 
decade  of  teaching  left  to  positively 
influence,  in  many  ways,  at  least 
1,000  more  students. 

“I  love  science  teaching,”  Mr  We- 
ber told  the  delegates.  “I  am  so  very 
happy  that  among  your  priorities  is 
to  support  science  education  in  this 
state.  We  really,  really  need  your 
support.  Education  in  this  state  real- 
ly, really  needs  your  support.” 

The  TMA  Award  for  Excellence 
in  Science  Teaching  was  created  by 
TMA’s  Blue  Ribbon  Committee  on 
Science  and  Scientific  Affairs  as  part 
of  the  association’s  campaign  to  pro- 
mote high-quality  science  teaching. 

Winners  of  the  1991  Award  of 
Merit  are  Royace  E.  Aikin,  Lubbock 
High  School,  Lubbock,  chemistry 
teacher;  Melinda  Mills,  Clear  Lake 
Intermediate  School,  Clear  Lake,  sci- 
ence teacher;  Denise  L.  Martin,  T.S. 
Hancock  Elementary  School,  Hous- 
ton, health  and  science  teacher;  Celia 
Rainwater,  Tom  C.  Clark  High 
School,  San  Antonio,  biology,  anato- 
my, and  physiology  teacher;  Ava  My- 
ers, William  James  Middle  School, 
Fort  Worth,  physical  science  and  ma- 
rine biology  teacher;  and  Phyllis  Ol- 
son, Venture  High  School,  Arlington, 
biology  and  physical  science  teacher. 
Their  awards  will  be  presented  at 
county  medical  society  ceremonies. 


House  of  Delegates 
tackles  tough  medical 
education,  access  to 
care  issues 

The  TMA  House  of  Delegates 
has  authorized  creation  of  a 
task  force  to  study  issues  affecting 
placement  of  international  medical 
graduates  (IMGs)  into  Texas  resi- 
dency programs,  particularly  re- 
quirements that  IMGs  complete  3 
years  of  residency  training  before 
becoming  fully  licensed  to  practice 
in  Texas. 

The  House  took  the  action  at 
TMA’s  Annual  Session  meeting  last 
May  in  Dallas,  following  concern  ex- 
pressed by  some  physicians  that  the 
residency  requirements  for  IMGs  were 
excessive.  Physicians  receiving  under- 
graduate training  in  Texas  medical 
schools  are  required  to  complete  only 
1 year  of  residency  training  before 
they  receive  full  medical  privileges. 

“Qualified  IMGs”  are  defined  in 
a TMA  Council  on  Medical  Educa- 
tion report  as  medical  graduates  of 
foreign  medical  schools  who  are 
“American  citizens  or  permanent  US 
residents”  who  “have  passed  the 
ECFMG  and  Flex  exams.” 


In  addition  to  commissioning  the 
task  force  study,  the  delegates  sup- 
ported “development  of  assessment 
mechanisms  for  the  placement  of 
qualified  IMGs  into  Texas  residency 
programs”  and  decided  to  make  that 
stand  known  to  Texas  medical 
schools  and  residency  programs. 

“This  was  an  attempt  to  show 
support  and  interest  and  make  cer- 
tain that  all  aspects  in  regard  to 
IMGs  are  handled  appropriately,” 
says  David  M.  Mumford,  MD, 
chairman  of  the  Committee  on 
Manpower.  “If  there  are  any  hin- 
drances or  obstacles  to  fair  assess- 
ment for  residencies,  we  ought  to 
look  at  them  and  come  up  with 
more  definitive  recommendations.” 
Dr  Mumford  notes  that  85%  of 
IMGs  in  Texas  are  members  of 
TMA  and  thus  represent  a sig- 
nificant constituency. 

The  task  force  to  examine  the  is- 
sue will  report  its  findings  for  consid- 
eration by  the  House  of  Delegates. 

In  other  decisions  dealing  with 
medical  education  and  access  to 
health  care,  the  House  of  Delegates 
took  the  following  action: 

• Agreed  to  support  legislation  “to 
ensure  continued  funding  of 


POEP  releases  skin  cancer  education  package 

The  TMA  Physician  Oncology  Education  Program  (POEP)  is  scheduled  to 
start  shipping  a skin  cancer  education  package  this  month.  The  package 
is  the  sixth  in  a series  of  slide-script  presentations  to  update  physicians  on  pre- 
vention, screening,  and  early  detection  of  cancer. 

The  new  “skin  cancer  module,”  which  consists  of  about  two  dozen  35 
mm  slides  and  accompanying  script,  is  available  free  of  charge  to  physicians 
who  request  it. 

Other  modules  available  in  the  series  provide  updates  on  breast,  cervix, 
lung,  colon,  and  prostate  cancers. 

To  order  POEP  cancer  education  modules  or  other  educational  materials, 
write  to  POEP,  401  W 15th  St,  Austin,  TX  78701. 
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financial  assistance  programs  for 
medical,  nursing,  and  allied 
health  students”  and  to  notify 
AMA  of  its  position.  The  TMA 
Council  on  Medical  Education 
has  reported  that  a shortfall  is 
expected  because  of  increased  de- 
mand on  loan  funds.  In  1990,  for 
example,  loan  programs  of  the 
Texas  Higher  Education  Coordi- 
nating Board  (THECB)  provided 
$81  million  in  student  loans, 
while  1991  requests  were  expect- 
ed to  total  $100  million,  accord- 
ing to  THECB  estimates. 

• Supported  funding  of  Texas  medi- 
cal schools  allowing  them  to  con- 
tinue current  services.  This  action 
grew  out  of  projections  that  the 
cost  of  maintaining  all  current 
state  services  exceeds  revenue  by 
$4  billion  and  that  funding  re- 
quests exceed  available  funding  by 
$8  billion.  The  Council  on  Medi- 
cal Education  says  “the  bulk  of 
the  shortfall  is  for  education, 
health,  and  human  services.” 

• Encouraged  Texas  medical 
schools  and  residency  programs 
to  establish  written  policies  for 
parental  leave  for  students  and 
residents. 

• Encouraged  funding  for  the  re- 
quired third-year  clerkship  in  fam- 
ily practice  and  supported  legisla- 
tive initiatives  promoting  practice 
in  medically  underserved  areas. 

• Agreed  to  “support  legislation 
creating  and  funding  the  Nation- 
al Research  Education  Net- 
work,” a proposed  computer  net- 
work supported  by  the  Bush 
administration  that  would  link  li- 
braries, universities,  and  other  in- 
stitutions. The  network  would 
enhance  collaboration  between 
groups  and  allow  efficient  trans- 
fer of  information. 

• Supported  legislation  to  create  and 
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fund  “statewide  library  networks” 
providing  information  needed  for 
high-quality  patient  care  and 
agreed  to  participate  in  “statewide 
information-sharing  networks” 
for  TMA’s  membership. 

• Commended  The  University  of 
Texas  Medical  Branch  (UTMB) 
for  100  years  of  service  and  The 
University  of  Texas  M.D.  Ander- 
son Cancer  Center  for  50  years 
of  service. 

• Revised  previous  policy  to  state 
that  “all  state-supported  medical 
schools  or  group  practices  made 
up  of  their  staff”  should  not  pur- 
chase medical  practices  and  “in- 
duce physicians  to  change  their 
referral  practices  based  on  mone- 
tary or  other  than  purely  good 
medical  indications.” 

• Supported  in  concept  “the  Texas 
Education  Agency  plan  to  re- 
structure secondary  science  edu- 
cation.” 

• Supported  continued  “outreach  ef- 
forts to  expose  students  to  science 
and  the  benefits  of  a health  ca- 
reer.” Examples  of  such  outreach 
included  the  Medical  Student  Sec- 
tion speakers  bureau,  mentor  pro- 
grams, career  days,  and  visits  to 
science  and  health  classes. 

• Approved  a resolution  asking 
AMA  to  inform  the  National  Edu- 
cation Goals  Panel  of  issues  af- 
fecting medical  education 
identified  by  state  medical  associa- 
tions. The  resolution  was  sched- 
uled to  be  submitted  by  the  Texas 
Delegation  to  the  AMA  House  of 
Delegates  in  late  June. 

• Called  for  consideration  of  schol- 
arships providing  continuing  edu- 
cation to  science  teachers. 

• Recommended  that  TMA  find 
ways  to  synchronize  loan  dis- 
bursement with  tuition  payment 
schedules  and  to  submit  possible 


solutions  to  the  Texas  Higher  Ed- 
ucation Coordinating  Board  and 
the  Texas  legislature.  The  House 
of  Delegates  also  recommended 
that  financial  aid  administrators 
be  given  the  legislative  authority 
to  decide  when  loan  funds  should 
be  available  for  disbursement. 

• Encouraged  Texas  medical 
schools  to  offer  Spanish  and  oth- 
er languages,  as  appropriate,  and 
urged  pre-med  students  to  learn 
Spanish  and  develop  an  under- 
standing of  Spanish  culture. 

HealthFind  will  match 
physicians  with 
small  towns 

If  you’re  a resident  or  practicing 
physician  interested  in  practicing 
in  a rural  area  or  town  with  no 
more  than  25,000  people,  consider 
attending  “HealthEind,”  a program 
that  brings  together  practitioners 
and  their  families  with  communities 
that  need  them. 

Primarily  funded  by  the  Center 
for  Rural  Health  Initiatives,  with 
support  from  TMA  and  other  orga- 
nizations, HealthEind  will  begin  its 
matchmaking  on  October  5-6, 
1991,  at  the  Worthington  Hotel  in 
Eort  Worth  by  introducing  partici- 
pating physicians  to  bankers,  attor- 
neys, and  hospital  administrators 
from  a variety  of  communities  inter- 
ested in  recruiting  physicians.  A sec- 
ond program  will  be  held  November 
2-3  at  the  Holiday  Inn  North  River 
Walk  in  San  Antonio. 

The  following  registration  fees 
will  be  charged;  $30  for  resident 
physicians  attending  one  program, 
or  $50  for  two  programs;  $125  for 
practicing  physicians  attending  one 
program,  or  $200  for  two  programs. 
The  registration  fee  covers  costs  of 
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Medicine  in  Texas: 

news  from  around  the  state 

Information  in  this  Medicine  in  Texas  column  comes  from  a variety  of 
sources,  including  academic  institutions,  state  and  federal  agencies,  and  pri- 
vate organizations.  To  submit  items  of  interest,  write  to  Texas  Medicine,  Sci- 
ence and  Education  Editor,  401  W 15th  St,  Austin,  TX  78701. 


NIH  awards  $5.4  million  for  Texas- 
based  aspirin  and  warfarin  trial 

The  University  of  Texas  Health  Sci- 
ence Center  at  San  Antonio  (UTH- 
SCSA)  has  been  awarded  $5.4  mil- 
lion in  federal  money  to  continue  a 
multicenter  assessment  of  the  safety 
and  efficacy  of  aspirin  and  warfarin 
in  preventing  strokes  associated 
with  atrial  fibrillation. 

The  health  science  center  will  use 
the  funds  over  a 3-year  period  to 
support  the  clinical  trials  underway 
there  and  at  15  other  institutions, 
including  The  University  of  Texas 
Health  Science  Center  at  Houston. 

David  Sherman,  MD,  who  along 
with  Robert  G.  Hart,  MD,  is  a prin- 
cipal investigator  at  UTHSCSA,  says 
the  next  phase  of  the  study  will  fo- 
cus on  patients  over  age  75  who 
have  atrial  fibrillation. 

M.D.  Anderson  announces  bone 
marrow  transplantation  endowment 

A $1  million  endowment  announced 
recently  at  The  University  of  Texas 
M.D.  Anderson  Cancer  Center  will 
allow  the  institution  to  establish  a 
database  of  potential  bone  marrow 
donors  and  expand  its  research  in 
autologous  and  allogeneic  bone 
marrow  transplantation  and  graft- 
versus-host  reaction. 

The  cancer  center  announced  in 
April  that  the  John  S.  Dunn,  Sr  En- 
dowment for  the  International  Bone 
Center,  was  established  with 


$500,000  from  the  John  S.  Dunn 
Research  Foundation  and  $500,000 
from  “institutional  and  private  phi- 
lanthropic funds.” 

Ultrasound  may  find  head-neck  can- 
cers not  detected  by  CT  or  MRI 

Ultrasound  has  in  some  instances  lo- 
cated head-and-neck  cancers  not  de- 
tected by  CT  scans  or  magnetic  reso- 
nance imaging,  according  to 
researchers  comparing  the  three 
techniques  at  The  University  of 
Texas  Health  Science  Center  at  San 
Antonio  (UTHSCSA). 

Associate  radiology  professor 
Janet  L.  Potter,  PhD,  MD,  says  she 
and  fellow  investigator  Randal  A. 
Otto,  MD,  began  scrutinizing  im- 
ages from  patients  with  cancer  of  the 
floor  of  the  mouth  after  ultrasound 
detected  a patient’s  tumor  not 
picked  up  by  CT  scan. 

“We’re  finding  that  routinely  — 
if  the  tumors  are  small  — they  don’t 
show  up  on  CT  or  MRI  scans,”  says 
Dr  Potter.  “And  we  have  examples 
in  the  study  in  which  ultrasound  has 
shown  an  incredible  amount  of  tu- 
mor invasion  that  CT  gave  no  indi- 
cation of.” 

UTHSCSA  says  Drs  Potter  and 
Otto,  an  assistant  professor  of  oto- 
laryngology, have  included  more 
than  150  patients  in  the  study  since 
it  began  in  1989. 


hotel  room  (one  night),  child  care, 

I three  meals,  and  program  materials. 

I Other  organizations  sponsoring 
I HealthFind  include  the  Texas  Cham- 
ber of  Commerce,  Texas  Hospital 
Association,  Texas  Academy  of 
Family  Physicians,  Texas  Associa- 
tion of  Community  Health  Centers, 
Texas  Rural  Communities,  Inc, 
Texas  Health  Care  Association, 
Texas  Higher  Education  Coordinat- 
ing Board,  and  the  Texas  Depart- 
ment of  Health. 

To  obtain  additional  information 
about  the  programs,  write  to  the 
Center  for  Rural  Health  Initiatives, 
PO  Drawer  1708,  Austin,  TX 
78767,  or  call  (512)  479-8891. 

Commentary 

Recent  clinical  alert 
supports  benefits  of 
carotid  endarterectomy 

Robert  A.  Bridges,  MD 

1010  W 40th  St,  Austin,  TX  78756. 

Joe  H.  Juren,  MD 

1301  W 38th  St  #705,  Austin,  TX  78705. 

For  almost  30  years,  carotid  en- 
darterectomy has  been  per- 
formed in  an  attempt  to  reduce  the 
incidence  of  stroke  in  patients  with 
extracranial  carotid  atherosclerosis. 
Because  of  reservations  about  the 
benefit  of  the  operation,  the  North 
American  Symptomatic  Carotid  En- 
darterectomy Trial  (NASCET)  was 
begun  in  1987.  This  is  a randomized, 
prospective,  controlled,  clinical  trial 
conducted  at  50  US  and  Canadian 
centers  comparing  carotid  endarterec- 
tomy and  nonsurgical  therapy  for  pa- 
tients with  recent  hemispheric  tran- 
sient ischemic  attacks  (TIA),  or  mild 
stroke,  and  ipsilateral  narrowing  of 
the  internal  carotid  artery. 

In  an  editorial  appearing  in  the 


November-December  1987  issue  of 
Stroke,  the  NASCET  investigators 
stated,  “It  is  an  exciting  prospect  to 
think  that  in  6 or  7 years  the  uncer- 
tainty that  today  lingers  over  carotid 
endarterectomy  will  be  replaced  by  a 
set  of  credible  guidelines  for  its  use.” 

Almost  600  patients  were  random- 
ized to  the  medical  or  surgical  groups. 
The  median  age  of  patients  was  66 


years  and  one  third  were  women.  No 
patient  was  lost  to  follow-up,  and  the 
average  of  follow-up  among  surviving 
patients  was  18  months. 

Recently  a clinical  alert  from  the 
National  Institute  of  Neurological 
Disorders  and  Stroke  reported  the  re- 
sults of  an  interim  analysis  of  the 
findings  of  the  study.  This  analysis 
showed  “that  among  symptomatic 
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patients  with  high  grade  stenosis 
(70%  to  99%),  carotid  endarterecto- 
my does  indeed  reduce  the  overall 
risk  of  fatal  and  nonfatal  ipsilateral 
carotid  stroke.”  More  than  24%  in 
the  medical  group  but  only  7%  in  the 
surgical  group  had  experienced  fatal 
or  nonfatal  stroke  at  18  months. 

Because  of  these  findings,  no  oth- 
er patients  with  high  grade  carotid 
stenosis  are  being  entered  into  the 
trial.  The  part  of  the  study  dealing 
with  patients  with  moderate  stenosis 
will  continue. 

Now  that  carotid  endarterectomy 
has  been  shown  to  be  highly 
beneficial  for  symptomatic  patients 
with  high  grade  carotid  stenosis, 
“credible  guidelines  for  its  use”  do 
seem  to  have  replaced  the  “uncer- 
tainty” that  may  have  existed  (and 
in  just  4 years  instead  of  6 or  7). 

Our  responsibility  is  to  educate 
our  patients  to  recognize  TIAs  and  to 
identify  those  with  severe  carotid  oc- 
clusive disease  so  that  now-proven 
surgical  treatment  can  be  provided. 

Copies  of  the  clinical  alert  can  be 
requested  by  writing  to  the  Texas 
Medical  Association  Library,  401  W 
15th  St,  Austin,  TX  78701,  or  by 
calling  Dr  Bridges  at  (512)  459-8753. 


YOCON' 

YOHIMBINE  HCI 


Descriptiim;  Yohimbine  is  a 3a-15a-20B-l7a-hydro)(y  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolatkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

A^m:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  atK)  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympattretic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  Inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  stgnificant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage, 
lodicattons:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications;  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  die  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Wbrnfim:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mowl-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produce  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  Including  elevation  of  blood  pressure  and  heart  rate.  In- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug. ^ 7 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  ^ ^ 

Dosage  and  AdminishatiM:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ’ 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  14  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
Itow  SiRipliad:  Oral  tablets  of  Yoam®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NOC 
53159-001-10. 

Rflfnreness: 

1.  A.  Morales  et  al..  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  etal..  The  Journal  of  Urology  128; 

45-47, 1982. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 


219  County  Road 
Tenafly,  New  Jersey  07670 

(201)569-8502  1-800-237-9083 
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For  some  malpractice  carriers,  easy  come  meant  easy 
go.  But  not  The  Medical  Protective  Company.  Our  finan- 
cial stability  is  a legend  in  our  industry.  And  has  been 
since  we  invented  professional  liability  coverage  at  the 


turn  of  the  century.  Ninety  years  in  business  and  a 
continual  A-i-  (Superior)  rating  from  A.M.  Best  prove  it. 
Don’t  gamble  your  premium  dollars.  Put  your  money 
on  a sure  thing  and  call  our  general  agent  today. 


>:ii  fM  H tci  t,  acxeAcftMsta  £>:«;>> 


HO  DOUBT. 


Dallas  Houston 

Suite  570,  Allied  Lakewood  Bank  Center  Suite  346 

6301  Gaston  Avenue  950  Echo  Lane 

Dallas,  Texas  75214-3947  Houston,  Texas  77024 

(214)821-4640  (713)465-4445 


San  Antonio 

Suite  224 
14800  San  Pedro 
San  Antonio,  Texas  78232 
(512)  490-1081 


Lubbock 

Suite  1 

7212  Joliet  Avenue 
Lubbock,  Texas  79423 
(806)  796-7208 


Public  Health 


TMA  House  of 
Delegates  turns  up  heat 
on  tobacco  industry 

As  the  saying  goes,  we’ve  come 
a long  way  (Baby)  since  the 
days  when  the  air  was  (relatively) 
clean,  sex  was  dirty,  and  smoking 
wasn’t  such  a bad  thing.  There  once 
was  a time  when  smoking  was  just 
an  all-American  thing  to  do,  a rite  of 
passage,  and  even  the  topic  of  ads  in 
the  Texas  State  Journal  of  Medicine. 
But  a new  day  has  arrived. 

If  TMA’s  recently  revised  policy 
on  tobacco  were  federal  law,  for  ex- 
ample, the  tobacco  industry  would 
no  longer  receive  government  sup- 
port, warning  statements  on 
cigarette  packages  would  be  easy  to 
read,  and  package  inserts  would 
warn  of  smoking  hazards.  Tobacco 
smoke  would  be  a class  A carcino- 
gen, free  samples  and  vending  ma- 
chine sales  of  cigarettes  would  be 
banned,  and  tobacco  products 
would  come  under  FDA  jurisdiction. 

The  House  of  Delegates  in  May 
formally  added  this  package  of  anti- 
tobacco recommendations  to  TMA 
policy  and  asked  all  Texas  physicians 
and  educational  institutions  to  divest 
tobacco  investments.  And  these  are 
only  the  most  recent  changes. 

The  action  followed  increasingly 
aggressive  TMA  anti-tobacco  policy 
developed  in  recent  months,  led  in 
part  by  TMA’s  Task  Force  on  Tobac- 
co Use  Prevention,  which  was 
formed  in  1990.  Since  that  time  the 
association  has  established  policy 
not  to  hold  tobacco  stocks  in  its  in- 
vestment portfolio  and  has  urged 
other  institutions  to  divest  any  to- 
bacco holdings.  Early  this  year,  the 
TMA  Board  of  Trustees  wrote  to 


Jim  Busby,  associate  editor,  writes  and  edits  the  Public 
Health  and  Science  and  Education  sections  of  Texas  Medicine. 
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Medicine. 


presidents  of  health 
science  centers  in 
Texas,  notifying  them 
of  TMA’s  stand 
against  tobacco  in- 
vestments. And  the 
House  of  Delegates 
action  in  May  in- 
creased the  pres- 
sure by  asking  all 
physicians  and  ed- 
ucational institu- 
tions to  divest. 

For  months 
several  Texas 
groups  have  fo- 
cused their  atten- 
tion on  The  Uni- 
versity of  Texas  System  by 
urging  divestiture  of  its  reportedly 
large  tobacco  holdings.  Critics  have 
pointed  out  the  conflict  between  the 
system’s  tobacco  investments  and  its 
mission  to  educate  and  heal,  especial- 
ly at  health  science  centers.  The  UT 
System  Board  of  Regents  was  expect- 
ed to  consider  divestiture  at  its  June 
6 meeting. 

In  December  1990,  The  Universi- 
ty of  Texas  Medical  Branch  Student 
Senate  called  on  the  UT  Board  of 
Regents  to  divest  its  “nearly  $50 
million”  in  tobacco  investments. 
And  Students  Against  Tobacco  In- 
vestments at  The  University  of  Texas 
at  Austin  continues  to  press  UT  re- 
gents for  divestiture. 

“I  really  don’t  think  it’s  going  to 
hurt  the  tobacco  companies,”  says 
David  Scott,  an  MD/PhD  student  at 
UTMB.  “I  think  it’s  more  a question 
of  morality.  Do  we  really  want  to  in- 
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vest  in  something  that’s  180 
degrees  from  what  we  want  to  ac- 
complish? Investing  in  cancer  and 
death  defeats  the  purpose  of  what 
most  physicians  work  for.” 

Mr  Scott  is  a student  senator  at 
UTMB  and  member  of  the  UT  Sys- 
tem Student  Advisory  Group,  which 
provides  student  input  from  UT’s 
health  science  centers. 

In  April  of  this  year  the  Student 
Government  Association  at  The  Uni- 
versity of  Texas  Health  Science  Cen- 
ter in  San  Antonio  (UTHSCSA) 
decided  to  ask  UT  regents  and  other 
UT  officials  to  undertake  a “thought- 
ful, timely  divestment  of  the  funds 
the  UT  system  has  in  tobacco-related 
industries,”  says  Blair  Taylor,  a PhD 
candidate  in  pharmacology  at  UTH- 
SCSA. Ms  Taylor  calls  the  students’ 
request  “very  realistic”  because  the 
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UT  tobacco  investments  “are  a drop 
in  the  bucket  in  UT  holdings.” 

A month  earlier,  faculty  and  staff 
of  the  Center  for  Health  Promotion 
Research  and  Development  at  the 
UT  School  of  Public  Health  at  Hous- 
ton had  asked  regents  to  “take  im- 
mediate action  to  divest.” 

But  the  appeals  to  divest  have  not 
been  aimed  only  at  the  UT  system. 
The  Texas  Board  of  Health  adopted 
a resolution  in  April  calling  for  “di- 
vestiture of  tobacco  stocks,  bonds, 
and  other  performing  interests  by 
state  universities,  state  retirement 
fund  trust  monies,  and  other  state 
supported  institutions.” 

And  in  May,  Joel  Dunnington, 
MD,  chairman  of  the  Task  Force  on 
Tobacco  Use  Prevention,  appealed 
to  delegates  to  continue  their  push 
against  tobacco,  the  “number 
one  public  health  problem  in  the 
country.” 

“What  makes  this  public  health 
problem  different  from  most  oth- 
ers?” he  asked  the  436-member 
House.  “Money.  Big,  big  money. 
Smokers  in  this  country  buy  $37.5 
billion  of  tobacco  products  each 
year.  That’s  a $6.6  billion  profit  to 
tobacco  corporations.” 

“I  work  for  The  University  of 
Texas  M.D.  Anderson  Cancer  Cen- 
ter,” he  said.  “Thirty  percent  of  our 
patients  at  M.D.  Anderson  are  there 
because  they  smoke  or  chew.  As  tax- 
payer and  employee  it  may  be  good 
business  sense  to  invest  in  Philip 
Morris  and  R.J.  Reynolds,  but  I be- 
lieve it’s  absolutely  immoral  to  loan 
money  [to  tobacco  companies].  It’s 
time  for  TMA  to  continue  and  in- 
crease its  efforts  towards  our  stated 
goal  of  a smoke-free  society.” 

Moments  later  the  House  voted 
to  correspond  with  the  “boards  of 
regents  of  all  educational  institu- 
tions in  Texas,  conveying  the  associ- 
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Delegates  act  on  public  health  issues 

In  addition  to  passing  several  anti-tobacco  policies  (see  related  story,  op- 
posite page),  the  TMA  House  of  Delegates  in  May  took  the  following  ac- 
tion on  other  public  health  topics: 

• Recommended  TMA  participation  in  the  creation  of  the  Texas  Cancer 
Pain  Initiative,  a program  designed  to  increase  awareness  of  effective  pain 
control  techniques  for  cancer  patients. 

• Authorized  TMA  to  “explore  legal  and/or  legislative  means”  that  would  per- 
mit “a  close  family  member”  to  give  consent  for  use  of  new,  early-intervention 
therapies  for  stroke  victims  who  are  unable  to  give  consent  for  themselves. 

• Asked  the  TMA  Council  on  Legislation  to  draft  legislation  allowing  em- 
ployees to  use  sick  leave  to  care  for  their  ill  children  who  live  at  home. 
(The  reference  committee  recommended  approval  of  this  proposal,  rea- 
soning that  it  would  be  cost  effective  — allowing  parents  to  take  their 
children  to  primary  care  physicians  rather  than  emergency  rooms.) 

• Opposed  restrictions  on  HIV-infected  persons  who  want  to  travel  to  the  US. 
• Reaffirmed  TMA’s  policy  on  responsibilities  of  physicians  who  are  infect- 
ed with  HIV  (see  May  Texas  Medicine,  p 39)  and  asked  TMA’s  Board  of 
Councilors  to  assess  circumstances  in  which  infected  physicians  should  re- 
veal their  HIV  status  to  patients. 

• Referred  for  further  study  a proposal  recommending  that  physicians  offer 
pneumococcal  immunizations  to  patients  65  years  of  age  or  older  at  the 
time  of  hospital  discharge. 

• Agreed  to  “initiate  a letter-writing  campaign”  asking  Health  and  Human 
Services  Secretary  Louis  Sullivan,  MD,  not  to  shift  federal  funds  from  “ru- 
ral community  health  center  programs  that  aid  poor  women  and  children,” 
as  proposed  in  the  1991  federal  budget.  The  House  also  agreed  to  support 
legislation  to  emphasize  “the  importance  of  funding  to  the  community 
health  center  program.” 

• Asked  the  TMA  Council  on  Legislation  to  assess  a recommendation  to 
permit  hospitalization  of  Medicaid  patients  in  pre-term  labor  or  those 
“with  significant  antepartum  complications.” 

• Referred  to  the  Council  on  Legislation  a proposal  to  endorse  the  Texas 
Children’s  Mental  Health  Plan,  “a  major  interagency  effort  which  would 
establish  a coordinated,  community-based  system  of  services,  including 
mental  health,  day  treatment,  and  therapeutic  foster  care  for  children  with 
serious  emotional  disturbances  and  their  families.” 

• Called  for  “installation  of  appropriate  monitoring  equipment  for  high-risk 
and  medically  fragile  patients  in  health-care  institutions.”  The  House  ac- 
tion, which  grew  out  of  concern  that  mentally  retarded  persons  in  institu- 
tions could  not  be  adequately  observed  if  partitions  were  used  to  provide 
privacy,  also  urges  compliance  with  physicians’  “medically  directed”  re- 
quests to  restrict  use  of  partitions. 

• Endorsed  seven  of  eight  recommendations  of  the  Texas  House  Subcom- 
mittee on  Obesity.  The  TMA  House  refused  to  support  one  subcommittee 
recommendation  because  it  endorsed  a specific  product.  The  subcommit- 
tee’s recommendations  deal  “with  the  need  to  educate  the  public  on  the 
importance  of  diet,  nutrition,  and  exercise  in  the  management  of  obesity.” 
• Agreed  to  ask  pharmaceutical  companies  to  lower  costs  of  “brand  name” 
medications  to  compete  with  generic  equivalents. 


ation’s  tobacco  policies  and  asking 
them  to  divest  themselves  of  tobac- 
co stock.”  The  House  also  formally 
asked  any  physicians  with  tobacco 
holdings  to  divest. 


Following  that  decision,  the 
House  recommended  that  cigarette 
package  labels  list  all  ingredients 
and  increase  warning  messages  to 
cover  25%  of  the  front  and  back  of 
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each  package.  The  policy  also  pre- 
scribes that  warnings  be  black  type 
on  a white  background. 

In  other  anti-tobacco  decisions, 
the  House: 

• Agreed  that  tobacco  smoke 
should  be  a class  A carcinogen 
and  recommended  that  the  Food 
and  Drug  Administration  regu- 
late all  tobacco  products. 

• Supported  a ban  on  free  cigarette 
samples  and  sales  of  cigarettes 
from  vending  machines. 

• Called  for  the  licensing  of  tobac- 
co vendors  and  possible  license 
revocation  for  vendors  who  sell 
to  minors. 

• Called  for  suspension  of  all  to- 
bacco price  supports.  (The  new 
policy  states  that  taxes  should  be 
applied  to  maintain  current 
prices,  if  the  end  of  price  support 
results  in  reduced  prices.) 

• Recommended  funding  to  sup- 
port state  agencies’  anti-tobacco 
“advertising  and  educational  ef- 
forts” at  a level  “proportionate 
to  the  number  of  deaths  caused 
by  tobacco.” 

• Supported  ending  tax  deductions 
for  advertising  tobacco  products. 

Report  allergic 
reactions  to  latex 
to  FDA 

The  Food  and  Drug  Adminis- 
tration (FDA)  has  issued  an 
alert  to  all  health-care  workers,  ask- 
ing them  to  report  allergic  reactions 
to  medical  devices  containing  latex. 

The  FDA  alert  notes  that  latex- 
containing  devices  have  resulted  in  a 
wide  variety  of  reactions,  from  ur- 
ticaria to  anaphylaxis.  “One  brand 
of  latex-cuffed  enema  tips  was  re- 
cently recalled  after  several  patients 
died  as  a result  of  anaphylactoid  re- 


actions during  barium  enema  proce- 
dures,” the  alert  states. 

The  FDA  says  it  is  working  with 
medical  device  manufacturers  to  re- 
duce levels  of  protein  in  latex;  pro- 
tein is  thought  to  be  “the  primary 
source”  of  the  allergic  reactions. 

The  FDA  offers  the  following 
suggestions  to  health-care  workers: 

• Ask  patients  about  latex  sensitivity, 
especially  patients  who  may  under- 
go surgical  or  radiological  proce- 
dures, those  with  spina  bifida,  and 
those  who  are  health-care  workers. 
Flag  charts  of  patients  who  may  be 
sensitive.  The  FDA  alert  notes  that 
“questions  about  itching,  rash,  or 
wheezing  after  wearing  latex 
gloves  or  inflating  a toy  balloon 
may  be  useful.” 

• Use  materials  without  latex  in 
cases  of  suspected  sensitivity. 
FDA  says  health-care  workers 
should  consider  using  non-latex 
gloves  over  latex  gloves  for  sensi- 
tive patients  or  under  latex  gloves 
if  they  themselves  are  latex  sensi- 
tive. The  report  also  notes  that 
“hypoallergenic”  gloves  may  not 
prevent  reactions. 

• Be  especially  alert  for  reactions 
when  latex  touches  mucous  mem- 
branes. 

• Tell  patients  if  you  think  they  are 
sensitive  to  latex  and  consider  an 
immunologic  evaluation  for  them. 

• Advise  patients  to  notify  health- 
care professionals  of  possible  la- 
tex sensitivity. 

• Consider  recommending  that  pa- 
tients with  severe  latex  sensitivity 
wear  a medical  identification 
bracelet. 

The  FDA  asks  health-care  profes- 
sionals to  report  adverse  reactions  to 
latex  or  “other  materials  used  in 
medical  devices”  to  the  FDA  Prob- 
lem Reporting  Program  at  (800) 
638-6725. 


For  additional  information  about 
latex  sensitivity,  contact  Claudia 
Gaffey,  MD,  FDA  Office  of  Health 
Affairs,  Center  for  Devices  and  Radi- 
ological Health,  at  (301)  427-1060.  A 
bibliography  on  latex  sensitivity  can 
be  requested  by  writing  to  LATEX, 
FDA,  HFZ-70,  Rockville,  MD  20857. 

Call  1 -800-4-BABY-LOVE 

Where  can  indigent  pregnant 
patients  or  their  children  go 
when  they  need  help  exploring  the 
state’s  bureaucracy  for  such  services 
as  prenatal  care,  food  stamps,  par- 
enting education,  hearing  aids,  or 
counseling  for  genetic  disorders? 

Try  the  federally  funded  “Baby 
Love”  program,  which  refers  callers 
to  appropriate  agencies  across  Texas. 
Based  at  the  Texas  Department  of 
Health,  the  program  was  activated 
statewide  in  March,  following  3 years 
as  a more  limited  federal  pilot  pro- 
ject. In  May  the  program  was  official- 
ly dedicated  at  the  Texas  Capitol  in 
ceremonies  led  by  Gov  Ann  Richards 
and  her  mother,  Ms  Ona  Willis. 

Joey  Alexander,  a spokesperson 
for  the  Baby  Love  program,  says  all 
states  eventually  must  have  a similar 
toll-free  hotline  in  order  to  receive 
certain  federal  funds. 

Along  with  its  other  tasks,  the  pro- 
gram refers  patients  to  local  obstetri- 
cians, family  physicians,  and  pediatri- 
cians who  accept  Medicaid  patients, 
but  in  some  parts  of  the  state  that 
poses  a problem,  says  Ms  Alexander. 
“There  are  fewer  and  fewer  physi- 
cians available,”  she  says.  “The  list  is 
getting  smaller  and  smaller.” 

Baby  Love  draws  from  its  1,700- 
plus  agency  database  to  find  help  as 
close  to  the  patient  as  possible. 

To  reach  the  program,  call  1-800- 
4-BABY-LOVE  (1-800-422-2956). 
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Texas  study  shows 
fewer  first-time  DWI 
offenders 

The  number  of  persons  convict- 
ed of  driving  while  intoxicated 
(DWI)  between  1985  and  1988  de- 
creased by  21%,  and  the  number  of 
first-time  offenders  dropped  by  34%, 
according  to  a report  issued  in  May 
by  the  Texas  Commission  on  Alcohol 
and  Drug  Abuse  (TCADA).  The 
number  of  repeat  offenders,  however, 
did  not  change  significantly  in  that 
time  and  thus  represented  a growing 
percentage  of  the  507,277  DWI  cases 
heard  in  Texas  county  courts  be- 
tween October  1,  1984,  and  Septem- 
ber 30,  1988,  the  report  states. 

The  TCADA  report  suggests  the 
changing  pattern  of  DWI  arrests  is 
related  to  overall  declining  use  of  al- 
cohol in  Texas  and  to  a state-sup- 
ported  education  program  required 
of  persons  receiving  probation  for 
DWI.  Persons  completing  the  pro- 
gram are  less  likely  to  face  future  ar- 
rests for  DWI  than  are  persons  not 
completing  it,  the  report  states, 
adding  that  differences  in  the  two 
groups  could  also  affect  the  likeli- 
hood of  subsequent  arrests. 

When  compared  45  days  after  ar- 
rest, persons  receiving  “direct  con- 
viction” instead  of  probation  and 
education  were  about  three  times  as 
likely  to  face  subsequent  arrest  for 
DWI,  the  report  states. 

The  DWI  education  program  was 
first  offered  in  parts  of  Texas  in 
1978  and  became  available 
statewide  in  1982.  A separate  pro- 
gram, called  DWI  Intervention,  has 
been  designed  to  help  repeat  offend- 
ers, but  is  not  yet  available  in  all 
parts  of  the  state. 


Data  for  the  TCADA  report  were 
processed  by  the  DWI  Recidivism 
Tracking  System  (DWIRTS),  a soft- 
ware package  developed  by  Eric  V. 
Fredlund,  PhD,  senior  research 
analyst  at  TCADA  and  author  of  the 
report. 

“It’s  really  [important]  because 
the  technology  for  automated  evalu- 
ation of  driving  records  is  new  and  a 
lot  of  effort  went  into  developing 
that  technology,”  says  Dr  Fredlund. 
“As  far  as  I know  Texas  is  the  only 
state  that  has  anything  like  this.  In 
the  past  you  hired  an  army  of  clerks, 
which  limited  the  number  of  records 
you  could  process.  I think  it’s  very 
interesting  how  the  technology  has 
given  us  a whole  different  view  of 
what’s  going  on  out  there.” 

The  most  interesting  finding,  he 
says,  is  that  from  1985  through 
1988  Texans  “became  more  health 
conscious  and  health  oriented,”  but 
that  “a  fairly  stable  minority  didn’t 
seem  to  bear  that  health  message 
and  kept  their  drinking  habits.” 

And  while  the  statistics  show  a 
decreasing  number  of  first-time  of- 
fenders, only  a fraction  of  intoxicat- 
ed drivers  are  arrested.  “The  number 
of  DWIs  we  get  is  a function  of  en- 
forcement,” says  Dr  Fredlund,  who 
estimates  there  will  be  roughly 
80,000  DWI  arrests  this  year.  “I 
think  it  would  be  possible  to  arrest 
twice  as  many  people  for  DWI,”  he 
says.  “It’s  pretty  much  a question  of 
resources.  In  a given  year  there  are 
likely  about  3 million  Texans  who 
drive  while  intoxicated.” 

Each  year  more  than  30,000  per- 
sons are  treated  for  chemical  depen- 
dency in  publicly  funded  programs, 
says  Dr  Fredlund.  Nonetheless,  he 
estimates  at  least  2,000  persons  re- 
main on  waiting  lists  to  receive  such 
help  at  any  one  time. 


The  run-down  on 
alcohol-related 
accidents  in  Texas 


Alcohol-related  automobile  accidents 


Year 

No.  of  Accidents 

1989 

35,917 

1988 

36,599 

1987 

38,451 

1986 

41,012 

Alcohol-related  automobile  accidents 
with  deaths 

Year 

No.  of  Deaths 

1989 

1,306 

1988 

1,363 

1987 

1,250 

1986 

1,304 

Alcohol-related  automobile  accidents 
with  injuries 

Year 

No.  of  Injuries 

1989 

31,896 

1988 

31,825 

1987 

33,333 

1986 

33,793 

Drunk  drivers  killed  in  accidents 

Year 

No.  of  Deaths 

1989 

782 

1988 

791 

1987 

638 

1986 

659 

Statistics  provided  by  the  Texas 
Commission  on  Alcohol  and  Drug  Abuse. 


“We’re  currently  50th  in  the  na- 
tion in  terms  of  per  capita  funding 
for  public  chemical  dependency  pro- 
grams, but  we’re  first  in  the  nation 
in  terms  of  our  criminal  justice  su- 
pervision rates.  There  are  more  peo- 
ple per  capita  on  parole  or  in  prison 
or  probation  in  Texas.” 
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CDC  to  recommend 
lead  poisoning  tests  for 
children 

Lead-screening  guidelines  to  be 
released  late  this  summer  or 
early  fall  will  include  a recommen- 
dation that  “universal  screening”  for 
elevated  levels  of  lead  in  children  be- 
come a regular,  routine  procedure, 
says  the  deputy  chief  for  lead  screen- 
ing at  the  Centers  for  Disease  Con- 
trol (CDC). 

Deputy  chief  Jerry  Hershovitz 
says  the  CDC  statement  will  focus 
on  the  primary  causes  of  lead  poi- 
soning in  children,  such  as  lead-con- 
taining paint  and  industrial  contami- 
nation, and  will  recommend  lower 
acceptable  blood  lead  levels  along 
with  universal  screening  of  children. 
(See  the  April  1991  issue  of  Texas 
Medicine,  pp  32-33.) 

Mr  Hershovitz  told  Texas 
Medicine  in  May  that  the  CDC 
Childhood  Lead  Poisoning  Preven- 
tion Ad  Hoc  Advisory  Committee  is 
“still  working  out  details”  of  the 
guidelines,  which  could  call  for  test- 
ing of  children  annually  — or  more 
frequently  for  children  at  higher  risk 
of  lead  exposure. 

“It  depends  partly  on  the  circum- 
stances under  which  they  live,”  he 
said.  “Kids  living  in  older  housing, 
like  housing  built  in  the  1950s, 
would  have  more  frequent  screening 
than  children  living  in  housing  built 
in  the  1970s.  The  age  of  the  child  is 
a factor  also.  Some  kids  may  need 
screening  every  3 to  6 months.” 

While  children  living  near  lead 
smelters  are  clear  targets  for  screen- 
ing, Mr  Hershovitz  says  physicians 
may  not  screen  patients  who  are 
“middle  class  and  white,”  thinking 
they  are  at  low  risk  of  lead  expo- 
sure. Yet,  he  says,  there  is  “strong 
evidence  that  there  is  a growing 


number  of  lead  poisoning  cases  in 
more  affluent  populations”  because 
of  gentrification.  In  addition,  fami- 
lies may  restore  housing  while  living 
in  it,  thus  increasing  the  risk  of  lead 
exposure,  he  says. 

Physicians  can  identify  some  can- 
didates for  screening  simply  by  ask- 
ing the  right  questions,  he  says  (see 
box). 

Are  your  patients  at 
risk  for  lead  poisoning? 

CDC’s  deputy  chief  for  lead 
screening,  Jerry  Hershovitz, 
suggests  physicians  include  the  fol- 
lowing questions  in  interviews  de- 
signed to  find  children  at  high  risk 
of  lead  poisoning. 

Does  the  child  visit  houses  with 
peeling  or  chipped  paint,  especially 
those  built  before  1950? 

Are  you  living  in  a house  where 
there  is  planned  or  ongoing  renova- 
tion or  remodeling? 

Does  the  child  have  a sibling  or  play- 
mate who  has  lead  poisoning? 

What  do  you  (the  parents)  do  for  a 
living? 

Do  you  live  near  an  active  lead 
smelter  or  battery  recycling  plant 
or  other  industry  likely  to  deal 
with  lead? 


Timberlawn 
Psychiatric  Hospital 


232  Bed  Psychiatric  Facility 
JCAHO  Approved 

Departments  of  Psychiatry  • Psycholcrg}' 
Social  Work  • 24  Hour  Nursing  Care 
Therapeutic  Recreation 
Occupational  Therapy 
12  Grade  Accredited  School 

ESTABLISHED  IN  1917 

HOSPITAL  SERVICES 

Treatment  t>f 
Children 
Adolescents 
Adults 

SUBSTANCE 
ABUSE  PROGRAMS 

Inpatient  Treatment 
Outpatient  Treatment  and 
Recovery  Groups 
Health  Professionals  Program 
After  Care  Monitoring 

PROFESSIONAL 
EDUCATION  PROGIU^MS 

Residency  Training  Programs 
Child  Training  Residency  i 

OUTPATIENT  SERVICES  j 

Comprehensive  * 

Diagnostic  Evaluation 
Individual  and  Group 
Psychotherapy 
Family  Assessment 
and  Therapy  , 

ALTERNATIVE  CARE 

Day  Hospital 
Children 

Adolescents  ( 

Adults  ' 

Medication  Supervision  ' 

RESIDENTIAL  SERVICES 

After  Care  Programs 
Residential  Programs 

ACCEL 

Executive  Professionals  Program 

For  \/our  patients'  convenience , evaluations  J 
may  be  done  at  any  of  onr  five  locations: 
the  main  hospital  campus  in  Dallas,  the 
Timberlawn  North  Dallas  Center,  i 

the  Timberlawn  Las  Colinas  Center, 
Timberlawn  at  The  Aerobics  Center,  i 

or  the  Timberlawn  DeSoto/Dnncnnville  j 

Center.  I 

Admissions;  u 

P.O.  Box  151489  • 4600  Samuell  Blvd.' 
Dallas,  TX  75315-1489  ? 

(214)381-7181  • 1-800-426-4944  [ 
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WHY  SURRENDER... 

When  you  can  choose  a malpractice 
carrier  who  will  defend  you. 


ICA,  the  Professional  Liability  Specialist,  offers  Texas  physicians: 

■ Free  retirement  tail  at  55  upon  qualifying 

■ In-house  claims  attorneys  to  answer  your  questions 

■ Superior  local  defense  counsel 

■ No  settlement  without  your  consent 

■ New  doctor  discounts  and  sabbaticals 

■ No  surplus  deposits  or  assessments 


For  superior  malpractice  protection,  call  or  write: 


Insurance  Corporation  of  America 
4295  San  Felipe  P.O.  Box  56308 
Houston,  TX  77256-6308 
l-(800)-899-2356 


The  rattle  of  gurneys  moving  fast 
down  a long  hallway.  The  beeping 
noise  that  operating  room  monitors 
make. 

that  always  seem  to  interrupt  a quiet 
night  at  home.  H Those  are  distant 
memories  now,  replaced  by  the  sounds 
of  grandchildren  laughing  at  now-more-frequent  family 

gatherings.  The  hissing  of  lawn  sprinklers.  Moments  spent  in 

© 

precious,  quiet  contemplation.  ^ The  w-h-o-o-s-h  of  the  golf 
club  hitting  its  mark.  H Retirement  has  its  own  set  of  sensations, 
issues,  and  up  and  down  sides,  which  distinguishes  it  from  other 
life  stages.  H There  are  trade-offs.  Physician-retirees  shed  no 
tears  for  the  third-party  payors  left  behind  when  they  took  their 
shingles  down.  But  they  do  miss  the  healthy  glow  they 


Urgent  telephone  calls 


Is  There 
Life  After 
Medicine } 

Texas  Physicians 
Talk  About 
Retirement 

By  Debi  Martin 
Associate  Editor 
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could  induce  on  a once-sick  child’s  face.  H Regardless  of 
how  well  they’ve  adjusted  to  life  after  medicine,  most  physician- 
retirees  never  stop  missing  the  contact  they  had  with  patients 
and  the  joy  of  practicing  medicine  daily.  H Retired  physicians 
contacted  for  this  article  say  they  have  continued  to  give  and  to 


grow.  They  may  no  longer  practice  medicine,  but 

most  feel  they  still  are  doctors.  Some,  having  spent  their  lives 
being  faithful  to  that  often  demanding  mistress,  medicine, 
have  found  new  hobbies  or  gone  back  to  interests  they 
abandoned  long  ago.  f Their  reminiscences  reveal  how  much 


simpler  doctorin’  used  to  be. 


These  elder  physicians  have 


something  to  say  to  younger  practitioners  about  what  it  feels 
like  to  have  lived  a full  life,  to  have  made  a difference,  and  what 
it  means  to  know  that  life  goes  on,  even  after  the  stethoscope’s 


gathered  dust  and  been  hung  on  the  wall  for  good. 
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Want  to  be  my 
manager? 

It  was  unusual  to  find  the 
doctor  actually  in.  We  had 
tried  repeatedly  to  reach 
Robert  Greenleaf  Um- 
stattd,  MD,  retired  Austin 
anesthesiologist.  Then  one 
day,  bad  weather  helped 
bring  us  together.  He  left  a 
message:  “I’ll  be  home  as  long  as  it’s 
raining.”  Dr  Umstattd  likes  to  play 
tennis.  A lot.  He  also  lifts  weights 
and  jogs  15  miles  a week.  He’s 
learning  to  play  golf.  He  is  involved 
in  so  many  sports  endeavors  that  he 
maintains  lockers  at  three  separate 
facilities. 

When  asked  what  he  likes  to  do 
besides  exercise,  Dr  Umstattd  re- 
sponded by  singing  a few  bars  of 
several  traditional  country  ballads 
into  the  telephone.  We  heard  a line 
or  two  from  The  Streets  of  Laredo, 
or  perhaps  it  was  some  other  song 
having  something  to  do  with  trains, 
mothers,  and  the  Old  West. 

His  repertoire  consists  of  more 
than  200  songs  that  he  performs  at 
family  gatherings,  which  are  frequent. 
He  has  nine  grandchildren.  One 
week,  he  says,  he  played  “six  gigs.” 

For  Dr  Umstattd,  playing  the  gui- 
tar is  like  reuniting  with  an  old 
friend.  He  got  his  first  musical  instru- 
ment, a ukulele,  when  he  was  six. 

“But  I stopped  playing  when  I was 
about  13.  I had  this  real  good  sopra- 
no voice.  Then,  my  voice  changed.” 

Now  he’s  developed  an  eclectic 
style  and  can  do  burly  Burl  Ives, 
Irish  party  songs,  and  numerous 
cowboy  ballads.  He  recently  learned 
to  play  St.  Louis  Blues. 

Dr  Umstattd,  who  is  64,  retired  4 
years  ago. 

“Every  so  often,  I go  visit  where  I 
used  to  work.  I check  out  the  scene. 
I look  at  the  schedule  on  the  board 
and  say,  ‘Hot  damn.  I’m  not  part  of 
this  rat  race  anymore.’  The  best  way 
to  describe  the  way  I felt  the  last  day 
on  the  job  is  to  quote  the  Rev  Mar- 
tin Luther  King,  Jr:  ‘Free  at  last,  free 
at  last.’ 


“One  day  I did  17  cases,  the  next 
day  I was  retired.  I went  cold  turkey. 
I had  just  turned  60  and  figured  it 
was  time  to  get  out  of  that  chicken 
outfit.  I was  falling  behind  because  I 
wasn’t  keeping  up  on  the  front  lines. 
I wasn’t  taking  night  calls.  I could 
see  the  operating  room  was  getting 
more  and  more  out  of  my  control, 
plus  the  fact  that  I had  some  real 
good  partners  who  could  take  over 
for  me. 

“About  a year  later,  I went  down 
to  Mexico  to  do  some  volunteer 
work.  I looked  at  the  equipment  and 
felt  that  even  after  being  away  for 
only  a year,  I didn’t  recognize  some 
of  the  equipment.  The  technology 
was  advancing  that  fast. 

“Somebody  described  retirement 
this  way,  ‘You  really  don’t  do  much 
all  day  but  it  takes  you  all  day  to  do 
it.’  I’m  rarely  sleepy  any  more  when 
I get  up,  and  I was  always  sleepy  be- 
fore. I can  go  where  I want  to  go, 
when  I want  to  go,  and  I don’t  wor- 
ry about  days  off,  ’cause  I never  get 
a day  off. 

“When  I retired,  I made  a com- 
mitment to  never  hurry  again.  But  6 
months  later,  I had  six  speeding  tick- 
ets. You’re  not  supposed  to  get  more 
than  two  a year.  I went  to  a driving 
school;  I became  a regular  at  that 
driving  school.” 

Perhaps  the  physician  hurried  be- 
cause he  has  so  many  places  to  go. 
Besides  his  musical  and  sports  activi- 
ties, Dr  Umstattd  reads  for  the  blind 
and  answers  phones  for  an  AIDS 
hotline  service.  He  also  serves  on  a 
governor’s  commission  on  the  bicen- 
tennial of  the  US  Constitution.  “I’m 
a Constitution  nut.”  he  says. 

What  keeps  this  lively  retiree  mo- 
tivated? 

The  doctor  spells  it  out. 
“L-O-V-E,”  he  says.  “Love  of  self. 
Loving  my  wife,  my  children,  my 
grandchildren.  And  that  high  you 
get  when  you  exercise.” 

And  that  high  he  gets  with  his  gui- 
tar, which  he  intends  to  keep  on  play- 
ing. “I  seem  to  be  suffering  from  a 
diminishing  number  of  requests  as  a 
guitarist,  here  lately.  I think  I need  an 
agent.  Gotta  keep  the  work  cornin’ 
in.  Want  to  be  my  manager?” 


Who  am  I now? 


To  be  is  to  do,”  said 
the  ancient  Greek 
philosophers.  But 
if  that  saying  is 
true,  what  happens 
to  a physician’s 
sense  of  self  when 
he  can  no  longer 
do  what  he  has  always  done,  when 
he  retires? 

Retirement  will  be  difficult  for 
the  physician  who  has  defined  his  or 
her  sense  of  self  largely  in  terms  of 
career  and  the  ability  to  practice, 
says  Byron  L.  Howard,  MD,  medical 
director  of  Timberlawn  Psychiatric 
Hospital  in  Dallas,  and  member  of 
the  TMA  board  of  trustees. 

Preparing  for  retirement  means 
being  emotionally  and  spiritually 
ready  to  let  go  of  one  lifestyle  and 
create  another.  (For  information  on 
the  financial  and  legal  aspects  of 
closing  a practice,  see  box  on  p 45.) 

Approximately  1,192  TMA  physi- 
cian members  say  they  are  retired; 
205  classify  themselves  as  semi-re- 
tired. There  are  about  4,000  TMA 
members  between  the  ages  of  55  and 
64;  and  about  3,600  who  are  65  and 
older.  Together,  they  account  for 
about  30%  of  the  total  TMA  physi- 
cian membership  excluding  residents. 

Although  the  physician-retiree 
faces  issues  similar  to  those  that  any 
retiring  professional  deals  with,  a ca- 
reer in  medicine  can  be  a hard  act  to 
follow.  Few  professions  offer  this 
particular  mix  of  esteem-enhancing 
benefits:  intellectual  stimulation 
through  scientific  and  technological 
advances,  day-to-day  doses  of  inten- 
sity, emotionally  stirring  interactions 
with  patients,  financial  security,  sta- 
tus, and  the  opportunity  to  do  so- 
cially significant  work. 

“I  think  it  is  tougher  for  physi- 
cians to  retire  because  they  get  a 
great  deal  of  satisfaction  from  what 
they  do,  whether  it’s  patient  interac- 
tion or  running  a pathology  lab,” 
says  Dr  Howard.  “There  is  a sense  of 
reward  for  doing  good  and  making 
things  better  in  a very  personal  way.” 
The  retired  physician  may  experi- 
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ence  “a  sense  of  loss,  a loss  of  identi- 
ty,” says  Dr  Howard.  “Retirement 
presents  developmental  challenges. 
Who  you  are  is  not  set  in  childhood 
: — people  keep  developing.  Retire- 
j nient  has  its  share  of  tension  and 
conflict.  The  challenge  is  to  maintain 
a self  image  and  integrate  changes  so 
that  you  are  pleased  with  yourself 
when  you  ask,  ‘Who  am  I?’  or  ‘What 
am  I?’  The  people  who  can’t  make 
that  happen  or  can’t  accurately  pro- 
ject what  they  want  to  do  when  they 
retire  and  don’t  make  progress  are 
those  who  will  feel  failure  and  some- 
times get  clinically  depressed.  Signs 
of  not  adapting  successfully  to  retire- 
ment include  feeling  anxious,  feeling 
lost,  feeling  unimportant  and  un- 
needed. And  that  last  one  is  crucial 
; for  physicians.  Physicians  need  to 
i be  needed.” 

Dr  Howard  says  content  physi- 
cian-retirees find  ways  to  “transfer 
that  intensity  that  they  brought  to 
medicine.” 

Robert  Hecht,  program  adminis- 
trator at  the  American  Medical  As- 
sociation’s department  of  practice 
management  and  leader  of  work- 
shops for  physician-retirees,  has 
watched  many  physicians  make  the 
transition. 

“Being  a physician  is  not  just  a 
job,  and  leaving  that  behind  can  be 
a jarring  experience  to  the  physi- 
cian’s ego,”  says  Mr  Hecht.  “There 
is  the  fear  that  people  will  no  longer 
call  you  ‘doctor.’” 

Mr  Hecht  encourages  physicians 
considering  retirement  to  “take  a per- 
sonal inventory.  They  need  to  sit 
down  and  access  what  they  are  inter- 
ested in.  And  write  it  down  on  paper.” 

However,  because  physicians  typi- 
cally have  spent  most  of  their  lives 
being  single-minded  in  their  devotion 
to  medicine,  they  often  find  it  difficult 
to  cultivate  or  even  think  about  other 
interests  or  hobbies.  “They  have  been 
totally  tied  to  their  career,”  says  Mr 
Hecht.  “That’s  why  they  really  need 
to  think  about  how  to  replace  that 
loss.  It  is  best  to  start  thinking  about 
this  10  years  before  they  retire.  And  it 
is  best  to  consider  doing  something 
you’ve  always  been  drawn  to  — don’t 
start  from  scratch.” 


But  he  realistic,  says  (ierald  L. 
Farley,  executive  director  of  the 
Chicago-based  American  Associa- 
tion of  Senior  Physicians. 

“I’ve  seen  a lot  of  physicians  re- 
tire and  buy  expensive  woodwork- 
ing saws,”  says  Mr  Farley.  “A  year 
later,  the  saw  sits  there.  Or,  they 
think  they’ll  want  to  play  golf  — a 
lot.  But  that  can  he  like  too  much 
sugar  in  your  coffee.  Physicians  have 
held  such  demanding  positions, 
when  they  retire  they  are  better  off 
retiring  from  something  to  some- 
thing. You  can’t  go  from  having  an 
active  practice  to  having  a lot  of  un- 
scheduled time.  Get  involved  in 
community  work.  Organizations 
love  to  have  doctors  on  their  boards 
because  doctors  are  well-educated 
and  good  thinkers. 

“The  physician  who  has  trouble 
in  retirement,”  says  Mr  Farley,  “is 
the  one  who,  the  closer  he  gets  to  it, 
the  more  he  fears  it,  and  he  doesn’t 
prepare  for  it.  If  you  look  at  it  as  the 
last  step  before  death,  you  will  have 
personal  problems,  hut  if  you  see  it 
as  a graduation  from  one  positive 
life  experience  to  another,  you  are 
setting  yourself  up  to  enjoy  your 
retirement.” 

Recreational  activities.  The  arts. 
There  is  a cluh  for  every  activity  the 
physician-retiree  might  want  to 
know  more  about,  and  other  oppor- 
tunities abound  in  county  and  state 
medical  societies. 

“The  physician  should  look  to 
his  county  medical  society  for  help; 
this  is  his  family  organization,”  says 
Robert  L.  Heath,  executive  director 
of  the  Dallas  County  Medical  Soci- 
ety. “When  an  executive  retires  from 
an  oil  corporation,  he  may  have  the 
same  needs  that  the  physician-retiree 
has,  but  the  physician  has  a system 
of  support  available.” 

The  desire  to  associate  with  fellow 
physicians  is  strong  for  retirees,  and 
county  and  state  medical  societies  are 
especially  suitable.  Serving  on  com- 
mittees and  councils  allows  physi- 
cian-retirees to  be  involved  in 
medicine,  to  continue  to  make  a dif- 
ference, to  pass  on  what  they  have 
learned  to  younger  physicians,  and 
also  to  make  friends,  says  Mr  Heath. 


“One  day  I did 
17  cases,  the 
next  day  I was 
retired.  I went 
cold  turkey.” 

Robert  Greeuleaf  Gmstattd, 
MD,  an  anesthesiologist, 
operates  on  his  instrument 
of  choice  — the 
guitar  — these  days. 
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“Now,  I don’t 
have  to  feel 
guilty  about 
how  many 
patients  I’m 
not  seeing.” 

Spencer  Bayles,  MD,  a retired 
psychiatrist,  listens  to  a 
colleague  make  a point  at  a 
meeting  of  the  Committee  on 
Mental  Health  and  Mental 
Retardation  during  TMA’s 
Annual  Sessiori  last  May. 

PHOTOGRAPH  BY  RICK  WEATHERLY. 


Groups  such  as  Physicians’  Fo- 
rum, started  by  the  Travis  County 
Medical  Society  last  fall,  meet 
monthly  and  offer  a full  roster  of  ac- 
tivities. Retirees  or  soon-to-be-re- 
tirees listen  to  guest  speakers  who 
discuss  a variety  of  issues,  visit  a 
sculpture  garden,  throw  parties,  and 
take  day  trips  to  view  bald  eagles. 

Because  many  physicians  in  the  60- 
plus  age  group  are  self-employed  or  in 
partnerships,  the  decision  of  when  to 
retire  is  up  to  them,  even  though 
health  considerations  do  play  a role. 

Many  physicians  would  prefer  to 
continue  practicing  medicine  part- 
time,  postponing  full  retirement  as 
long  as  possible.  However,  many  find 
that  slowly  gearing  down  a practice 
— by  taking  fewer  patients  — is  not 
financially  feasible,  says  Mr  Heath. 
The  physician  who  is  bringing  in  less 
income  still  must  cover  malpractice 
premiums  and  overhead  costs. 

Volunteering  is  one  option  for  re- 
tired physicians.  However,  retired 
physicians  can’t  simply  offer  their 
skills  to  needy  organizations  without 
being  aware  of  liability  considera- 
tions. (See  “Volunteer  Liability,” 
p 58,  for  guidelines  relevant  to 
Texas  physicians). 

Whether  a physician  volunteers, 
becomes  active  in  organized  medicine, 
takes  up  the  guitar,  or  jogs,  what  mat- 
ters most  is  his  ability  to  cultivate  a 
healthy,  sustaining  attitude  about  re- 
tirement, says  Paul  H.  Wick,  MD,  a 
Tyler  psychiatrist  and  member  of 
TMA’s  Council  on  Legislation. 

“The  issues  of  this  stage  of  life  are 
stagnation  versus  regeneration,”  says 
Dr  Wick.  “You  may  punish  yourself 
with  expectations  if  you  don’t  come 
to  grips  with  this  stage  of  life  and  feel 
secure  about  yourself.  Stagnation  is 
doing  nothing,  sitting  in  a rocking 
chair.  Generativity  is  being  involved 
in  the  world,  contributing. 

“Of  course,  most  physicians  feel 
that  they  have  given  to  the  world  — 
if  they  haven’t  been  too  egotistical 
or  self-centered  — and  it’s  important 
that  they  reflect  back  on  that  when 
they  retire  and  find  ways  to  stay  in 
touch  with  that  feeling. 

“I  think  this  stage  of  life  is  a time 
when  it  is  important  to  accept  your- 


self as  being  a little  less  potent,  some- 
times because  of  age  and  health.  One 
needs  to  adapt  to  a less  rigorous 
schedule,  a more  leisurely  pace. 

“Dr  Karl  Menninger  lived  until 
he  was  93  and  he  said  ‘Be  active  and 
get  back  to  the  basics,’  and  the  ba- 
sics all  start  with  a ‘C.’  Caring  prin- 
ciples. Comfortable  bed.  Cooked 
food.  Contact  with  others.  Commu- 
nications. Church.  Competent  medi- 
cal care.  Continued  growth.” 

The  thrill 
wcui  gone 

used  to  tell  people 
who  were  planning 
to  retire  to  decide 
on  what  they  liked 
to  do  and  manage 
their  time  so  they’d 
have  time  to  do  it, 
and  now  that  I’ve 
been  retired  for  2 years,  I realize 
that  I gave  good  advice,”  says 
Spencer  Bayles,  MD,  a retired  Hous- 
ton psychiatrist. 

He  opened  a private  practice  in 
Houston  in  1961,  and  later  became 
part-time  director  of  several  psychi- 
atric hospitals. 

Although  a heart  problem  influ- 
enced his  decision  to  retire  in  1988, 
the  hassles  of  medicine  also  played 
a role. 

“The  hospital  that  I worked  for 
had  always  had  an  excellent  reputa- 
tion for  quality,”  says  Dr  Bayles, 
who  is  68.  “These  outsiders  were  in- 
creasingly telling  us  that  we  didn’t 
know  what  we  were  talking  about. 
It  was  becoming  increasingly  un- 
pleasant. I had  to  deal  with  a lot  of 
third-party  payors  and  the  fun  of 
practicing  was  decreasing. 

“I  also  felt  like  it  was  about  time 
to  do  things  more  as  I wanted  to, 
and  not  be  held  to  such  rigid  sched- 
ules. A few  patients  still  keep  in 
touch,  and  that’s  been  nice,  and  now 
I have  the  opportunity  to  do  the 
kind  of  volunteer  work  that  I’ve  al- 
ways enjoyed.  Now,  I don’t  have  to 
feel  guilty  about  how  many  patients 
I’m  not  seeing.” 
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“Everyone 
who  comes 
to  this 
house  gets  a 
plant.” 

“The  only  thing  that’s 
different  now  is  that  we  have 
more  time,  ” says  Marie  C. 
Tisdale,  MD.  She  and  her 
husband,  Albert  Ada  Tisdale, 
MD,  enjoy  their  home 
on  Lake  Austin. 

PHOTOGRAPH  BY  JIM  LINCOLN. 


Dr  Bayles  is  often  seen  at  TMA 
conferences  and  events  with  his  wife, 
a semi-retired  nutrition  consultant. 
They  celebrated  their  45th  wedding 
anniversary  last  January.  Dr  Bayles 
is  a consultant  to  TMA’s  Committee 
on  Mental  Health  and  Mental  Re- 
tardation and  a member  of  the  TMA 
Council  on  Scientific  Affairs. 

“I  agree  with  what  Walter 
Cronkite  said  about  retirement:  ‘You 
get  up  in  the  morning  and  have 
nothing  to  do  and  by  lunch  time  you 
are  already  behind  schedule.’” 


PhyjLcuin -retiree 
eoupiee 


e’s  an  ortho- 
pedic sur- 
geon.  She’s  a 
pediatrician. 

She  loves 
family  get-to- 
gethers, and 
lots  of  compa- 
ny at  their  home  on  Lake  Austin.  He 
spends  hours  in  his  greenhouse,  and 
is  a prolific  photographer  — he  has, 
says  his  wife,  informally  chronicled 
decades  of  medical  society  meetings 
in  Texas. 

These  two  have  always  been  in- 
volved in  organizations  and  had  a 
variety  of  interests. 

“The  only  thing  that’s  different 
now  is  that  we  have  more  time,” 
says  Marie  C.  Tisdale,  MD.  She  and 
her  husband  Albert  Ada  Tisdale, 
MD,  retired  in  November  1988. 

“My  husband  misses  his  patients, 
and  I miss  mine,  too,”  says  Dr  Marie 
Tisdale.  “I’m  just  as  interested  in  pe- 
diatrics as  I ever  was.  It  is  so  reward- 
ing to  see  people  get  well,  to  control 
illness.  I practice  on  my  grandchil- 
dren, but  they  don’t  know  it. 

“I  really  do  miss  the  hospital  staff 
that  I used  to  work  with.  You  don’t 
get  a chance  to  see  what’s  going  on 
or  be  in  touch  when  you  are  no 
longer  in  practice,  and  that’s  a loss. 
But  we  belong  to  so  many  organiza- 
tions and  know  so  many  good  peo- 
ple. We  do  have  a full  life.  It  really  is 


Lookin’ 


Back 


On 


Doctorin’ 


They  prac- 
ticed dur- 
ing what 
some  call  the 
golden  age  of 
medicine.  Be- 
fore Medicaid 
and  Medicare. 

Back  when 
home  visits 
were  more 
common  and 
there  was  no 

such  thing  as  the  dreaded  third- 
party  payor. 

“I  don’t  look  back  with  any  re- 
grets. I think  a lot  of  young  people 
who  have  gone  into  medicine  are 
turned  off  and  discouraged.  It’s  a 
wonderful  life.  My  preference  would 
be  for  the  way  it  was  when  I started, 
but  if  I had  to  do  it  all  over  again.  I’d 
do  it  all  over  again.  I love  medicine.  I 
love  people.  I can’t  imagine  ever  be- 
ing anything  but  a physician.” 

— Joseph  C.  Ogle,  MD, 
retired  internist  and  former  speaker  of 
the  TMA  House  of  Delegates. 

“I  had  a lot  of  third-  and  fourth- 
generation  patients  in  my  practice. 
You  get  to  know  them  and  feel  a 
part  of  them.  It’s  a tremendous  satis- 
faction. With  the  mobility  of  the 
population  these  days,  those  long- 
term relationships  are  more  rare. 
And  so  many  people  go  to  minor 
emergency  clinics  for  routine  care.  I 
think  these  situations  cause  a differ- 
ent response  in  the  individual.  It  de- 
creases the  sense  of  security  between 
doctor  and  patient.  I think  it’s  a fac- 
tor in  the  rise  of  malpractice  suits.  If 
you  see  the  same  doctor  over  time, 
you  are  less  likely  to  sue.” 

— Ruth  Bain,  MD,  retired  Austin  family 
practitioner  and  former  TMA  president. 

“I  Still  think  practicing  medicine 
is  the  most  marvelous  way  in  the 
world  to  make  a living,  if  you  love 
it.  If  you  don’t  love  it,  it  is  the  worst 
way  to  make  a living.” 

— Russell  Lee  Deter,  MD,  former 
delegate  to  TMA  who  served  on  numerous 
TMA  committees,  including  the  Committee  on 
Association  Insurance  Programs. 
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“¥he  fact  that 
you  retire 
doesn’t  take 
away  from  the 
fact  that  you 
had  a really 
great  time.” 

Joseph  C.  Ogle,  MD, 
became  an  honorary 
Texas  Medical  Association 
member  during  Annual 
Session  last  May. 

PHOTOGRAPH  BY  RICK  WEATHERLY. 


The  TMA  Bylaws  include  four 
membership  categories  under 
which  retired  physicians  pay 
no  dues: 

EmeritLU  Memberdhlp 

The  House  of  Delegates,  upon  nomi- 
nation of  the  Board  of  Councilors 
and  approval  of  the  county  medical 
society  in  which  the  member  resides, 
may  elect  any  member  of  the  associ- 
ation who  has  rendered  exceptional 
and  distinguished  service  to  scientific 
or  organized  medicine,  or  both,  to 
the  status  of  member  emeritus.  A 
member  emeritus  has  all  the  prerog- 
atives of  membership. 

Honorary  Memberohip 

The  House  of  Delegates,  upon  nomi- 
nation by  a component  county  soci- 
ety, after  review  and  approval  of  the 
Board  of  Councilors,  may  elect  to 
honorary  membership  those  physi- 
cian members  who  have  rendered 
outstanding  service  to  organized 
medicine  or  made  noteworthy  con- 
tributions to  scientific  medicine  and 
who  have  reached  a point  of  com- 
parative inactivity  in  the  practice  of 
medicine  as  determined  by  the  coun- 
ty medical  society. 

Honorary  members  are  entitled 
to  all  privileges  of  membership  ex- 
cept the  right  to  vote,  hold  office  or 
other  elective  position,  or  serve  as  a 
delegate  or  alternate  delegate  to  the 
association.  Newly  elected  honorary 
members  may  retain  these  rights  by 
continuing  to  pay  dues,  but  once 
dues  payment  is  discontinued,  it 
may  not  be  reinstated  at  a later  date, 
and  loss  of  the  rights  described  will 
occur. 

Life  Memberdhlp 

The  Board  of  Councilors,  upon 
nomination  by  a component  county 
society,  may  elect  to  life  membership 
those  physician  members  who  have 
been  dues  paying  members  of  orga- 
nized medicine  for  40  years,  and 
who  have  reached  a point  of  com- 
parative inactivity  in  the  practice  of 


medicine  as 
determined 
by  the  coun- 
ty society. 
When  nomi- 
nated and 
elected,  the 
life  member 
is  entitled  to 
all  privileges 
of  member- 
ship except 


TMA 


Membership 


and  Your 


Retirement 


the  right  to  vote,  hold  office  or 
other  elective  position,  or  serve  as 
delegate  or  alternate  delegate  to  the 
association. 


Inactive  Memberdhlp 


The  Board  of  Councilors,  upon 
nomination  by  a component  medical 
society,  may  elect  to  inactive  mem- 
bership those  physicians  who  have 
retired  from  the  active  practice  of 
medicine.  When  nominated  and 
elected,  inactive  members  are  enti- 
tled to  all  privileges  of  membership 
except  the  right  to  vote,  hold  office 
or  serve  as  a delegate  or  alternate 
delegate  to  the  association. 


The  privileges  of  membership  re- 
tained by  dues-exempt  members  in- 
clude access  to  group  insurance  cov- 
erage through  the  Texas  Medical 
Association  Insurance  Trust,  and  to 
coverage  through  the  Texas  Medical 
Liability  Trust.  Dues-exempt  mem- 
bers may  purchase  subscriptions  to 
Texas  Medicine  at  the  member  sub- 
scription price. 
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idyllic.  I have  six  grandchildren,  and 
we’ve  been  married  more  than  50 
years.  We  really  do  feel  blessed.” 

And  they  have  many  friends  — 
among  them,  the  Robinsons,  with 
whom  the  Tisdales  have  much  in 
I'  common.  Once  again  — and  re- 
j member,  this  is  a generation  in 
which  female  physicians  were  a rari- 
J ty  — he’s  an  orthopedic  surgeon, 
and  she’s  a pediatrician. 

I Dr  L.  Rose  Robinson  and  Dr  Cecil 
: A.  Robinson  live  in  Kermit,  10  miles 
from  the  southeast  corner  of  New 
Mexico.  The  Tisdales  and  Robinsons 
get  together  at  least  once  a year,  at 
the  TMA  Annual  Session  meeting  of 
the  Fifty-Year  Club,  a group  for 
physicians  who’ve  been  in  practice  at 
least  50  years.  The  Robinsons  — 
she’s  81,  he’s  88  — are  enjoying  re- 
tirement in  a small  town.  They  prac- 
ticed in  Kermit  from  1937  to  1982. 

“We  are  respected  and  enjoy  run- 
ning into  our  former  patients,”  says 
Dr  Cecil  Robinson. 

“I  miss  the  children  especially, 
because  they  were  always  doing 
something  cute  or  unusual,”  says  Dr 
Rose  Robinson,  who  once  was  a 
novelty  in  her  small  town.  “I  can  re- 
member patients  coming  in  who 
didn’t  have  anything  wrong  with 
them.  They  just  wanted  to  see  what 
a woman  doctor  looked  like.” 


Easing  into  it 


heart  attack 
in  1989 
convinced 
Joseph  C. 
Ogle,  MD, 
an  internist, 
that  it  was 
time  to  gear 
down  his  practice.  He  had  started 
his  practice  in  1954. 

“I  felt  that  if  I was  ever  going  to 
enjoy  retirement,  I better  get  busy, 
’cause  I really  have  got  a whole  lot 
more  rounds  of  golf  in  me,”  says  Dr 
Ogle,  who  became  an  honorary 
TMA  member  earlier  this  year.  “I 
tell  people  that  I’m  not  a doctor 
anymore.  I think  I went  through  my 


most  productive  years.  If  I had  con- 
tinued, I wouldn’t  have  done  as 
good  a job  as  I did  in  my  prime.  But 
I’m  sure  glad  I don’t  have  to  read 
the  medical  journals  now.  I’d  much 
rather  read  golf  magazines.” 

Dr  Ogle  moved  in  May  from 
Dallas  to  Fair  Oaks  Ranch,  30  miles 
northeast  of  San  Antonio.  His  son 
lives  close  to  the  ranch.  When  we 
talked  with  Dr  Ogle,  he  was  getting 
ready  to  build  a home  “on  the  ninth 
fairway  to  the  27-hole  golf  course, 
on  a 5,000-acre  ranch.  Tm  lookin’ 
forward  to  seeing  wild  turkeys,  feed- 
ing the  deer,  and  gettin’  my  house 
just  the  way  I like  it.” 

Dr  Ogle  retired  last  November  at 
the  age  of  65. 

“I  had  loved  my  work  but  I was 
really  tired  and  ready  to  get  out  of 
it.  The  annoyances.  Medicare.  It 
grates  on  you  after  awhile,”  says  Dr 
Ogle.  “If  I could  have  just  cut  down 
my  practice  and  stayed,  I would 
have,  but  you  really  can’t  do  that 
because  you  still  have  the  same 
amount  of  overhead. 

“I  kept  the  blood  pressure  cuffs 
and  the  EKG  and  some  plaques,  and 
mementos.  I look  back  with  tremen- 
dous pleasure  on  the  5 years  I served 
as  speaker  or  vice  speaker  of  the 
TMA  House  of  Delegates.  The  fact 
that  you  retire  doesn’t  take  away 
from  the  fact  that  you  had  a really 
great  time.” 


Phyoician  with 
a view 


It  hasn’t  been  exactly  as  he 
pictured  it  would  be.  But 
it’s  not  bad.  Russell  Lee 
Deter,  MD,  who  opened 
his  practice  in  El  Paso  in 
1946,  had  imagined  he’d 
be  more  physically  active. 
But  that  was  before  his 
knee  troubles. 

“Other  than  that.  I’m  healthy,” 
says  Dr  Deter,  an  81 -year-old  gener- 
al surgeon  who  began  gearing  down 
his  practice  in  1983. 

Not  being  able  to  play  golf  has 
not  disturbed  him. 


“I  never  played  golf.  I agree  with 
what  Will  Rogers  said,  that  if  you  go 
hit  a ball  200  yards,  you  ought  to 
chase  it  with  a horse. 

“I  read  a lot  and  work  with  my 
county  medical  society.  I enjoy  lis- 
tening to  what  the  young  doctors 
worry  about.  It’s  always  a little 
amusing  that  they  go  through  the 
same  things  we  did  50  years  ago,  ex- 
cept with  a modern  twist.  And  I 
mess  around  the  yard  some,  and  bug 
my  wife. 

“The  last  3 years,  all  I did  was 
office  work.  I don’t  miss  emergency 
rooms,  ICU,  inoperable  cancer  cases. 
I do  miss  my  patients.  When  I prac- 
ticed, I did  wake  up  in  the  middle  of 
the  night  worried  about  my  patients. 
I never  did  worry  about  malpractice 
or  lawyers.  I think  doctors  these 
days  worry  too  much  about  those 
things.  If  you  have  a good  personal 
relationship  with  your  patients,  and 
are  kind  and  gentle,  you  don’t  have 
to  worry  about  malpractice. 

“I  feel  like  I practiced  in  the  gold- 
en age  of  medicine.  We  had  no  Medi- 
care, no  Medicaid,  no  insurance,  no 
malpractice.  Of  course,  we  had  no 
antibiotics.  I did  home  visits  until  the 
technology  became  so  complicated. 
Then  it  became  easier  for  the  patient 
to  come  to  the  office;  we  couldn’t 
bring  the  equipment  to  them. 

“I  still  feel  like  I’m  a doctor.  It’s 
hard  not  to,  and  I resent  it  when 
people  say,  ‘Mr  Deter.’  My  first 
name  is  still  ‘Doctor.’” 

He  was  born  and  raised  in  Brazil. 
His  parents  were  missionaries.  He 
served  in  the  army  with  six  doctor 
pals  from  El  Paso.  When  his  stint  in 
the  service  was  over,  he  followed  his 
buddies  back  to  their  home  town. 

In  El  Paso,  Dr  Deter  dealt  with  a 
large  population  of  patients  who 
could  not  afford  to  pay  fully  for  his 
services. 

“One  thing  I don’t  like  that  has 
changed  is  there  is  more  labeling  of 
people  by  ethnicity  or  financial  sta- 
tus these  days.  I gave  away  a lot  of 
free  care.  We  have  a high  population 
here  of  people  who  don’t  have  any 
money.  I never  called  them  ‘indi- 
gent.’ And  I love  every  one  of  them. 
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“I  have  noticed  that  some  doctors 
in  retirement  feel  resentful  when 
their  patients  go  to  someone  else. 
That  never  bothered  me  at  all.  Most 
of  my  patients  call  me  and  ask  me 
who  to  go  to.  At  least  three  times  a 
week  a patient  will  call  to  say  they 
miss  me,  and  that’s  rewarding.” 

Dr  Deter  says  he  didn’t  make  very 
many  plans  for  his  retirement. 

“I  didn’t  have  the  time.  I was  a 
delegate  to  TMA  for  30  years,  I 
chaired  and  served  on  a half  dozen 
committees,  besides  practicing,  and 
then  I got  into  public  speaking.  I’d 
speak  15  times  in  one  week,  some- 
times. I was  extremely  busy. 

“Now,  I take  it  one  day  at  a time. 
I think  when  you  retire,  your  atti- 
tude is  colored  very  much  by  how 
you  have  lived  your  life.  If  you  need 
outside  stimuli,  have  to  go  all  the 
time,  can’t  sit  in  a room  and  read  a 
book  or  entertain  yourself,  you  are 
in  bad  shape.  In  my  room  upstairs,  I 
have  a beautiful  view  of  the  moun- 
tains and  trees.  Sitting  there.  I’m  ab- 
solutely content.  I spent  50  years 
practicing  and  I feel  I contributed 
more  good  than  harm.  Part  of  my 
contentment  is  based  on  the  feeling 
that  I did  accomplish  something  in 
life,  and  that  goes  back  to  that  mis- 
sionary zeal  that  I was  brought  up 
with.  My  mom  said,  Tf  you  preach 
all  your  life  and  save  one  soul,  it  was 
worth  it,’  and  that’s  how  I feel  about 
my  life  now.”  / V ^ 


“My  first 
name  is 
still  ‘Doctor,’” 


Russell  Lee  Deter,  MD, 
appreciates  his  room  with 
an  inspiring  view  of  the 
mountains  of  El  Paso. 


PHOTOGRAPH  BY  FERNANDO  T.  GARCIA. 


When  a physician  retires,) 
he  or  she  has  accumulat- ! 
ed  a career’s  worth  of| 
equipment,  records,  and  other  tools. 
The  length  of  the  list  of  things  to  do 
when  he  or  she  retires  depends  on  a 
number  of  factors,  including  the  size 
of  the  practice,  whether  there  are 
partners,  and  if  the  practice  is  to  be 
closed  or  sold. 

Circumstances  vary,  but  here  are 
some  general  guidelines: 


Notify  all  appropriate  persons 
and  agencies  that  you  are  re- 
tiring, including  patients  you  have 
treated  in  the  last  2 years,  the  Drug 
Enforcement  Administration  (DEA), 
the  Texas  Department  of  Public 
Safety,  the  Texas  State  Board  of 
Medical  Examiners,  Medicare  and 
Medicaid,  your  county  medical  soci- 
ety, specialty  society,  and  the  Texas 
Medical  Association  and  American 
Medical  Association. 


y 


Maintain  Medicaid  and  Medi- 
care records  for  a minimum  of 


5 years. 


Records  concerning  the  treat- 

ment  of  minors  should  be 

maintained  until  the  minor  reaches 
age  18  plus  2 years. 


Records  concerning  pregnant 
patients  should  be  maintained 
for  21  years. 


Physicians  who  dispense  dan- 

. gerous  drugs  or  controlled 

substances  in  Texas  are  required  by 
statute  to  keep  the  records  of  such 
activity  for  at  least  2 years. 


Inventory  drugs  and  dispose, 
sell,  transfer,  or  donate  ac- 
cording to  federal  and  state  require- 
ments. A physician  who  discontin- 
ues his  practice  must  return  his  or 
her  registration  certificate  and  any 
unused  order  forms  to  the  nearest 
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DEA  office.  A physician  having  con- 
trolled substances  in  his  or  her  pos- 
session at  the  time  of  discontinuing 
practice  should  contact  the  regional 
office  of  the  DEA  in  his  or  her  area 
and  the  responsible  state  agency  for 
information  on  how  to  dispose  of 
these  drugs. 

Advise  your  professional  lia- 

bility  insurance  carrier  of 

your  change  in  status.  If  you  have 
a “claims  made”  policy,  check  into 
purchasing  additional  insurance  to 
cover  claims  that  may  be  filed  after 
your  coverage  lapses.  If  you  will  be 
practicing  part-time,  insurance 
coverage  still  may  be  advisable. 


The 


Retiring 

Physician’s 

Checklist 


Information  on  life,  health, 
and  disability  coverage  is 
available  to  TMA  members  through 
the  Texas  Medical  Association  In- 
surance Trust,  which  can  be  reached 
at  (800)  880-8181. 


Retiring  physicians  should 

not  give  records  to  patients  or 

those  claiming  to  represent  patients 
without  having  received  properly 
constituted  written  authorization. 
However,  the  sale  of  a practice  fre- 
quently includes  the  element  of 
good  will,  or  the  opportunity  for 
the  buying  physician  to  begin  caring 
for  many  of  the  seller’s  patients.  The 
selling  physician’s  notice  to  patients 
concerning  his  or  her  impending  re- 
tirement may  include  a statement 
that  the  buying  physician  will  be 
available  to  care  for  them,  and  that 
records  are  available  to  be  trans- 
ferred to  the  purchaser  of  the  prac- 
tice, or  to  another  physician  of  the 
patient’s  choosing.  A reasonable 
charge  may  be  made  for  the  cost  of 
duplicating  records. 


For  more  information,  contact 
the  TMA  department  of  general 
counsel,  401  W 15th  St,  Austin,  TX 
78701. 

Also  of  help  may  be  a TMA 
workshop,  “21  Steps  to  Successful 
Practice  Transition,”  which  is  of- 
fered annually  and  covers  pension 
plan  use,  deferred  compensation,  es- 
tate planning,  closing  a practice,  re- 
tirement planning  and  budgeting, 
and  retirement  activities.  For  infor- 
mation, contact  TMA’s  practice 
management  department,  401  W 
15th  St,  Austin,  TX  78701,  phone 
(512)  370-1300. 
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Start  using  words 
that  help. 


For  helpful  inforitiatlon,  write 
National  Committee  for 
Prevention  of  Child  Abuse, 

Box  18661,  Chicago,  IL  60690. 
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If  you  doift  plan 
for  your  retirement, 

who  will? 


The  Texas  Physicians’  Retirement  Plan” 
presented  by  Pain^J^febber 


You  will  need  75-80%  of  your  pre-retirement  income  to  maintain  your  current  lifestyle  after  retire- 
ment. Will  you  be  able  to  afford  to  retire?  The  Texas  Medical  Association  has  a plan  to  help  physi- 
cians help  themselves. 


Exclusive  endorsement  by  the  Texas  Medical  Association 

The  Association  has  endorsed  a retirement  planning  program  designed  exclusively  for  members 
by  PaineWebber.  And  it’s  the  only  retirement  planning  program  endorsed  by  the  Association. 


PaineWebber  offers  a full  range  of  retirement  planning  services: 


Plan  Design 

• Custom-Designed  Plan 

• Prototype  Plan 

Plan  Administration 

• Government  Filings  Statements 

• Participant  Account  Balance 

• Employee  Benefit  Statement 

• Summary  Annual  Report 


Asset  Management 

• Self-Directed  Plan 

• Professional  Management 

Asset  Distribution 

• Lump  Sum  Distribution 

• Partial  Distribution 

• IRA  Rollover 

• Guaranteed  Monthly  Payments 


Personalized  service  to  Association  members 

We  can  be  your  sole  source  for  any  retirement  plan  service  you  may  need.  That’s  a service 
unavailable  from  any  other  insurance  company,  plan  administrator  or  brokerage  firm  - at  a cost 
less  than  you  could  probably  find  on  your  own.  You’ll  need  only  one  package  of  forms  for  all  of  your 
retirement  planning. 

Once  you  have  established  your  needs  and  objectives,  PaineWebber  can  prepare  a free,  individu- 
alized retirement  plan  analysis,  with  ProposaPPlus.  This  translates  your  needs  and  objectives  into 
the  appropriate  type  of  retirement  plan  and  offers  specific  recommendations  and  alternatives. 


Build  the  kind  of  retirement  you  deserve 

A PaineWebber  Investment  Executive  - specially  trained  to  service  the  retirement  planning 
needs  of  Association  members  - will  guide  you  through  the  full  range  of  investment  options.  Call 
today  and  find  out  how  PaineWebber  can  save  you  time  and  money  with  the  simplicity  of  full  ser- 
vice retirement  planning. 


For  more  information  call  (800)  999-7740 


Pain^^bber 

We  invest  in  relationships. 


Member  SIPC 


One  Of  A Kind 


Please  see  Brief  Summary  of  Prescribing  Information  on  adjacent  page. 


Glaxo/^^ 


CONDENSED  BRIEF  SUMMARY 


Zantac  *’  150  Tablets 
(ranitidine  hydrochloride) 

Zantac'5’  300  Tablets 
(ranitidine  hydrochloride) 

Zantac'^  Syrup 
(ranitidine  hydrochloride) 

The  following  is  a brief  summary  only  Before  prescribing,  see  com- 
plete prescribing  information  In  Zantac'^'  product  labeling 
INDICATIONS  AND  USAGE:  Zantac'^  is  indicated  in 
1 Short-term  treatment  of  active  duodenal  ulcer.  Most  patients  heal 
within  four  weeks 

2.  Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced 
dosage  after  healing  of  acute  ulcers. 

3 The  treatment  of  pathological  hypersecretory  conditions  (eg. 
Zollinger-Ellison  syndrome  and  systemic  mastocytosis) 

4 Short-term  treatment  of  active,  benign  gastric  ulcer.  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treatment 
has  not  been  demonstrated 

5.  Treatment  of  gastroesophageal  reflux  disease  (GERD). 
Symptomatic  relief  commonly  occurs  within  one  or  two  weeks  after 
starting  therapy  and  is  maintained  throughout  a six-week  course  of 
therapy 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer,  hypersecreto- 
ry states;  and  GERD,  concomitant  antacids  should  be  given  as  need- 
ed for  relief  of  pain 

CONTRAINDICATIONS:  Zantac'^  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug 
PRECAUTIONS;  General:  1 Symptomatic  response  to  Zantac'®  ther- 
apy does  not  preclude  the  presence  of  gastric  malignancy  2,  Since 
Zantac  is  excreted  primarily  by  the  kidney,  dosage  should  be  adjusted 
in  patients  with  impaired  renal  function  (see  DOSAGE  AND  ADMINIS- 
TRATION) Caution  should  be  observed  in  patients  with  hepatic  dys- 
function since  Zantac  Is  metabolized  in  the  liver 
Laboratory  Tests;  False-positive  tests  for  urine  protein  with 
Multistix  ” may  occur  during  Zantac  therapy,  and  therefore  testing 
with  sulfosalicylic  acid  is  recommended 
Drug  Interactions:  Although  recommended  doses  of  Zantac  do  not 
inhibit  the  action  of  cytochrome  P-450  enzymes  in  the  liver,  there 
have  been  isolated  reports  of  drug  interactions  that  suggest  that 
Zantac  may  affect  the  bioavailability  of  certain  drugs  by  some  mecha- 
nism as  yet  unidentified  (eg.  a pH-dependent  effect  on  absorption  or 
a change  in  volume  of  distribution) 

Pregnancy.  Teratogenic  Effects:  Pregnancy  Category  B:  Repro- 
duction studies  have  been  performed  in  rats  and  rabbits  at  doses  up 
to  160  times  the  human  dcse  and  have  revealed  no  evidence  of 
impaired  fertility  or  harm  to  the  fetus  due  to  Zantac  There  are,  how- 
ever, no  adequate  and  well-controlled  studies  in  pregnant  women 
Because  animal  reproduction  studies  are  not  always  predictive  of 
human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed 

Nursing  Mothers:  Zantac  is  secreted  in  human  milk  Caution  should 
be  exercised  when  Zantac  is  administered  to  a nursing  mother 
Pediatric  Use;  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS;  Headache,  sometimes  severe,  seems  to  be 
related  to  Zantac'®  administration  Constipation,  diarrhea,  nausea/ 
vomiting,  abdominal  discomfort/pain,  and,  rarely,  pancreatitis  have 
been  reported  There  have  been  rare  reports  of  malaise,  dizziness, 
somnolence,  insomnia,  vertigo,  tachycardia,  bradycardia,  atrioven- 
tricular block,  premature  ventricular  beats,  and  arthralgias.  Rare 
cases  of  reversible  mental  confusion,  agitation,  depression,  and  hal- 
lucinations have  been  reported,  predominantly  in  severely  ill  elderly 
patients  Rare  cases  of  reversible  blurred  vision  suggestive  of  a 
change  in  accommodation  have  been  reported 

In  normal  volunteers,  SGPT  values  were  increased  to  at  least  twice 
the  pretreatment  levels  in  6 of  12  subjects  receiving  100  mg  qid  Intra- 
venously for  seven  days,  and  in  4 of  24  subjects  receiving  50  mg  qid 
intravenously  for  five  days  There  have  been  occasional  reports  of 
hepatitis,  hepatocellular  or  hepatocanalicular  or  mixed,  with  or  with- 
out jaundice.  In  such  circumstances,  ranitidine  should  be  immediate- 
ly discontinued  These  events  are  usually  reversible,  but  in  exceeding- 
ly rare  circumstances  death  has  occurred 
Blood  count  changes  (leukopenia,  granulocytopenia,  thrombocy- 
topenia) have  occurred  in  a few  patients  These  were  usually 
reversible  Rare  cases  of  agranulocytosis,  pancytopenia,  sometimes 
with  marrow  hypoplasia,  and  aplastic  anemia  have  been  reported 
Although  controlled  studies  have  shown  no  antiandrogenic  activity, 
occasional  cases  of  gynecomastia,  impotence,  and  loss  of  libido  have 
been  reported  in  male  patients  receiving  Zantac,  but  the  incidence  did 
not  differ  from  that  in  the  general  population 
Incidents  of  rash,  including  rare  cases  suggestive  of  mild  erythe- 
ma multiforme,  and,  rarely,  alopecia,  have  been  reported,  as  well  as 
rare  cases  of  hypersensitivity  reactions  (eg,  bronchospasm,  fever, 
rash,  eosinophilia).  anaphylaxis,  angioneurotic  edema,  and  small 
increases  in  serum  creatinine 

OVERDOSAGE:  Information  concerning  possible  overdosage  and  its 
treatment  appears  in  the  full  prescribing  information 
DOSAGE  AND  ADMINISTRATION:  (See  complete  prescribing  infor- 
mation in  Zantac'S*  product  labeling  ) 

Dosage  Adjustment  for  Patients  with  Impaired  Renal  Function;  On 

the  basis  of  experience  with  a group  of  subjects  with  severely 
impaired  renal  function  treated  with  Zantac,  the  recommended 
dosage  in  patients  with  a creatinine  clearance  less  than  50  ml/min  is 
1 50  mg  or  1 0 ml  (2  teaspoonfuls  equivalent  to  1 50  mg  of  ranitidine) 
every  24  hours.  Should  the  patient's  condition  require,  the  frequency 
of  dosing  may  be  increased  to  every  12  hours  or  even  further  with 
caution  Hemodialysis  reduces  the  level  of  circulating  ranitidine. 
Ideally,  the  dosage  schedule  should  be  adjusted  so  that  the  timing  of 
a scheduled  dose  coincides  with  the  end  of  hemodialysis. 

HOW  SUPPLIED:  Zantac'*’  300  Tablets  (ranitidine  hydrochloride 
equivalent  to  300  mg  of  ranitidine)  are  yellow,  capsule-shaped  tablets 
embossed  with  "ZANTAC  300"  on  one  side  and  "Glaxo"  on  the  other 
They  are  available  in  bottles  of  30  (NDC  0173-0393-40)  tablets  and 
unit  dose  packs  of  100  (NDC  0173-0393-47}  tablets. 

Zantac^^  150  Tablets  (ranitidine  hydrochloride  equivalent  to  150 
mg  of  ranitidine)  are  white  tablets  embossed  with  "ZANTAC  150"  on 
one  side  and  “Glaxo"  on  the  other  They  are  available  in  bottles  of  60 
(NDC  0173-0344-42)  and  100  (NDC  0173-0344-09)  tablets  and  unit 
dose  packs  of  100  (NDC  0173-0344-47)  tablets 
Store  between  15°  and  30°  C (59°  and  86°  F)  in  a dry  place. 
Protect  from  light.  Replace  cap  securely  after  each  opening. 

Zantac'®  Syrup,  a clear,  peppermint-flavored  liquid,  contains  16  8 
mg  of  ranitidine  hydrochloride  equivalent  to  15  mg  of  ranitidine  per  1 
ml  in  bottles  of  16  fluid  ounces  (one  pint)  (NDC  0173-0383-54) 

Store  between  4°  and  25°  C (39°  and  77°  F).  Dispense  in  tight, 
light-resistant  containers  as  defined  in  the  USP/NF. 
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A DOCia?,A  LAWYER, 

OR  A King. 

So  many  United  Negro  College  Fund  graduates  go  on 
to  make  royal  contributions  to  society. 

But  they  can't  do  it  without  your  contribution. 

By  keeping  tuitions  low,  the  United  Negro  College 
Fund  helps  send  thousands  of  deserving  students  to 
42  private,  predominantly  black  colleges. 

Please.  Give  generously  to  the  United  Negro  College 
Fund.  This  country  needs  another  King. 


Give  to  the  United  Negro  College  Fund. 
A Mind  is  aT^rrible  Thing  to  Waste. 
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UR  reform, 
indemnification  bills 
beat  legislative 
deadline 

TMA-supported  bills  to  regulate 
utilization  review  and  expand 
the  state  indemnification  program  for 
doctors  providing  charity  care  passed 
the  72nd  Legislature  in  the  hours  pri- 
or to  its  May  27  adjournment. 

TMA  also  was  successful  in  ham- 
mering out  a compromise  to  legisla- 
tion that  would  have  greatly  expand- 
ed optometrists’  scope  of  practice. 

The  utilization  review  measure 
was  enacted  as  part  of  a broader  in- 
surance industry  reform  bill,  which 
was  strongly  backed  by  Gov  Ann 
Richards.  Under  the  bill,  which 
Richards  was  expected  to  sign,  insur- 
ance companies  must  develop  written 
criteria  for  performing  utilization  re- 
view. Companies  also  will  have  to  se- 
cure physician  input  in  developing 
criteria.  Other  provisions  require  that 
review  entities  be  certified  by  the 
State  Board  of  Insurance  and  give 
physicians  the  right  to  appeal  adverse 
decisions  to  another  physician. 

Also  added  to  the  insurance  re- 
form bill  were  TMA-backed  provi- 
sions to  require  prompt  payment  of 
claims  and  to  require  companies  to 
allow  assignment  of  benefits  to 
physicians  and  hospitals. 

The  expanded  indemnification 
program  will  allow  emergency  room 
physicians  to  qualify  for  premium 
discounts  by  expanding  the  defini- 
tion of  “charity  care”  in  the  1989 
law.  The  program  provides  liability 
premium  discounts  to  physicians 
who  spend  at  least  10%  of  their 
practice  time  caring  for  indigent  pa- 
tients by  having  the  state  pay  the 


Ken  Ortolon,  legishjtive  affairs  editor,  writes  and  edits 
the  Legislative  Affairs  section  o/^ Texas  Medicine. 


first  $100,000  of  any  malpractice 
claim. 

Optometrists  gained  legislation 
granting  them  authority  to  use  diag- 
nostic and  some  topical  drugs,  but 
TMA  was  able  to  prevent  them  from 
gaining  broad  authority  to  use  other 
types  of  drugs. 

Under  SB  774  by  Sen  Bob  Glas- 
gow, D-Stephenville,  optometrists 
will  be  allowed  to  use  diagnostic 
drugs  and  to  prescribe  topical  anti- 
histamines, antibiotics,  and  steroids. 
However,  optometrists  who  prescribe 
steroids  would  have  to  refer  a patient 
to  an  ophthalmologist  if  the  patient’s 
condition  does  not  improve.  The  re- 
ferral would  have  to  be  made  within 
14  days  when  low-dose  steroids  are 
prescribed  and  within  7 days  when 
full-strength  steroids  are  used. 

As  originally  passed  by  the  Sen- 
ate, the  bill  also  included  authority 
to  treat  glaucoma  and  use  all  oral 
medications  as  they  relate  to  the  eye. 
Those  provisions  were  deleted  in  the 
House  after  lengthy  negotiations  be- 
tween TMA  and  representatives  of 
the  ophthalmologists  and  op- 
tometrists. Those  negotiations  also 
resulted  in  provisions  holding  op- 
tometrists to  the  same  standard  of 
care  as  ophthalmologists  and  an 
agreement  from  optometrists  not  to 
seek  further  expansion  of  their  scope 
of  practice  for  two  sessions. 

Also  among  the  last-minute  bills 
sent  to  the  governor  were  measures 
enhancing  organ  procurement  proce- 
dures and  requiring  the  Texas  Medi- 
cal Liability  Trust  to  file  financial 
and  rate  information  with  the  insur- 
ance board. 

A comprehensive  report  on 
health-care  legislation  enacted  by  the 
72nd  Legislature  will  be  included  in 
the  August  issue  of  Texas  Medicine. 


Special  sessions  on 
budget,  health  care 
loom 

Legislators  were  expecting  only 
a short  vacation  in  June  before 
getting  back  to  work  tackling  issues 
not  addressed  in  the  regular  session. 

Governor  Ann  Richards  an- 
nounced in  May  that  she  would  call 
lawmakers  into  special  session  in 
July  to  enact  a new  state  budget. 
There  is  speculation  a second  called 
session  will  be  held  early  in  1992  to 
address  access  to  health  care. 

Lawmakers  chose  not  to  adopt  a 
new  2-year  budget  during  the  regu- 
lar session  in  order  to  give  the  State 
Comptroller’s  Office  time  to  finish 
state  agency  management  audits 
lawmakers  had  mandated.  Those 
audits  were  to  have  been  completed 
by  July  1.  They  are  expected  to  turn 
up  hundreds  of  millions  of  dollars 
in  savings  for  the  state. 

Lawmakers,  however,  still  will 
be  faced  with  a $4  billion  revenue 
shortfall  when  they  return  this 
month,  and  chances  are  that  some 
type  of  tax  or  revenue-raising  mea- 
sure will  have  to  be  considered 
along  with  the  budget. 

As  lawmakers  were  wrapping  up 
the  regular  session  May  27,  members 
of  the  governor’s  staff  were  passing 
the  word  that  a special  session  on 
health  care  was  likely  to  be  called 
next  spring.  Richards  has  been  sup- 
portive of  TMA’s  efforts  to  address 
problems  of  access  and  affordability 
of  health  insurance.  She  has  appoint- 
ed her  own  task  force  that  this  sum- 
mer will  study  ways  to  provide  insur- 
ance to  the  more  than  3 million 
Texans  who  now  lack  coverage. 


52 


TEXAS  MEDICINE 


VOLUME  87  NO.  7 


JULY  1991 


Legislative  Affairs 


Rural  Health  Coalition 
announces  legislative 
priorities 

Attracting  family  physicians  to 
rural  areas  and  increasing 
Medicaid  participation  by  rural  ob- 
stetricians are  among  components  of 
a package  of  legislation  introduced 
in  the  US  Congress  by  the  House 
Rural  Health  Care  Coalition. 

The  15-bill  package  was  intro- 
duced in  Congress  May  8 and  in- 
cludes legislation  addressing  family 
physician  supply  and  recruitment, 
access  to  obstetrical  care,  and  legal 
roadblocks  to  hospitals  working 
cooperatively  in  rural  areas. 

“Our  package  covers  the  full 
gamut  of  rural  health  concerns  and, 
while  ambitious,  is  also  very  realis- 
tic, both  politically  and  fiscally,” 
says  US  Rep  Charles  Stenholm,  D- 
Stamford,  who  co-chairs  the  coali- 
tion. “We’re  not  introducing  bills 
simply  to  make  a political  statement 
or  to  catch  a newspaper  headline; 
we’re  introducing  bills  that  should 
have  a good  chance  of  being  imple- 
mented and,  more  importantly,  of 
improving  rural  health  care.” 

The  coalition  has  pegged  supply, 
recruitment,  and  retention  of  physi- 
cians in  rural  areas  as  its  top  priori- 
ty, and  several  of  the  bills  in  its 
package  address  that  issue.  One 
measure  would  provide  financial  in- 
centives, particularly  to  young  doc- 
tors, by  allowing  primary  care 
physicians  practicing  in  rural  areas 
to  deduct  interest  on  student  loans 
and  defer  payments  of  student  loans 
until  completion  of  their  residencies. 
It  also  would  require  Medicare  to 
reimburse  physicians  in  their  first  4 
years  of  practice  at  the  same  rate  as 
other  physicians. 
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TMA  members  craft  bill  to  ease  organ  procurement 

A cooperative  effort  between  a handful  of  TMA  member  physicians  and 
a state  lawmaker  has  resulted  in  legislation  that  will  enable  more  Tex- 
ans needing  organ  transplants  to  get  them. 

Legislation  passed  during  the  final  weekend  of  the  72nd  Legislature  will 
streamline  organ  procurement  procedures  and  “place  Texas  in  the  forefront 
of  transplantation,”  says  Phil  Berry,  MD,  of  Dallas. 

The  bill.  House  Bill  271  by  Rep  Ron  Lewis,  a Mauriceville  Democrat,  sets 
out  specific  procedures  for  obtaining  organ  donations  from  persons  who  sign 
organ  donor  cards  on  the  backs  of  drivers  licenses.  Dr  Berry  believes  the  bill 
will  cut  through  a lot  of  the  bureaucratic  red  tape  involved  in  organ  procure- 
ment and  result  in  a greater  number  of  transplants  in  the  state. 

Dr  Berry  chaired  a special  advisory  committee  to  Rep  Lewis  that  crafted 
the  bill.  The  panel  included  nine  other  physicians  and  representatives  of 
nearly  every  group  directly  involved  in  transplantation. 

Representative  Lewis  got  interested  in  the  issue  at  the  urging  of  a con- 
stituent who  had  undergone  a heart  transplant  and  felt  the  procurement  pro- 
cedure needed  to  be  overhauled.  Dr  Berry  was  a natural  choice  to  head  the 
advisory  committee  because  he  has  benefited  from  a liver  transplant. 

“Once  you’ve  had  a transplant,  you  really  get  caught  up  in  it,”  he  says. 
“There  is  a real  crying  need  among  those  people  who  need 
transplants.” 

In  addition  to  setting  out  procedures  for  handling  donations  through  or- 
gan donor  cards,  the  measure  lets  organ  procurement  organizations,  rather 
than  hospitals,  take  responsibility  for  seeking  donations.  Current  law  places 
the  burden  of  asking  for  donations  on  the  hospital,  but  Dr  Berry  says  that 
most  rural  hospitals  have  no  one  on  staff  who  knows  how  to  approach  a pa- 
tient or  family  on  the  subject. 

“The  most  frequent  reason  that  organ  donations  aren’t  made  is  because 
nobody  asks,”  Dr  Berry  says. 


Other  measures  would  establish 
Medicaid  demonstration  projects  to 
increase  participation  by  obstetrical 
providers  and  provide  protection 
from  legal  liability  for  employees  of 
community  and  migrant  health  cen- 
ters. Another  bill  would  require 
medical  schools  to  have  a family 
practice  department  as  a condition 
for  receiving  certain  Public  Health 
Service  funds. 

Other  issues  addressed  in  the 
package  would  provide  relief  from 
antitrust  laws  to  make  it  easier  for 

JULY  1991 


rural  hospitals  to  merge  or  consoli- 
date, address  potential  clinical  labo- 
ratory personnel  shortages,  improve 
rural  mental  health  services,  and  im- 
prove air  medical  transport  systems. 

The  Rural  Health  Care  Coalition 
was  organized  in  1987  and  includes 
170  House  members  from  47  states. 
Its  goal  is  to  ensure  access  to  afford- 
able, quality  health  care  in  rural 
areas. 
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Looking  For  Practice  Opportunities? 
The  Answer  Is  Closer  Than  You  Think. 


For  more  than  60  years,  Methodist  Medical 
Center  has  answered  the  challenges  of  an  ever- 
changing  medical  field.  Now,  with  the  comple- 
tion of  a $75.5  million 
building  program  which 
includes  a 463-bed 
teaching  and  referral 
facility  and  a Level  I 
Trauma  Center,  Methodist 
stands  ready  to  answer 
the  health  questions  of  today  and  tomorrow. 

Conveniently  located  just  southwest  of 
downtown  Dallas,  The  New  Methodist  Medical 
Center  has  made  room  for  some  of  the  most 
sophisticated  healthcare  technology  available. 


Behind  its  new  walls,  you’ll  find  everything 
from  the  latest  in  cancer  treatment  to  the 
most  compassionate  mental  healthcare.  All  of 

which  is  supported  by 
advanced  programs  and 
services,  enabling  the 
treatment  of  the  patient 
as  a whole. 

People  from  around 
the  world  and  through- 
out North  Texas  are  turning  to  The  New 
Methodist  Medical  Center  for  answers.  If  being 
part  of  our  solution  sounds  like  a practice 
opportunity  you’d  like  to  learn  more  about, 
call  Patrick  Rhodes  at  1-800-727-6131. 


CLOSER  THAN  YOU  THINK 


To  arrange  a tour  of  The  New  Methodist  Medical  Center,  call  1-800-727-6131 

Methodist  Medical  Center,  Charlton  Methodist  Hospital  and  Southeastern  Methodist  Hospital  are  part  of  the  nonprofit  METHODIST  HOSPITALS  OF  DALLAS  system, 
which  is  affiliated  by  covenant  with  the  North  Texas  Conference  of  the  United  Methodist  Church. 


Join 

Dr.  Epps. 


Join 

The  AM. 

“The  AMA  has  never 
lost  sight  of  what  I think 
its  primary  goal  is:  to 
improve  the  public  health. 
And  the  AMA  has  played  a 
leading  role  in  issues  such 
as  smoking  and  drug  abase.” 

Join  Dr.  Charles  H. 
Epps,  Jr.,  Dean  of  Howard 
University  College  of 
Medicine,  in  the  American 
Medical  Association.  Call 
this  toll-free  number  now. 

1-800-AMA-3211 


American 

Medical 

Association 


YOU  DIDN'T  BUILD 
YOUR  PRACTICE 
BY  WORKING 
PART-TIME. 


\Nhy  risk  your  investment  portfolio  by 
managing  it  that  way? 

Full-time  professional  attention  is 
essential  to  successful  portfolio  management 
— especially  in  today's  volatile  markets. 

That's  exactly  what  you  get  with 
Shearson  Lehman  Brothers'  Choice 
Advisors"''  portfolio  management  service. 
Since  1973,  our  Consulting  Services  Division 
has  given  sound  advice  to  thousands  of 
investors.  And  referred  over  $50  billion  of 
their  assets  to  professional  portfolio  managers. 

So  if  you  have  a portfolio  of  $50,000  or 
$50  million,  and  you  want  to  maximize  your 
investment  potential,  call  us  for  Shearson 
Lehman  Brothers'  new  report  on  professional 
portfolio  management. 

At  Shearson  Lehman  Brothers, 
we'll  give  your  investments  the  full-time, 
professional  attention  they  deserve. 


FOR  OUR  SPECIAL  REPORT  ON 
PROFESSIONAL  PORTFOLIO  MANAGEMENT, 
CALL  OR  WRITE: 

John  G.  Till 

Financial  Consultant 
Consulting  Services  Division 


SHEARSON 


LEI 


BROTHERS 


MAN 


Shearson  Lehman  Brothers 
1999  Bryan  Street,  Suite  2600 
Dallas,  TX  75201 
214/979-7045 


SIPC 


©1991  Shearson  Lehman  Brothers  Inc. 


Councilors  focus 
on  surrogacy  and 
self-testing 

Imagine  this:  John  and  his  wife 
Mary  make  an  appointment  with 
you  to  talk  about  prenatal  care.  But 
Mary  is  not  carrying  the  baby.  The 
couple  has  hired  a surrogate.  Who, 
then,  will  be  your  patient? 

That  is  the  sort  of  question  that 
was  discussed  when  the  Texas  Medi- 
cal Association’s  Board  of  Councilors 
adopted  an  opinion  on  the  ethics  of 
surrogacy  during  its  meeting  last 
May  at  Annual  Session  in  Dallas. 

Association  physicians  who  are 
seeing  or  anticipating  an  increase  in 
surrogacy  cases  are  wondering  how 
to  resolve  various  ethical  debates, 
says  Marshall  K.  Dougherty,  MD,  a 
Paris  pathologist  and  former  chair- 
man of  the  Board  of  Councilors  for 
18  years. 

“I  really  believe  the  surrogacy  is- 
sue is  coming  up  more  often  within 
medical  circles,”  says  Dr  Dougherty. 
“There  are  confidentiality  problems 
and  practical  medical  problems  in 
terms  of  genetic  counseling.  In  some 
of  these  cases,  it  is  possible  that  the 
doctor  is  trying  to  take  care  of  the 
birth  mother,  trying  to  take  care  of 
the  infant,  and  trying  to  make  medi- 
cal decisions  in  a potentially  contro- 
versial setting.  We  (the  board)  felt 
that  the  physician-members  were 
asking  us  for  some  direction  and 
guidance  on  these  matters.” 

Contractual  surrogacy  arrange- 
ments are  unusual  and  raise  questions 
about  a physician’s  ethical  duties. 

Physicians  may  be  called  upon  to 
care  for  women  who  have  contracted 
to  carry  a fetus  for  another  couple. 


Debi  Martin,  associate  editor,  writes  and  edits  the  Law 
and  Medical  Economics  sections  o/Texas  Medicine. 


Law 


Contractual  surrogacy  arrange- 
ments fall  into  two  general  cate- 
gories: (1)  a woman  who  has  been 
impregnated  by  donor  sperm  from  a 
man  who  is  not  her  husband,  and 
(2)  a woman  who  has  been  implant- 
ed with  a fertilized  ovum  provided 
by  another  couple. 

The  board  says  that  the  physi- 
cian’s primary  patients  are  the  wom- 
an who  will  bear  the  child  — the 
child’s  birth  mother  — and  the  un- 
born child.  The  physician’s  duty  is 
to  provide  competent  medical  care 
for  these  patients. 

The  physician’s  duty  to  these  pa- 
tients is  not  to  be  influenced  by  con- 
sideration of  who  ultimately  may  be 
regarded  as  the  child’s  legal  parents. 

When  all  parties  to  the  contractu- 
al arrangement  are  patients  of  the 
treating  physician  (which  is  often  the 
case  when  the  couple  is  being  treated 
for  infertility),  the  physician  may  re- 
veal information  to  the  contracting 
couple  about  the  health  status  of  the 
birth  mother  and  unborn  child  before 
or  during  the  pregnancy.  The  birth 
mother,  by  agreeing  to  the  contractu- 
al surrogacy  arrangement,  implies  re- 
lease of  confidential  information 
about  herself  and  the  unborn  child  to 
the  contracting  couple.  The  physician 
should  not  reveal  other  confidential 
information  about  the  birth  mother 
to  the  contracting  couple  without  the 
birth  mother’s  consent. 

However,  if  the  physician  treats  a 
pregnant  woman  and  is  not  aware 
that  a contractual  surrogacy  arrange- 
ment is  in  effect,  he  or  she  should  not 
reveal  confidential  information  about 
the  patient  to  anyone  else  without 
the  patient’s  informed  consent. 

A physician  should  not  allow 
anyone,  including  the  contracting 
couple,  to  dictate  the  quality  or  ex- 
tent of  medical  care  rendered  to  pa- 
tients. This  is  true  even  in  cases  in 


which  the  contracting  couple  are 
also  patients  of  the  physician,  or 
when  the  contracting  couple  has 
agreed  to  be  responsible  for  fee  pay- 
ments. The  physician  may  consider 
information  provided  by  the  con- 
tracting couple  when  that  informa- 
tion — a history  of  genetic  disor- 
ders, for  example  — is  relevant  to 
decisions  about  patient  care. 

If  the  physician  is  unaware  of  the 
contractual  surrogacy  arrangement, 
and  delivers  the  child,  the  birth  cer- 
tificate should  be  prepared  based  on 
the  information  known  at  the  time 
of  delivery. 

Last  May,  the  board  also  adopted 
an  opinion  that  addresses  unsolicit- 
ed medical  screening  test  results. 

When  properly  performed  and 
interpreted,  self-testing  is  a valuable 
tool  for  the  early  detection  and 
treatment  of  disease,  says  the  board. 
However,  without  established  safe- 
guards, the  public’s  fear  of  disease 
can  be  exploited  and  manipulated 
for  financial  gain  that  can  compro- 
mise patient  care. 

Physicians  who  receive  unsolicit- 
ed medical  screening  test  results  on 
behalf  of  persons  with  whom  they 
have  established  a physician-patient 
relationship  have  a responsibility  to 
counsel  the  patient  as  to  the  need  for 
further  examination,  retesting,  or 
treatment.  The  physician  should  in- 
form the  patient  if  medical  test  re- 
sults are  ambiguous,  or  indicate  sub- 
standard testing  procedures.  The 
physician  should  act  in  the  patient’s 
best  interest  when  determining 
whether  to  recommend  retesting. 

A physician  might  receive  unso- 
licited medical  test  results  on  behalf 
of  persons  with  whom  they  have  not 
established  a physician-patient  rela- 
tionship, who  have  given  the  physi- 
cian’s name  in  order  to  receive  the 
medical  screening  test.  In  this  case. 
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physicians  have  a responsibility  to 
make  reasonable  efforts  to  contact 
the  person,  document  such  efforts, 
and  return  the  results  to  the  medical 
screening  agency  if  the  person  can- 
not be  located. 

$1  million  up  for  grabs: 
Is  any  of  it  yours? 

Do  the  names  Casualty  Assur- 
ance Risk  Brokerage  Co. 
(CARIB)  or  Trans-Pacific  Insurance 
Co.  ring  any  bells?  If  so,  you  may  be 
entitled  to  a refund  if  you  purchased 
insurance  from  either  of  those  unli- 
censed companies,  which  have  been 
prosecuted  for  illegally  selling  medi- 
cal malpractice  insurance  in  Texas. 

A final  judgment  against  the  com- 
panies was  obtained  by  the  state’s  At- 
torney General  Dan  Morales  on  May 
1.  Morales  sued  CARIB  and  Trans- 
Pacific  on  behalf  of  the  State  Board 
of  Insurance,  following  an  investiga- 
tion by  the  board’s  unauthorized  in- 
surance division. 

The  judgment  orders  CARIB  and 
Trans-Pacific  — which,  it  turns  out, 
were  a single  entity  — to  make  resti- 
tution in  the  amount  of  $1,142,887. 

“There  are  probably  Texas  doc- 
tors out  there  who  bought  insurance 
from  these  companies,  but  we  don’t 
know  about  them  because  the  defen- 
dants would  not  produce  records  on 
who  they  insured,”  says  Fred  Lewis, 
the  assistant  attorney  general  who 
prosecuted  the  case.  “We  highly  sus- 
pect there  are  a lot  of  doctors  out 
there  who  don’t  know  they  are  enti- 
tled to  a refund.” 

Physicians  seeking  premium  re- 
funds or  information  on  enforce- 
ment of  coverage,  should  contact 
Corlliss  Gasparri,  a certified  public 
accountant  who  is  in  charge  of  dis- 
tributing restitution.  Submit  docu- 


mentation by  mid-August  to  Ms 
Gasparri  at  PO  Box  201296,  Austin, 
TX  78720-1296. 

All  existing  CARIB  and  Trans- 
Pacific  policies  were  canceled  June 
14,  1991.  At  least  12  other  states 
also  have  taken  action  against  one 
or  both  companies. 

The  defendants,  who  operated 
from  an  island  in  Micronesia  but  also 
had  offices  in  various  US  states,  ig- 
nored four  different  court  orders  to 
produce  financial  records  to  establish 
their  solvency. 

Approximately 
$550,000  of  the 
money  owed,  which 
is  in  the  court  reg- 
istry in  Travis 
County,  was  ob- 
tained when  a por- 
tion of  the  compa- 
ny’s assets  were 
seized  in  Maryland. 

The  Maryland  and 
Texas  attorney  gen- 
eral offices  collabo- 
rated on  the  seizure. 

Additional  assets  of 
the  defendants  are  being  sought. 

CARIB  and  Trans-Pacific,  which 
advertised  in  prestigious  medical 
publications  such  as  the  New  Eng- 
land Journal  of  Medicine,  sold  insur- 
ance illegally  to  Texas  health-care 
professionals  through  Medical  Lia- 
bility Purchasing  Group  Inc.  of  Jef- 
fersonville, Ind,  which  never  qual- 
ified as  a purchasing  group  under 
Texas  law. 

In  addition  to  the  restitution 
monies,  the  defendants  also  were  or- 
dered to  pay  the  state  $1.1  million  in 
civil  penalties,  $30,705.29  in  insur- 
ance taxes,  and  $128,753  in  attor- 
neys’ fees. 

“The  Texas  Attorney  General’s 
office  expended  tremendous  amounts 
of  time  and  resources  on  this  case,” 


says  Mr  Lewis,  “and  did  a good  job, 
but  it  has  come  to  our  attention  that 
as  of  late  April  1991,  this  company 
was  still  soliciting  business,  and 
that’s  months  after  our  initial  injunc- 
tions. Evidently,  there  was  a doctor 
out  there  who  did  not  know  of  our 
law  suit,  and  in  late  April,  they 
solicited  from  him  a renewal  policy. 
It’s  unbelieveable.  We  did  everything 
we  could  in  getting  assets  and  bring- 
ing contempt  motions,  but  these  peo- 
ple reside  out  of  state,  and  we  can’t 
make  them  physically  appear  in 
the  state  and  be 
subject  to  a con- 
tempt order. 

“People  need 
to  realize  that 
there  are  limits  to 
what  the  legal  sys- 
tem can  do.  The 
best  prevention  in 
this  situation  is 
for  the  buyer  to 
be  very  cautious. 
Be  careful  if  the 
policy  sounds  too 
good  to  be  true,  if 
the  rates  are  too  good,  and  if  they 
make  promises  that  aren’t  typical.” 

Unauthorized  insurers  have  sold 
medical  professional  liability  insur- 
ance illegally  to  more  than  200 
Texas  physicians  and  other  health- 
care professionals,  according  to  the 
State  Board  of  Insurance.  Hospitals 
have,  in  some  instances,  unwittingly 
accepted  policies  written  by  unau- 
thorized insurers  to  meet  require- 
ments that  physicians  using  their  fa- 
cilities provide  evidence  of  medical 
malpractice  coverage. 

Unauthorized  insurers  operate 
outside  the  law,  and  have  not  met 
financial  requirements  to  qualify  as 
insurance  companies  in  Texas.  As 
unlicensed  entities,  they  do  not  un- 
dergo the  annual  financial  review 


“We  highly 
suspect  there 
are  a lot  of 
doctors 
out  there 
who  don’t 
know  they  are 
entitled 
to  a refund.” 
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and  periodic  examinations  that  are 
required  of  legitimate  insurance 
companies.  When  they  fail,  they  sel- 
dom have  any  assets  to  pay  claims. 
And,  because  they  are  unlicensed, 
they  are  immune  from  such  sanc- 
tions as  license  revocation. 

If  you  have  any  questions  about 
whether  a company  is  licensed,  call 
the  State  Board  of  Insurance’s  con- 
sumer hotline,  (800)  252-3439.  If 
you  believe  you  have  been  solicited 
to  purchase  insurance  from  an  unli- 
censed carrier,  you  are  encouraged 
to  call  the  State  Board  of  Insurance’s 
unauthorized  insurance  division  at 
(512)  463-6492. 


Volunteer  liability 

Helene  Alt  Thompson,  JD 

TMA  Associate  Counsel 

Frequently,  physicians  are  called 
upon  by  charities  to  volunteer  their 
professional  services  for  fund-rais- 
ing activities  and  other  functions. 
For  example,  physicians  may  be  re- 
quested to  examine  participants  in 
fun  runs  or  to  be  present  at  special 
events  in  case  of  medical  emergen- 
cies. In  situations  where  volunteer 
physicians  are  rendering  non-emer- 
gency services  on  behalf  of  a 
qualified  charitable  organization, 
the  Charitable  Immunity  and  Lia- 
bility Act  of  1 987  (1)  will  reduce  the 
liability  exposure  for  those  physi- 
cians. Likewise,  what  is  known  as 
the  Good  Samaritan  Law  (2)  will 
virtually  eliminate  civil  liability  for 
physician  volunteers  reordering 
emergency  care  in  a nonhospital  set- 
ting. This  article  sets  out  details  of 
these  two  laws  and  suggests  how 
physicians  may  assure  themselves 
that  the  Charitable  bnmunity  and 
Liability  Act  of  1987  applies  to 
their  volunteer  activities. 

The  Good  Samaritan  Law 

The  Good  Samaritan  Law  enacted  in 
1961  provides  that  a person  who  in 
good  faith  administers  emergency 
care  at  the  scene  of  an  emergency  or 
in  a hospital  is  not  liable  in  civil 
damages  for  an  act  performed  dur- 
ing the  emergency  unless  the  act  is 
willfully  or  wantonly  negligent.  The 
law  does  not  apply  to  care  adminis- 
tered: for  or  in  expectation  of  remu- 
neration; by  a person  who  was  at 
the  scene  of  the  emergency  because 
he  or  a person  he  represents  as  an 
agent  was  soliciting  business  or 
seeking  to  perform  a service  for  re- 
muneration; by  a person  who  regu- 


larly administers  care  in  a hospital 
emergency  room;  or  by  an  admitting 
physician  or  an  associated  treating 
physician  of  a patient  (3).  Emergen- 
cy medical  service  personnel  not  li- 
censed in  the  healing  arts  who  in 
good  faith  administer  emergency 
care  are  not  liable  in  civil  damages 
for  an  act  performed  in  administer- 
ing the  care  unless  the  act  is  willfully 
or  wantonly  negligent.  This  immuni- 
ty applies  without  regard  to  whether 
the  care  is  provided  for  or  in  expec- 
tation of  remuneration  (4). 

The  Charitable  Immunity  and 
Liability  Act  of  1987 

Although  the  Good  Samaritan  Law 
provides  much  needed  immunity  in 
cases  of  rendering  emergency  care, 
such  as  to  a heat  stroke  victim  at  a 
charitable  sports  event,  it  does  not 
provide  physician  volunteers  immu- 
nity for  rendering  professional  ser- 
vices of  a non-emergency  nature. 
Immunity  for  performing  such  ser- 
vices as  health  screening  or  physical 
examinations  for  certain  charitable 
organizations  is  afforded  physician 
volunteers  under  the  Charitable  Im- 
munity and  Liability  Act  of  1987. 

As  outlined  in  its  findings  and 
purposes,  the  Charitable  Immunity 
and  Liability  Act  of  1987  was  enact- 
ed to  reduce  the  liability  exposure 
and  insurance  costs  of  charitable  or- 
ganizations and  their  employees  and 
volunteers  in  order  to  encourage 
volunteer  services  and  maximize  the 
resources  devoted  to  delivering  these 
services  (5). 

A charitable  organization  is 
defined  for  the  most  part  as  an  orga- 
nization exempt  from  federal  income 
tax  under  Section  501(a)  of  the  Inter- 
nal Revenue  Code  of  1986  by  being 
listed  as  an  exempt  organization  in 
Section  501(c)(3)  or  501(c)(4)  of  the 
code.  (These  are  organizations  that 
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are  organized  and  operated  exclu- 
sively for  charitable,  religious,  or  ed- 
ucational purposes,  or  for  the  pro- 
motion of  social  welfare  [6]). 

A volunteer  means  a person 
rendering  services  for  a charitable 
organization  who  does  not  receive 
compensation  in  excess  of  reim- 
bursement for  expenses.  Such  term 
includes  a person  serving  as  a direc- 
tor, officer,  trustee,  or  direct  service 
volunteer  (7). 

A direct  service  volunteer  is  im- 
mune from  civil  liability  for  any  act 
or  omission  resulting  in  death,  dam- 
age, or  injury  if  the  volunteer  was 
acting  in  good  faith  and  in  the  course 
and  scope  of  his  duties  or  functions 
within  the  organization.  However,  a 
direct  service  volunteer  is  liable  to  a 
person  for  death,  damage,  or  injury 
to  a person  or  his  property  caused  by 
any  act  or  omission  arising  from  the 
operation  of  any  motor-driven  equip- 
ment to  the  extent  that  insurance 
coverage  is  required  by  the  Texas 
Motor  Vehicle  Safety-Responsibility 
Act  and  to  the  extent  of  any  existing 
insurance  coverage  applicable  to  the 
act  or  omission  (8). 

Although  the  act  does  not  limit  the 
liability  of  a trustee  or  officer  to  the 
organization  or  its  members  (9),  those 
volunteers  who  serve  as  officers,  di- 
rectors, or  trustees  of  a charitable  or- 
ganization are  immune  from  civil  lia- 
bility for  any  act  or  omission  resulting 
in  death,  damage,  or  injury  if  the  vol- 
unteer was  acting  in  the  course  and 
scope  of  his  duties.  However,  like  di- 
rect service  volunteers,  trustees  and 
officers  are  liable  for  damages  to  a 
person  for  a vehicular  accident  the 
volunteer  caused  (10). 

The  act  additionally  limits  liabili- 
ty for  nonhospital  charitable  organi- 
zations and  their  employees  to 
$500,000  for  each  person  and  $1 
million  for  each  single  occurrence  of 


bodily  injury  or  death  and  $100,000 
for  each  single  occurrence  for  injury 
to  or  destruction  of  property  (11). 
These  limitations  of  liability  for 
charitable  organizations  and  their 
employees  do  not  apply  if  the  chari- 
table organization  does  not  have  lia- 
bility insurance  coverage  in  the 
amount  of  at  least  $500,000  for 
each  person  and  $1  million  for  each 
single  occurrence  for  death  or  bodily 
injury  and  $100,000  for  each  single 
occurrence  for  injury  to  or  destruc- 
tion of  property.  Additionally,  the 
limitations  on  liability  for  employees 
and  organizations  do  not  apply  to 
health-care  providers  unless  the 
provider  usually  provides  discounted 
services  at  or  below  costs  based  on 
the  ability  of  the  beneficiary  to  pay, 
or  the  provider  is  a federally  funded 
migrant  or  community  health  center. 
The  term  health-care  provider  is 
statutorily  defined  to  include  physi- 
cians as  well  as  other  professionals 
such  as  nurses  and  dentists.  In  no 
event  do  the  act’s  limitations  on  lia- 
bility apply  to  a hospital  (12). 

Therefore,  although  an  organiza- 
tion such  as  a nonprofit  hospital  will 
be  liable  for  the  negligent  acts  of  its 
volunteers,  the  physician  direct-ser- 
vice volunteer  will  not  be  liable  un- 
less he  acts  intentionally  or  is  will- 
fully or  wantonly  negligent  (13). 

Conclusion 

What  the  Charitable  Immunity  and 
Liability  Act  means  to  physician  vol- 
unteers is  that  they  will  for  all  in- 
tents and  purposes  be  immune  from 
civil  liability  in  providing  medical 
services  as  a direct-service  volunteer 
to  a qualified  charitable  entity.  To 
assure  themselves  of  the  immunity 
provided  under  the  act,  a physician 
should  (a)  request  a copy  of  the 
charitable  organization’s  IRS  letter 
of  determination  of  its  tax-exempt 


status  and  (b)  request  the  organiza- 
tion to  acknowledge  in  writing  that 
the  physician  is  acting  as  a direct- 
service  volunteer  of  the  organization 
in  rendering  his  services. 

Additionally,  physicians  may  feel 
encouraged  to  render  uncompensat- 
ed emergency  care  when  the  need 
arises  knowing  that  the  Good 
Samaritan  Law  provides  broad  im- 
munity outside  the  hospital. 
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viding legal  information  on  selected  topics. 
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CANCER. 

MRANOIA? 


Diet,  The  sun.  Radon. 

It  seems  just  about 
every  day  there's  a new 
cancer  warning.  No  won- 
der people  are  getting  a 
little  crazy.  But  there  is  a 
simple  way  to  take  con- 
trol of  the  situation.  And 
your  life. 

Call  the  American 
Cancer  Society's  toll-free 
information  line.  Our 
people  will  answer  any 
questions  you  have  about 
prevention  or  detection. 
No  one  has  more  com- 
plete and  up-to-date 
information. 

We'll  give  you  the 
truth.  The  facts.  The  per- 
sonal guidance  to  do 
what's  right. 
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Puzzled? 


How  do  you  choose  who  can  provide  the  best  solution  to  your 
medical  liability  insurance  puzzle?  As  "Partners  in  Trust", 
TMLT  can  work  with  you  to  address  your  particular  medical 
liability  insurance  needs. 


Over  the  past  eleven  years,  TMLT  has 
carefully  constructed  a philosophy  of 
"Partners  in  Trust",  designing  our  prod- 
ucts and  services  to  meet  changing  poli- 
cyholder needs  in  a dynamic  liability 
environment.  At  the  same  time,  we  have 
remained  focused  on  the  fundamental 
concepts  that  make  us  strong  without 
compromising  our  unwavering  commit- 
ment to  our  policyholders.  Our  reputation 
has  been  built  on  the  sound  fundamentals 
of  stability,  integrity,  and  a value-added 
hands-on  approach  to  service. 


If  you  are  struggling  to  piece  together  a 
sound  medical  liability  insurance  pic- 
ture, compare  the  quality  and  scope  of 
TMLT's  products  and  services: 

e Reduced  Cost  Tail  Coverage 
e Opportunities  for  Premium  Discount 
e New  Master  Policy  Designed  for 
Groups 

e Strong  Claims  Management  and 
Defense 

e Loss  Prevention  Programs 
e Optional  Prior  Acts  Coverage 
e Non-assessable  Policies 


TEXAS  MEDICAL  LIABILITY  TRUST 


For  further  information,  contact  Marketing  and  Development,  P.O.  Box  14746,  Austin,  Texas  7876 1 

STATEWIDE  SERVICES  CENTER:  1-800-580-TMLT  Business  Offices:  512-454-6781 
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Socioeconomic  issues 
confront  TMA  delegates 

The  Texas  Medical  Associa- 
tion’s House  of  Delegates 
dealt  with  a full  slate  of  medical  eco- 
nomics topics,  including  payment  re- 
form, access  to  health  care,  and  has- 
sle factors,  when  it  met  May  9-10  in 
Dallas  during  Annual  Session. 

In  response  to  a resolution  from 
Harris  County  Medical  Society,  the 
House  called  for  examination  of  the 
nature  of  HMO  and  PPO  “incentive 
withholds”  and  their  associated  ac- 
counting practices  for  potential  vio- 
lations of  the  state  insurance  code. 
Deceptive  Trade  Practice  Act,  and 
the  Medical  Practice  Act.  If  such 
practices  are  determined  to  be  in  vi- 
olation of  state  laws,  the  House  rec- 
ommended that  the  TMA  pursue  ap- 
propriate legal,  administrative,  or 
other  action  to  rectify  any  unlawful 
incentive  withholding  practices. 

Acting  on  a resolution  from  Tar- 
rant County  Medical  Society  ad- 
dressing hospital  precertification 
procedures  and  their  relationship  to 
physician  reimbursement  payments, 
the  House  opted  to  refer  the  issue  to 
TMA’s  Physician-Patient  Advocacy 
Committee  for  further  study.  The 
resolution  had  noted  the  amount  of 
unreimbursed  time  physicians  and 
office  staff  spend  obtaining  precer- 
tification for  hospital  admissions 
and  procedures,  only  to  later  experi- 
ence denied,  reduced,  or  deferred 
payments,  even  after  precertification 
was  obtained.  The  resolution  had 
called  for  investigation  of  methods 
to  tie  precertification  to  a guarantee 
of  reimbursement. 


Debi  Martin,  associate  editor,  writes  and  edits  the  Law 
and  Medical  Economics  sections  o/^Texas  Medicine. 


Medical  Economics 


The  House  recommended  that 
the  following  eight  medical  eco- 
nomics issues  be  carried  to  the 
American  Medical  Association  for 
action  at  the  national  level.  The 
AMA  was  expected  to  consider  the 
issues  at  its  June  23-27  meeting. 
The  House  called  for  resolutions 
asking  the  AMA: 

— To  develop  a physician/carrier 
communications  component,  includ- 
ing a toll-free  information  number, 
as  part  of  a 1991  anti-hassle  bill. 

— To  pursue  regulatory  and/or 
statutory  means  of  establishing  a 
fund  for  physicians  who  serve  a dis- 
proportionate number  of  Medi- 
caid/Medicare patients. 

— To  petition  Congress  to  bar 
HCFA’s  use  of  a “behavioral  offset” 
to  reduce  physician  fees  in  the  Medi- 
care program.  The  resolution  also 
asks  for  a Congressional  petition  to 
maintain  Medicare  limiting  charges 
to  no  less  than  125%  of  the  Medi- 
care allowable  and  140%  for  evalu- 
ation and  management  services. 

— To  oppose  the  4-year  transi- 
tion to  a Medicare  fee  schedule  that 
would  unduly  penalize  primary  care 
physicians  in  rural  areas.  The  resolu- 
tion asked  for  full  implementation 
of  the  fee  schedule  for  evaluation 
and  management  services  on  Jan- 
uary 1,  1992,  instead  of  January  1, 
1996,  in  counties  with  a population 
of  less  than  25,000. 

— To  request  that  the  geographi- 
cal practice  costs  indices  (GPCIs)  in 
the  Medicare  fee  schedule  not  be  im- 
plemented until  adjustments  are  made 
based  on  accurate  and  reliable  data. 

— To  bring  together  a nation- 
wide coalition  to  develop  a system- 
atic and  cooperative  approach  to  re- 
structuring the  Medicare  program 
because  it  is  overly  complex,  fraught 
with  hassles,  and  in  need  of  funding 
alternatives. 


— To  use  its  influence  with  HCFA 
to  change  the  assignment  of  PRO 
Quality  Intervention  Plan  (QIP)  point 
assessments  and  interventions  to  resi- 
dents and  supervising  faculty  physi- 
cians in  residency  training  programs. 
The  resolution  also  calls  for  the 
AMA  to  use  its  resources  to  rescind 
the  HCFA  requirement  that  PROs 
retrospectively  review  100%  of  cases 
certified  prior  to  procedure  but  after 
admission. 

— To  urge  Congress  to  develop 
an  overall  Medicare  funding  plan  so 
that  cutbacks  in  Medicare,  when 
they  are  required,  will  have  a mini- 
mum impact  on  the  quality  of  health 
care  delivery. 

In  other  action  related  to  the 
AMA,  the  House  of  Delegates: 

— Recommended  that  the  TMA 
ask  the  AMA  to  include  on  its  regu- 
latory and  legislative  agenda  re- 
moval of  all  statements  regarding 
participating  status  and  alleged 
benefits  on  beneficiaries’  Explana- 
tion of  Medicare  Benefits  (EOMBs). 

— Recommended  that  TMA 
communicate  its  support  of  AMA 
policy  that  Section  9332  of  OBRA 
1986  be  repealed.  The  section  re- 
quires nonparticipating  physicians 
and  surgical  assistants  to  inform 
beneficiaries  of  expected  charges  and 
financial  obligations  for  elective 
surgery  above  $500. 

— Approved  a Harris  County 
Medical  Society  resolution  that  the 
TMA  and  AMA  seek  continued  pay- 
ment by  the  Medicare  program  for 
the  following  services  necessary  for 
quality  care:  (1)  assistants  at  surgery, 
(2)  collection  of  blood  and  urine 
specimens  in  physician  office  labs, 
and  (3)  physician  provided  injections. 

— Recommended  that  the  TMA 
coordinate  with  the  AMA  to  oppose 
major  provisions  in  the  HCFA  peer 
review  organization  scope  of  work 
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for  the  fourth  contract  cycle  and  to 
utilize  Congressional  resources  if 
HCFA  does  not  modify  or  delete 
these  major  problems.  One  of  the 
provisions  would  mean  the  imple- 
mentation of  a Uniform  Clinical 
Data  Set,  an  automated  case  screen- 
ing program  that  has  not  been  prop- 
erly tested,  and  has  apparently  pro- 
duced a large  volume  of  unnecessary 
referrals  for  physician  review. 

Acting  on  other  medical  eco- 
nomics issues,  the  House: 

— Referred  to  the  Council  on  So- 
cioeconomics a resolution  to  study  a 
multi-tiered  Medicare  coverage  pro- 
gram that  has  variable  limiting 
charge  structures  reflecting  the  so- 
cioeconomic status  of  a beneficiary. 

— Recommended  that  the  TMA 
oppose  all  proposals  in  which  pay- 
ment for  an  entire  episode  of  care,  in- 
cluding physician  services,  are  bun- 
dled together  and  paid  to  a single 
provider,  who  then  reimburses  other 
providers. 

— Recommended  that  TMA  edu- 
cate physicians  on  the  legislative  sys- 
tems for  funding  state  health  and 
medical  care  services.  (See  “Physi- 
cians need  to  know  ins  and  outs  of 
state  dollars,”  this  page.) 

— Approved  a resolution  calling 
for  TMA  to  examine  insurance  prac- 
tices that  arbitrarily  limit  the  use  of 
surgical  assistants,  and  that  if  abu- 
sive practices  are  found,  TMA  use 
its  influence  with  third-party  carriers 
and  appropriate  governmental  agen- 
cies to  correct  such  inequities. 

— Approved  a Hidalgo-Starr 
County  Medical  Society  resolution 
that  the  TMA  request  the  designa- 
tion of  the  Texas  Medical  Founda- 
tion as  the  sole  organization  in  the 
state  to  do  peer  review  for  all  health 
care  programs  in  the  state  that  are 
either  fully  or  partially  funded  by 
federal  dollars. 


— Referred  for  further  study  to 
the  Council  on  Socioeconomics  a res- 
olution on  payment  reform  and  over- 
valued procedures  in  Medicare.  The 
resolution  stated  that  recent  cuts  to 
the  program  as  a result  of  payment 
reform  are  reducing  availability  and 
accessibility  of  medical  services. 

Physicians  need  to 
know  ins  and  outs  of 
state  dollars 

Budget  decisions  made  this 
month  by  the  Texas  legislature 
will  affect  physicians  twice.  As  tax- 
payers, they  will  bear  a share  of  the 
burden  of  any  additional  state  levies. 
And  as  providers  of  services  under 
health  care  programs  funded  by  the 
state,  their  level  of  reimbursement 
will  be  affected  by  the  state  budget. 

Because  of  physicians’  dual  inter- 
est in  state  finance,  TMA’s  House  of 
Delegates  adopted  in  May  a Council 
on  Socioeconomics  recommendation 
that  physicians  become  more  in- 
formed about  the  state’s  legislative 
budget  and  allocations  processes. 

The  legislature  was  expected  to 
meet  this  month  in  special  session  to 
deal  with  the  budget  and  a projected 


2-year  shortfall  of  more  than  $4  bil- 
lion. The  legislature  is  evaluating 
several  alternative  possibilities  for 
raising  additional  revenue  to  cover 
the  shortfall. 

The  Council  on  Socioeconomics 
has  said  that  this  year’s  fiscal  deci- 
sions will  significantly  affect  access  to 
care,  particularly  for  the  more  than 
1.3  million  Texans  who  are  beneficia- 
ries of  the  state’s  Medicaid  program. 
(See  tables,  below  and  next  page,  for 
data  on  government  revenue  and 
spending.) 

The  council  believes  efforts 
should  be  made  to  educate  physi- 
cians so  they  can  make  informed 
choices  about  the  various  revenue 
enhancement  measures  under  con- 
sideration by  the  legislature. 

“Doctors  need  to  know  that  rev- 
enue enhancements  will  be  necessary 
to  pay  for  all  programs,  prisons, 
schools,  and  of  course,  the  Medicaid 
problem,”  says  Frederick  L.  Merian, 
MD,  Yoakum,  chairman  of  the 
Council  on  Socioeconomics.  “The 
federal  government  keeps  mandating 
expansions  in  eligibility  in  the  Medi- 
caid program,  but  the  state’s  having  a 
hard  time  coming  up  with  its  share  of 
the  funds  to  support  those  changes.” 


State  tax  collections  by  source,  FY  1990. 


Source 

Amount 
in  millions 

% of 
Total 

Sales  tax 

$ 7,589.4 

55.7 

Motor  fuels  taxes 

1,515.5 

11.1 

Motor  vehicle  sales  and  rental  taxes 

1,091.8 

8.0 

Corporate  franchise  tax 

587.4 

4.3 

Natural  gas  production  tax 

568.1 

4.2 

Insurance  occupation  tax 

526.1 

3.9 

Oil  production  and  regulation  taxes 

516.1 

3.8 

Cigarette  and  tobacco  taxes 

431.6 

3.2 

Alcoholic  beverages  taxes 

335.2 

2.5 

Utility  taxes 

197.9 

1.5 

Inheritance  tax 

131.1 

1.0 

Hotel-motel  tax 

114.9 

0.8 

Other  taxes 

27.5 

0.2 

Total 

$13,632.6 

100.0 
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State  spending  by  function. 


Function 

FY  1978 

FY  1990 

Difference 

Amount 

in  millions 

% of 

Total 

Amount 
in  millions 

% of 

Total 

Education 

$ 3,930.2 

49.4 

$10,274.1 

43.6 

$ 6,343.9 

Health  and  human  services 

1 ,900.6 

23.9 

5,888.8 

25.0 

3,988.2 

Transportation 

944.6 

11.9 

2,670.2 

11.3 

1,725.6 

Employee  benefits 

527.0 

6.6 

1 ,969.9 

8.4 

1 ,442.9 

Public  safety  and  corrections 

206.7 

2.6 

1,131.5 

4.8 

924.8 

General  government 

290.3 

3.6 

1,101.2 

4.7 

810.9 

Natural  resources 

120.1 

1.5 

332.5 

1.4 

212.4 

Regulatory  agencies 

37.7 

0.5 

170.3 

0.7 

132.6 

Total 

$7,957.2 

100.0 

$23,538.5 

100.0 

$15,581.3 

Health  and  medical  services  are 
the  number  two  items  in  the  state 
budget,  and  TMA  will  help  physi- 
cians understand  how  decisions  made 
this  year  in  the  legislature  will  affect 
them,  says  Lou  Goodman,  PhD,  head 
of  TMA’s  medical  economics  division. 
“There  are  a lot  of  proposals  on  the 
table  for  the  legislators  to  consider,” 
says  Dr  Goodman.  “At  the  same 
time,  there  is  a performance  review 
being  conducted  to  evaluate  various 
state  programs  to  determine  where 
savings  might  be  achieved.  The  state’s 
human  services  department  is  being 
evaluated  to  determine  the  efficiency 
of  the  current  Medicaid  system.  So, 
there  are  a number  of  possible  scenar- 
ios, and  the  only  thing  that  is  certain, 
that  everyone  agrees  on,  is  that  there 
is  not  enough  money  to  maintain  the 
same  level  of  services.” 


Simplifying  the  hassles 

When  you  have  a problem, 
it  sometimes  helps  to  write 

it  down. 

It  was  in  that  spirit  that  the 
TMA’s  Department  of  Health  Care 
Financing  created  its  “Hassle  Factor 
Log”  (see  opposite  page). 

The  log  was  designed  to  help 
physicians  identify  hassles  that 
plague  them  — from  Medicare,  Med- 
icaid, third-party  payors,  and  various 
medical  review  organizations. 

The  log  supplements  other  ongo- 
ing TMA  anti-hassle  efforts,  includ- 
ing regular  meetings  with  various 
appropriate  agencies  intended  to  re- 
duce and  resolve  conflicts. 

Physicians  may  make  multiple 
photocopies  of  the  “Hassle  Factor 
Log,”  fill  in  information  about  has- 


State  revenue  by  source,  FY  1990. 


Source 

Amount 
in  millions 

% of 
Total 

Tax  collections 

$13,632.6 

58.5 

Federal  income 

5,930.3 

25.5 

Licenses,  fees,  fines,  and  penalties 

1 ,589.8 

6.8 

Interest  income 

1 ,340.3 

5.8 

Land  income 

279.0 

1.2 

Sales  of  goods  and  services 

138.4 

0.6 

Contributions  to  employee  benefits 

82.3 

0.4 

Other  revenue  sources 

293.6 

1.3 

Total 

$23,286.2 

100.0 

sles,  and  mail  the  form  to  the  TMA 
Department  of  Health  Care  Financ- 
ing, 401  W 15th  St,  Austin,  TX 
78701. 

Completed  forms  are  reviewed  by 
a physician  reimbursement  specialist 
who  responds  to  physician  requests 
for  assistance  in  resolving  a hassle. 

The  forms  will  be  used  to  keep 
tabs  on  the  types  of  hassles  medical 
offices  are  reporting.  The  informa- 
tion also  will  be  used  to  target  TMA 
efforts  aimed  at  cutting  down  or 
eliminating  scenarios  that  are  dis- 
ruptive to  a medical  practice,  and  to 
keep  political  leaders  and  the  public 
informed  on  the  impact  of  cumber- 
some and  unnecessary  regulations 
on  patient  care. 

TMA  also  may  use  cases  that  best 
illustrate  overwhelming  hassles  in  its 
congressional  and  regulatory  efforts. 
Additionally,  the  logs  may  be  a 
source  of  information  for  making 
recommendations  to  the  American 
Medical  Association  about  issues 
that  should  be  included  in  future 
anti-hassle  legislation. 

For  more  information  on  the 
“Hassle  Factor  Log,”  contact  Pat 
Coffey,  Physician  Reimbursement 
Specialist,  Texas  Medical  Associa- 
tion, 401  W 15th  St,  Austin,  TX 
78701;  (512)  370-1416. 
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TMA  Hassle  Factor  Log  Date 

Physician  or  clinic  name 

Contact  person Title 

Address 


Phone  number 

Company/individual/agency  causing  hassle 
Brief  description  of  hassle 


Is  this  the  first  time  this  problem  has  occurred  or  is  it  a recurring  problem?  O First  Time  Q Recurring  Problem 


Subject  of  hassle: 

[□  Medical  necessity  review 
im  Quality  review 
O Length  of  stay  dispute 
mi  Precertification  of  services 
mi  Referral 

mi  Problem  with  terms  of  HMO/PPO  contract 


mi  Request  for  information  about  a patient 
mi  Denial  of  payment 
mi  Reduction  of  billed  charges 
mi  Recoding  of  services 

mi  Other 


Did  this  hassle  cause  the  physician  or  staff  to  take  any  of  the  following  actions? 

m Make  telephone  call(s)  How  many? Time  spent  on  phone 

m Write  letter  and/or  narrative  report 
m Resubmit  claims 

m Seek  outside  assistance.  If  so,  from  whom? 

m Retrieve  and  review  office  medical  records 
m Retrieve  and  review  hospital  medical  records 

m Copy  and  send  medical  records,  progress  notes  or  operative  report(s) 
m Consult  with  colleagues 

Can  you  estimate  the  total  time  involved  in  dealing  with  this  hassle?  Staff  time Physician  time 

May  TMA  contact  you  for  additional  information?  O Yes  O No 

Please  add  any  additional  information  you  think  would  be  helpful  in  documenting  the  nature  of  this  hassle  and/or  its  im- 
pact on  your  medical  practice. 


Return  completed  form  to  TMA  Department  of  Health  Care  Financing,  401  W 15th  St,  Austin,  TX  78701. 
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The  IMA 

Advanta^ 


Practice 

Management 

Workshops 

It  takes  smart  decisions  to  develop  a suc- 
cessful practice.  Where  to  go  to  school?  What 
to  specialize  in?  Where  to  set  up  practice  - and 
what  type  of  practice?  Now  make  the  decision 
that  will  help  keep  your  practice  successful  — 
use  the  Texas  Medical  Association  Advantage. 

Your  Association  provides  a series  of 
workshops  designed  to  help  your  practice  suc- 
ceed. Whether  you’re  a new  physician  estab- 
lishing a practice,  gearing  up  for  retirement,  or 
somewhere  in  between  — TMA  has  the  work- 
shop for  you. 


Introduction  to 

The  Rural  Health  Clinic 

Services  Act  For  Physicians 

The  Rural  Health  Clinic  Services  Act  is 
designed  to  encourage  rural  physicians  to  con- 
tinue providing  primary  care  services.  Recent 
changes  in  the  payment  levels  and  certification 
requirements  have  increased  the  incentives  for 
physicians  to  reorganize  their  practices  as  Rural 
Health  Clinics.  Plan  to  attend  this  seminar  to 
explore  the  potential  of  physician-based 
Clinics.  Team  about  the  requirements  for  cer- 
tification and  the  advantages  of  this  program. 

Why  set  up  a Rural  Health  Clinic? 

Compared  to  urban  physicians,  rural 
physicians: 

• Work  longer  hours 

• See  more  patients  per  week 

• See  more  Medicare  patients 

• See  more  Medicaid 
patients 

• Receive  lower 
reimbursement  per  visit 

This  seminar  will  show  you 
how  you  can  increase  your 
reimbursement  and  success  of 
your  practice  by  establishing 
a Rural  Health  Clinic. 


Program  Highlights: 

• Criteria  for  certification 

• Reimbursement  provisions 

• Advantages  and  disadvantages  of  certificai 

• Issues  to  consider  before  making  a decisic 

• First  steps  in  becoming  certified 

Registration  Fee: 

$55;  $25  for  each  additional  registrant  from 
same  practice. 


Locations/Dates: 

Pans 

Nachogdoches 
Baylor/College 
Corpus  Christi 


July  24 
July  25 
October  17 
October  19 


To  register,  call 

TMA  Practice  Management  Services: 

(512)  370-1422. 
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Trust.  Confidence.  And  people  who  care.  These  are  some 
of  the  things  that  have  made  Medical  Personnel  Pool,  one 
of  the  nation’s  largest  providers  of  health  care  specialists. 

For  home  care  or  staffing,  short-term  or  long-term, 
call  us  first. 


'Emporary 

aeroes" 


Corpus  Christi 
(SI 2)  8S  1-867(1 

Ft.  Worth 
(817)  .S3(i-4411 


Medical  Personnel  Pool. 


Austin 

(S12)  454-S711 

San  Antonio 
(S12)  699-8299 


El  Paso 

(91 S)  S44-766S 

Arlington 
(817)  26S-8484 


Houston 

(71.3)  681-7832 
Dallas 

(214)  22()-0()2() 


® Copyright  1990  Personnel  Pool  of  America,  Inc.  An  H&R  BLOCK®  Company.  An  Equal  Opportunity  Employer,  M/F 


For  your  Insulin-mixing 
or  NPH-using  patients 


Humulin  ^9^0 
makes  life  easier 


Rapid  onset  and  sustained 
duration  insulin  activity 
in  a single  vial 


■ May  offer  enhanced 
control  through  a 
more  physiologic 
activity  profile 

■ Accurate  dosing — 
eliminates  mixing 
errors 

■ Convenient 
premixed  dose  for 
better  compliance 

■ Easy  to  use — 
for  patients  who 
find  mixing  difficult 


Specify 

Humulin 

70%  human  insulin 
isophane  suspension 
30%  human  insulin  injection 
(recombinant  DNA  origin) 


Humulin  has 
just  the  right  mix 

Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

Changes  in  refinement,  purity,  strength,  brand 
(manufacturer),  type  (regular,  NPH,  Lente®,  etc),  species 
(beef,  pork,  beef-pork,  human),  and/or  method  of 
manufacture  (recombinant  DNA  versus  animal-source 
insulin)  may  result  in  the  need  for  a change  in  dosage 

Leadership  In  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 
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Abuse  of  elders  is  a widespread  but 
largely  invisible  problem  in  the  Unit- 
ed States.  This  problem  and  its  detec- 
tion, management,  and  prevention 
are  described.  Specific  attention  is  di- 
rected toward  risk  factors  for  abuse 
and  toward  suggestive  signs  and 
symptoms.  Texas  laws  and  the  physi- 
cian’s responsibility  for  reporting  and 
intervening  in  cases  of  elder  abuse  are 
discussed.  Strategies  for  intervention 
and  prevention  are  outlined. 


Dr  Fagala,  Depart- 
ment of  Psychiatry 
and  Behavioral  Sci- 
ences; Dr  Thompson, 
Department  of  Family 
Medicine,  The  Univer- 
sity of  Texas  Medical 
Branch,  Galveston, 
TX  77550.  Send  re- 
print requests  to  Dr 
Fagala. 


Abuse  of  elders:  a review  for  Texas  physicians 

Gwen  E.  Fagala,  MD 
Barbara  L.  Thompson,  MD 


One  of  the  first  references  in 
the  modern  medical  litera- 
ture to  the  phenomenon  of 
elder  abuse  was  a letter  entitled 
“Granny-Battering”  from  G.R. 
Burston  to  the  editor  of  the  British 
Medical  Journal  in  1975  (1).  Since 
then  much  research  has  been  done 
on  this  subject,  and  laws  dealing 
with  elder  abuse  now  exist  in  all  50 
states.  Most  of  these  laws  require 
physicians  and  other  health-care 
professionals  to  report  suspected 
cases.  However,  elder  abuse  remains 
mostly  invisible,  and  many  physi- 
cians are  unaware  of  their  pre- 
scribed role  in  dealing  with  it. 

Definition 

What  is  elder  abuse.^  Unfortunately, 
we  have  no  single,  widely-accepted 
definition.  Almost  as  many  defini- 
tions exist  as  do  researchers  on  the 
subject  and  states  with  laws  pertain- 
ing to  elder  abuse.  However,  it  is 
generally  agreed  that  elder  abuse 
falls  into  four  broad  categories: 
physical  abuse  (including  sexual 
abuse),  psychological  abuse,  materi- 
al abuse  (or  exploitation),  and  ne- 
glect (2).  Texas  law  defines  elder 
abuse  as  follows: 

“Abuse”  means  the  willful  inflic- 
tion of  injury,  unreasonable 
confinement,  intimidation  or  cru- 
el punishment  with  resulting 
physical  harm  or  pain  or  mental 
anguish,  or  the  willful  depriva- 
tion by  a caretaker  or  one’s  self 
of  goods  or  services  which  are 
necessary  to  avoid  physical  harm, 
mental  anguish,  or  mental  illness. 

“Exploitation”  means  an  act 
or  process  by  which  a caretaker 
illegally  or  improperly  uses  the 
resources  of  an  elderly  person  for 


monetary  or  personal  benefit, 
profit,  or  gain. 

“Neglect”  means  the  failure 
to  provide  for  one’s  self  the  goods 
or  services  which  are  necessary  to 
avoid  physical  harm,  mental  an- 
guish, or  mental  illness,  or  the 
failure  of  the  caretaker  to  provide 
such  goods  or  services  (3). 

Neglect  is  thought  to  be  the  most 
common  form  of  elder  abuse,  fol- 
lowed by  psychological  abuse,  ex- 
ploitation, and  physical  abuse  (4,5). 
Often,  several  types  of  abuse  are 
present  simultaneously  (2).  Physical 
abuse  and  neglect  are  the  types  most 
often  reported.  Psychological  abuse 
and  exploitation  are  not  reported  as 
often,  probably  because  signs  of 
these  types  are  more  subtle  and  less 
likely  to  come  to  a physician’s  atten- 
tion. This  paper  will  focus  primarily 
on  physical  abuse  and  neglect. 

Epidemiology 

The  prevalence  of  elder  abuse  is 
difficult  to  determine.  Figures  of  4% 
to  10%  have  been  widely  quoted 
(2).  In  a recent  study,  Pillemer  and 
Finkelhor  estimated  the  prevalence 
at  32  maltreated  elders  per  1,000 
people  65  years  of  age  or  older  (6). 
Only  one  out  of  six  cases  of  elder 
abuse  are  thought  to  be  actually  re- 
ported, compared  to  one  out  of 
three  cases  of  child  abuse  (7).  Sever- 
al possible  reasons  may  explain  the 
invisibility  of  the  problem.  First, 
most  abuse  occurs  among  family 
members  inside  private  dwellings 
and  is  hidden  from  outsiders.  Sec- 
ond, the  elderly  are  reluctant  to  re- 
port abuse  by  relatives  out  of  shame 
or  fear  of  retaliation  or  institutional- 
ization. Third,  health  professionals 
may  not  believe  elders  when  they  re- 
port abuse,  thinking  the  elder  is  con- 
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fused.  Fourth,  health  professionals 
may  fail  to  detect  abuse  or  may  be 
unaware  of  their  responsibility  to  re- 
port it  (8).  Despite  the  difficulties  of 
determining  the  exact  prevalence  of 
elder  abuse,  that  at  least  1 million 
elderly  people  are  abused  by  their 
caretakers  each  year  in  the  United 
States  is  generally  agreed  (9). 

Many  theoretical  models  have 
been  proposed  to  explain  the  exis- 
tence of  elder  abuse  in  our  society. 
These  models  include  the  situational 
model,  social  exchange  theory, 
symbolic  interactionism  (10),  role 
theory,  family  systems  theory,  envi- 
ronmental theory  (11),  intergenera- 
tional  transmission  of  violence  (10), 
and  many  others.  None  of  the  exist- 
ing theories  offers  a completely  sat- 
isfactory explanation  for  the  exis- 
tence of  elder  abuse.  Discussion  of 
these  theories  is  beyond  the  scope  of 
this  paper. 

Risk  factors 

Many  studies  have  been  conducted 
in  an  attempt  to  identify  risk  factors 
associated  with  elder  abuse.  For 
convenience,  these  risk  factors  can 
be  divided  into  characteristics  of  the 
abused  elder,  characteristics  of  the 
abusive  caregiver,  and  characteristics 
of  the  abusive  family. 

Characteristics  of  the  elderly  person 
at  high  risk  for  abuse 

Sex  — Most  victims  of  reported 
elder  abuse  are  women  (11-13). 
Flowever,  Pillemer  and  Finkelhor 
found  that  elderly  men  are  twice  as 
likely  to  be  abused  as  elderly  women 
(51  per  1,000  versus  23  per  1,000, 
respectively)  (6).  Reported  cases  of 
abused  women  still  outnumber  those 
of  abused  men,  possibly  because  el- 
derly women  outnumber  elderly 
men  in  our  society. 


Age  — Most  studies  have  shown 
that  persons  older  than  75  years  are 
more  likely  to  be  abused  than  are 
younger  persons.  Pillemer  and 
Finkelhor,  however,  found  no  differ- 
ences between  older  and  younger 
groups  (6).  (The  study  by  Pillemer 
and  Finkelhor  differs  from  most  oth- 
er studies  in  that  it  uses  as  a study 
population  a large  random  sample 
of  persons  65  or  older  instead  of  a 
sample  of  known  elder  abuse  cases. 
Their  data  were  obtained  from  tele- 
phone interviews  with  these  people). 

Dependency  — Most  studies 
have  shown  that  elders  who  depend 
more  upon  others  are  more  likely  to 
be  abused.  However,  Pillemer  found 
that  abused  elders  were  no  more  de- 
pendent than  controls  in  his  sample 
population  (10). 

Alcoholic  — Alcoholic  elders 
may  be  more  likely  to  be  abused  be- 
cause they  are  unable  to  care  for 
themselves.  An  alcoholic  elder  may 
also  live  with  an  alcoholic  spouse  or 
child  who  may  be  abusive  (7,5). 

Past  abuse  — Elders  who  have 
been  abused  in  the  past  may  be 
abused  further  as  their  conditions 
deteriorate  and  they  become  more 
dependent  (14). 

Stoicism  — Elders  known  to  be 
stoic  and  to  accept  their  troubles 
quietly  may  be  more  likely  to  be 
abused  (14,15). 

Isolation  — An  isolated  elder 
may  be  vulnerable  to  abuse  because 
of  lack  of  opportunity  for  detection 
and  intervention  by  outsiders 
(13,15,16). 

Impairment  — Risk  of  abuse  has 
been  found  to  correlate  with  the  ex- 
tent and  severity  of  the  elder’s  physi- 
cal or  mental  impairment  (4,13). 

Provocative  behavior  — Some  el- 
ders may  provoke  abuse  by  their 
own  unpleasant  behavior  (17,18). 

Living  with  family  — Several 


studies  have  shown  that  the  family  is 
the  greatest  source  of  elder  abuse 
(19).  One  study  found  that  spouses 
are  more  likely  to  be  abusive  than 
children  of  the  abused  elder  (6). 

Deterioration  — Abuse  may  be 
associated  with  the  stress  of  a sud- 
den deterioration  in  the  victim’s  con- 
dition (20). 

Lack  of  outside  support  — Elders 
who  have  little  support  outside  the 
family  may  be  more  vulnerable  to 
abuse  or  neglect  (2,6). 

Characteristics  of  caregivers  at  high 
risk  of  becoming  abusers 

Alcohol  or  drug  abuse  — Care- 
givers may  become  abusive  under 
the  influence  of  alcohol  or  drugs 
(9,21). 

Dementia  — Some  caregivers 
may  themselves  suffer  from  demen- 
tia and  be  unable  to  provide  needed 
care  (18). 

Mental  or  emotional  illness  — 
Abusers  have  been  found  to  be  more 
likely  to  suffer  from  psychiatric  prob- 
lems than  control  caregivers.  They 
are  also  more  likely  to  have  been  hos- 
pitalized for  psychiatric  reasons  (10). 

Inexperience  — Persons  with  no 
experience  in  caring  for  other  peo- 
ple’s needs  may  be  unable  to  care 
properly  for  a dependent  elder 
(16,22). 

Unemployed  — The  frustrations 
of  unemployment  have  been  found 
to  be  related  to  elder  abuse  in  the 
family  (17,23). 

Abused  as  a child  — Persons  who 
were  abused  in  childhood  are  at 
high  risk  of  becoming  elder  abusers 
(17,13). 

Outside  stress  — Caregivers  who 
are  experiencing  social,  professional, 
or  economic  stress  may  become  abu- 
sive (24,25). 

Lack  of  support  — Caregivers 
who  lack  a support  system  outside 
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the  home  are  at  high  risk  of  becom- 
ing abusers  (26). 

Unrealistic  expectations  — Unre- 
alistic expectations  regarding  the  el- 
der person’s  condition,  prognosis, 
rehabilitation  potential,  and  care 
that  will  be  needed  may  lead  to  frus- 
tration, anger,  and  abuse  (27,14). 

Duration  of  caregiving  — Long 
duration  of  caregiving  may  be  asso- 
ciated with  abuse  (20). 

Dependence  upon  elder  — Pille- 
mer  has  found  that  abusive  relatives 
were  more  likely  to  be  dependent 
upon  the  abused  elder  than  were  the 
corresponding  relatives  of  non- 
abused  elders  (10). 

Reluctance  to  be  a caregiver  — 
Reluctance  of  a relative  to  care  for 
an  older  person  may  be  associated 
with  poor  care  (28). 

Characteristics  of  families  in  which 
elder  abuse  is  more  likely  to  occur 

Lack  of  family  support  — Often 
other  family  members  are  unavail- 
able or  unwilling  to  give  support  to 
the  primary  caregiver,  and  the  stress 
of  caring  alone  for  the  elder  may 
lead  to  abusive  behavior  (29,30). 

Overcrowding  — The  addition  of 
an  elderly  person  to  an  already  over- 
crowded home  may  result  in  anger 
toward  the  elder  as  the  cause  of  the 
inconvenience  (18,31). 

Marital  conflict  — Placing  an  el- 
derly person  into  a family  experienc- 
ing marital  conflict  may  cause  dis- 
placement of  anger  onto  the  elder 
(especially  a mother-  or  father-in- 
law)  (12,7). 

Other  intrafamily  problems  — 
Placing  an  elderly  relative  into  a 
family  already  beset  with  problems 
(eg,  alcoholic  father  or  rebellious 
teenager)  may  intensify  family  stress 
and  abuse  (32). 

Desire  for  institutionalization  — 
Any  family  that  wishes  to  institu- 


tionalize an  elderly  relative  should 
be  carefully  evaluated  for  other  risk 
factors  for  abuse  (33,34). 

History  of  family  violence  — Any 
family  that  has  a history  of  reacting 
to  stress  with  violence  may  react  vi- 
olently to  the  stress  of  caring  for  an 
elderly  relative  (25). 

Detection 

Detecting  cases  of  elder  abuse  is  not 
easy.  Because  elderly  persons  are  of- 
ten unable  or  unwilling  to  admit 
that  they  have  been  abused  or  ne- 
glected, the  diagnosis  must  be  made 
by  piecing  together  clues  from  the 
patient’s  history,  behavior,  physical 
findings,  and  home  environment. 
Observation  of  the  behavior  of  the 
caregiver  may  also  provide  impor- 
tant clues. 

Several  clues  may  come  out  of 
the  elderly  person’s  history  that 
should  alert  the  physician.  The 
abused  elder  may  have  been  brought 
to  the  emergency  room  by  someone 
other  than  the  caregiver  or  may  have 
been  found  at  home  alone.  A pro- 
longed period  of  time  between  the 
onset  of  illness  or  injury  and  the  pre- 
sentation for  care  may  indicate 
abuse  or  neglect.  A history  of  “doc- 
tor-hopping” may  be  an  attempt  to 
hide  previous  injuries.  A history  of 
repeated  injuries  is  common.  The 
description  given  of  how  the  injury 
happened  may  be  inconsistent  with 
physical  findings,  or  the  elder  and 
caregiver  may  describe  differently 
how  the  injury  occurred.  Examina- 
tion of  patients’  medication  bottles 
may  reveal  evidence  of  noncompli- 
ance or  overuse  of  medications  such 
as  tranquilizers  (27).  Patients  may 
be  receiving  medication  that  is  in- 
consistent with  their  conditions  (eg, 
“restraint  by  medication”)  (35). 

Observing  the  patient’s  behavior 


in  the  presence  of  the  caregiver  may 
provide  important  clues  to  abuse.  A 
state  of  generalized  fear  is  common 
in  abused  elders.  This  may  be  mis- 
taken for  paranoia  (20).  The  abused 
elder  may  be  unusually  compliant 
with  the  caregiver’s  wishes.  The  pa- 
tient may  watch  the  caregiver  very 
carefully,  may  sit  as  far  from  the 
caregiver  as  possible,  or  may  cringe 
as  if  expecting  to  be  hit.  The  abused 
elder  may  be  unusually  passive  or 
withdrawn  (36,37).  Reluctance  of 
the  hospitalized  patient  to  return 
home  may  also  be  a sign  of  abuse. 

The  caregiver  may  also  exhibit 
behaviors  that  should  alert  the 
physician.  The  caregiver  may  be 
hostile  toward  the  patient  or  physi- 
cian (20).  The  caregiver  may  seem 
obsessed  with  control.  He  or  she 
may  complain  a great  deal  about  the 
burdens  of  caregiving  (20).  The 
caregiver  may  seem  unduly  defensive 
or  secretive.  There  may  be  a lack  of 
appropriate  physical  or  eye  contact 
with  the  elder  (36,37).  The  caregiver 
may  be  excessively  concerned  about 
the  elder  or  may  seem  unconcerned 
(20,36,37). 

The  physical  examination  may 
provide  many  clues.  Bruises  or  welts 
in  various  stages  of  healing  suggest 
abuse.  Rope  burns  on  wrists  or  an- 
kles may  result  from  restraint  of  the 
elderly  patient.  Hemorrhages  be- 
neath the  scalp  or  loss  of  hair  may 
result  from  vigorous  hair-pulling. 
Cigarette  burns  or  other  burns  may 
be  present.  Head  injuries  and  lacera- 
tions or  abrasions  on  the  face  sug- 
gest abuse.  Unusual  bruise  patterns 
may  be  caused  by  belts,  coat  hang- 
ers, or  hands.  Urine  burns  and  exco- 
riations may  also  indicate  abuse. 
Contractures,  decubiti,  and  evidence 
of  malnutrition  or  dehydration  may 
be  signs  of  neglect,  but  these  may 
also  occur  in  confused  or  immobile 
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patients  who  are  not  necessarily  ne- 
glected (20,35-38). 

A home  visit  is  an  important  part 
of  the  evaluation  of  possible  cases  of 
elder  abuse.  The  home  environment  of 
an  elderly  person  may  provide  impor- 
tant clues  to  abuse  or  neglect.  Locks 
on  kitchen  cabinets  or  refrigerator 
may  be  signs  that  food  is  being  re- 
stricted. Food  supplies  may  be  found 
to  be  inadequate.  Locks  on  the  tele- 
phone or  doors  may  indicate  that  the 
elder  is  not  allowed  to  contact  anyone 
outside  the  home.  Barriers  such  as 
stairs  may  limit  access  to  necessary  fa- 
cilities. Absence  of  assistive  devices  for 
ambulation  or  of  items  such  as  a hos- 
pital bed  or  bedside  commode  when 
these  seem  appropriate  may  indicate 
neglect.  Multiple  medications,  espe- 
cially sedatives,  from  various  sources 
may  be  indicative  of  intentional  over- 
medication (20). 

Intervention 

After  the  possible  occurrence  of  elder 
abuse  or  neglect  has  been  determined, 
the  next  step  is  intervention.  The  first 
order  of  business  is  to  take  care  of  the 
patient’s  immediate  medical  prob- 
lems. In  addition,  most  states  require 
physicians  to  report  suspected  cases 
of  elder  abuse  to  the  appropriate 
agency.  In  Texas,  abuse  occurring  in  a 
nursing  home  must  be  reported  to  the 
Texas  Department  of  Health  or  to 
any  local  or  state  law  enforcement 
agency.  Abuse  occurring  outside  a 
nursing  home  must  be  reported  to  the 
Texas  Department  of  Human  Re- 
sources. Reports  may  be  made  orally 
or  in  writing.  Reporters  are  immune 
from  civil  or  criminal  liability  when 
acting  in  good  faith.  Failure  to  report 
suspected  elder  abuse  is  a Class  B 
misdemeanor,  punishable  by  a fine  as 
large  as  $1,000  and/or  as  many  as 
180  days  in  jail  (3). 


In  some  states,  the  physician  must 
obtain  the  consent  of  the  victim  be- 
fore reporting  abuse.  In  Texas,  abuse 
must  be  reported,  but  the  elderly  per- 
son’s consent  must  be  obtained  be- 
fore protective  services  may  be  pro- 
vided (3).  Competent  persons  have 
the  right  to  decide  how  much  abuse 
they  are  willing  to  tolerate  and  to 
refuse  intervention.  The  physician’s 
job  is  to  make  sure  that  the  patient 
has  made  this  decision  without  coer- 
cion and  with  competence  (21).  Ac- 
cording to  Texas  law,  a person  is  not 
competent  to  consent  to  or  to  refuse 
protective  services  if,  because  of  men- 
tal or  physical  impairment,  he  or  she 
is  incapable  of  understanding  the  na- 
ture of  the  services  offered  and  of 
agreeing  to  receive  or  to  reject  pro- 
tective services  (3).  The  Texas  De- 
partment of  Human  Resources  may 
petition  the  probate  or  county  court 
in  the  county  in  which  the  elderly 
person  lives  for  an  emergency  order 
for  protective  services  if  the  person  is 
suffering  from  abuse  or  neglect  that 
presents  a threat  to  life,  if  the  person 
lacks  capacity  to  consent,  and  if  no 
consent  can  be  obtained.  A physi- 
cian’s report  stating  that  circum- 
stances are  as  described  above  is  re- 
quired. An  emergency  order  expires 
after  72  hours  and  may  be  renewed 
for  as  many  as  two  additional  72- 
hour  periods  (3).  This  allows  time  to 
obtain  a legal  guardian  to  represent 
the  patient  if  necessary. 

Further  intervention  should  be 
managed  by  an  interdisciplinary  team 
whenever  possible.  This  team  may  in- 
clude caretakers  from  the  medical,  so- 
cial service,  mental  health,  and  legal 
professions  (25).  The  intervention 
team  should  have  access  to  homemak- 
ers, home  health  aides,  visiting  nurses, 
Meals-on-Wheels,  transportation, 
emergency  shelter,  legal  aid,  and  med- 
ical and  mental  health  services  (21). 


Providing  these  services  as  needed  will 
help  to  maximize  the  quality  of  care 
for  the  elder  and  minimize  stress  for 
the  caregiver.  If  the  elder  does  not  de- 
pend upon  the  abuser  for  care,  legal 
action  may  be  taken  to  separate  elder 
from  abuser  (eg,  a peace  bond  or  an 
order  to  vacate  the  premises)  (25). 

Although  the  main  goal  of  inter- 
vention is  to  protect  the  abused  el- 
der, the  needs  of  the  abuser  should 
not  be  overlooked.  The  services 
mentioned  above  will  benefit  both 
the  elder  and  the  abusive  caregiver. 
The  abuser  should  also  receive  sup- 
portive counseling.  This  counseling 
should  include  education  about  the 
etiology  of  elder  abuse,  assistance  in 
meeting  personal  needs  of  the 
caregiver,  assistance  in  responding  to 
behavioral  problems  of  the  elder, 
and  assistance  in  maximizing  the  el- 
derly person’s  abilities.  Respite  care 
should  be  provided,  if  available, 
when  the  caregiver’s  burden  be- 
comes too  great.  The  caregiver 
should  also  be  given  the  phone  num- 
ber of  a 24-hour  crisis  hotline  (if 
available  in  the  community),  which 
the  abuser  may  call  when  he  or  she 
feels  abusive  and  needs  support  (27). 

Some  cases  of  elder  abuse  may 
necessitate  making  alternative  living 
arrangements  for  the  elder.  This  is 
usually  the  last  choice  of  interven- 
tion (35).  A major  reason  why  many 
elders  choose  to  tolerate  abuse  is 
fear  of  being  sent  to  a nursing  home. 
With  the  proper  support,  the  elder 
may  be  able  to  live  alone.  Placement 
in  the  home  of  another  family 
member  or  in  a foster  home  may  be 
possible.  If  the  elderly  person  must 
be  placed  in  a nursing  home,  the 
home  should  be  thoroughly  investi- 
gated beforehand,  because  nursing 
homes  may  also  be  settings  for  elder 
abuse  and  neglect  (1 1,25,39). 
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Prevention 

The  best  intervention  in  cases  of  el- 
der abuse  is,  of  course,  primary  pre- 
vention. Physicians  and  other  health 
professionals  can  be  involved  in  pre- 
vention of  elder  abuse  in  several 
ways.  One  is  through  education  of 
the  public  about  the  problem  of  elder 
abuse.  Elderly  people  should  be  made 
aware  of  the  possibility  of  abuse  and 
should  be  encouraged  not  to  tolerate 
mistreatment  by  family  members  or 
others.  Potential  caregivers  should  be 
educated  regarding  the  needs  of  el- 
derly people  and  changes  associated 
with  aging  and  chronic  illness,  and 
should  be  instructed  in  proper  care  of 
the  elderly  person. 

Another  prevention  strategy  is 
preplacement  screening.  Studies  have 
shown  that  the  person  most  likely  to 
be  cast  in  the  role  of  primary  caregiv- 
er for  the  elderly  relative  is  often  the 
least  socially  integrated  person  in  the 
family  (eg,  the  one  who  is  unmarried 
and  unemployed).  These  individuals 
often  have  many  problems  of  their 
own  apart  from  the  stresses  caused 
by  the  caregiver  role  (20).  Preplace- 
ment screening  for  risk  factors 
should  be  conducted  to  avoid  placing 
a high-risk  elder  with  a high-risk 
caregiver  or  in  a high-risk  family. 
Nursing  homes  should  also  be  thor- 
oughly inspected  before  placement. 

Finally,  provision  of  support  ser- 
vices, such  as  home  health  aides, 
respite  care,  or  day  care  from  the  be- 
ginning may  prevent  the  caregiver 
from  being  stressed  to  the  point  of 
abuse.  Supportive  counseling  should 
also  be  made  available  to  the  caregiv- 
er. Another  good  source  of  support  is 
a support  group,  such  as  those  pro- 
vided by  the  Alzheimer’s  Disease  and 
Related  Disorders  Association. 

Abuse  of  the  elderly  is  a complex 
problem  with  no  easy  solutions.  We 


need  further  research  into  its  causes 
and  more  education  of  health  pro- 
fessionals and  the  public  if  we  are 
ever  to  rid  society  of  the  disgrace  of 
“granny-battering.  ” 
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Reflex  sympathetic  dystrophy  (RSD) 
is  a painftd  and  progressively  debili- 
tating condition.  Untreated,  it  leads 
to  changes  in  the  patient’s  lifestyle 
that  are  consistent  with  chronic  pain 
syndrome.  This  general  overview  of 
contributing  factors,  signs  and  symp- 
toms, diagnosis,  and  treatment  of 
RSD  presents  three  consecutive  cases 
for  which  electroacnpuncture  (EA) 
proved  to  be  an  effective  treatment 
for  RSD  pain.  Possible  underlying 
neuroanatomical  mechanisms  of 
RSD  are  addressed  and  the  scientific 
basis  for  EA  is  considered  briefly. 
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This  article  attempts  to  provide 
a descriptive  overview  of  fea- 
tures that  characterize  reflex 
sympathetic  dystrophy  (RSD)  and  to 
present  three  consecutive  cases  in 
which  electroacupuncture  (EA)  was 
an  effective  treatment  for  pain. 
Without  early  detection  and  inter- 
vention with  treatment,  this  painful 
and  deforming  condition  leads  to  ir- 
reversible loss  of  function.  In  some 
cases,  treatment  with  steroids  and 
regional  anesthetic  blocks  provide 
the  patient  with  sufficient  relief  of 
pain  to  prevent  loss  of  muscle  tone 
and  to  maintain  maximum  range  of 
motion  via  physical  therapy.  In  oth- 
er cases,  patients  find  no  relief  short 
of  sympathectomy.  To  date,  EA  ap- 
pears to  be  an  underutilized  alterna- 
tive for  treating  RSD  in  the  western 
hemisphere. 

RSD  is  a clinical  syndrome  that 
generally  involves  upper  or  lower  ex- 
tremities, although  cases  that  involve 
the  face  (1)  and  the  whole  body  (2) 
have  been  reported.  Many  labels 
have  been  assigned  to  this  composite 
of  signs  and  symptoms  (3)  besides 
RSD,  which  was  used  initially  by 
Evans  in  1947.  Causalgia  is  a fre- 
quently used  descriptive  term  (4,5,6) 
describing  the  sympathetically  main- 
tained burning  pain  that  occurs  in  a 
nondermatomal  distribution  (7,8). 
The  neurological  basis  for  this  clini- 
cal problem  is  thought  to  be  tonic 
activity  of  sensory  afferents  sus- 
tained by  sympathetic  efferent  stimu- 
lation on  sensory  receptors,  which 
results  in  painful  sensation  (4).  One 
study  reported  the  incidence  of  RSD 
to  be  highest  in  females  in  their  50s 
(9),  but  it  has  also  been  reported  in 
children  (10).  RSD  may  follow  one 
of  several  precipitating  events  such 
as  trauma  (11-14)  or  surgery  (15). 
In  other  cases,  no  precipitating  event 
may  be  identified.  Predisposing  fac- 


tors thought  to  be  necessary  for  the 
development  of  RSD  include  a 
painful  lesion,  personality  diathesis, 
and  abnormal  sympathetic  reflex  (8). 

Predominating  clinical  features 
are  pain,  stiffness,  edema  (16),  and 
signs  of  autonomic  nerve  dysfunction 
(7,16).  Even  when  a precipitating 
factor  cannot  be  identified,  RSD  is 
suspected  if  the  signs  and  symptoms 
appear  to  be  out  of  proportion  to  tis- 
sue insult,  especially  if  malingering  is 
not  suspected.  Untreated,  RSD  pro- 
gresses through  three  stages  of  dys- 
trophic and  atrophic  clinical  features 
(3,11,17).  The  duration  of  each  stage 
varies  from  weeks  to  years  (17).  The 
principal  features  characteristic  for 
each  stage  are  as  follows: 

Stage  1 — pronounced  burning 
or  aching  pain  and  edema 
(3,11,17,18),  changes  in  hair  and 
nail  growth  (3,17),  possible  bony 
changes  (11,17),  abnormal  tem- 
perature changes  (3,11,18),  and 
functional  impairment  of  a pro- 
tective nature  (3,11,18); 

Stage  2 — constant  pain,  hy- 
pothermia, and  hyperhidrosis 
(17,19),  continued  hair  and  nail 
changes,  ie,  possible  hair  loss  and 
ridged,  cracked  nails  (3,17,19), 
osteoporosis  (11,17-19),  and 
muscle  atrophy  (11,18);  and 

Stage  3 — intractable  pain  that 
spreads  proximally  (3,19),  at- 
rophic glossy  skin,  functional  im- 
pairment (3,11,18,19),  and 
marked  decalcification  (11,18). 

Accuracy  in  diagnosing  the  stage 
of  RSD  is  important  to  implement 
intervention  with  treatment  (18).  In 
addition  to  thorough  clinical  evalua- 
tion and  history,  the  most  common 
beneficial  diagnostic  aids  include 
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thermography  (7,20),  radiography 
for  evidence  of  demineralization 
(3,19),  scintigraphy  (12,21,22),  and 
sympathetic  ganglion  or  local  nerve 
block  (11,17).  The  major  focus  of 
treatment  is  to  alleviate  pain  and 
maintain  maximum  function,  which 
is  best  accomplished  if  treatment  is 
begun  early.  Treatments  that  have 
been  used  to  alleviate  pain  include 
Bier  blocks  with  lidocaine  hy- 
drochloride (23)  or  guanethidine 
sulfate  (24,25),  paravertebral  sym- 
pathetic ganglion  blockade  (8,26), 
corticosteroids  (27),  transcutaneous 
electrical  stimulation  (TENS)  (28), 
and  acupuncture  (29).  Physical  ther- 
apy is  usually  instituted  to  improve 
and  maintain  mobility  of  the  affect- 
ed area  after  some  degree  of  pain  re- 
lief has  been  obtained  (5). 

Case  reports 

Case  1 

A 31-year-old  woman  had  a carpal 
tunnel  release  in  the  right  and  left 
wrists,  respectively,  in  February  and 
March  1989.  The  right  arm  recov- 
ered without  complications.  One 
month  after  surgery  on  the  left 
wrist,  the  patient  reported  protective 
dysfunction  of  the  left  arm  with 
complaints  of  shooting  pain  in  the 
thumb  and  little  finger.  Two  months 
after  surgery,  the  patient’s  left  hand 
was  red  and  edematous,  and  she 
complained  of  burning  pain  in  the 
radial  palm.  These  signs  and  symp- 
toms appeared  to  be  characteristic 
of  stage  1.  The  patient  was  unable 
to  return  to  work  as  an  assembly 
packager.  In  May  1989,  which  was 
3 months  after  surgery,  EA  treat- 
ments to  the  left  hand  were  started. 
One  course  of  two  treatments  per 
week  was  administered  over  7 
weeks,  followed  by  a maintenance 
regime  of  one  treatment  per  week 


for  10  weeks.  Stainless  steel  needles, 
0.25  mm  in  diameter,  were  inserted 
to  an  approximate  depth  of  1 to  1.5 
cm  at  acupoints  in  the  dorsal  thenar 
eminence,  distal  snuffbox,  distal 
central  volar  forearm,  antecubital 
fossa,  and  proximal  deltoid  areas. 
Electrodes,  which  were  connected  to 
the  inserted  needles,  were  powered 
by  6 volt  batteries.  Two  different 
frequencies,  1 to  2 cycles  per  second 
and  10  to  50  cycles  per  second,  were 
administered  alternatively  at  2 to  4 
second  intervals.  The  patient  gauged 
the  most  suitable  level  of  intensity. 

The  patient  reported  less  intense 
pain  in  the  left  hand  before  the  sec- 
ond treatment.  By  the  sixth  treat- 
ment, she  reported  mild  pain  after  us- 
ing the  left  hand.  The  patient 
returned  to  her  job  when  the  first 
course  of  treatments  was  completed. 
The  burning  pain  in  the  left  palm  re- 
solved during  the  maintenance  treat- 
ments, which  were  administered  once 
a week  for  10  weeks.  She  has  re- 
quired no  additional  maintenance 
treatments  and  has  continued  her  job. 

Case  2 

A 35-year-old  female  school  teacher 
complained  of  intractable  burning 
pain  along  the  distal  and  lateral 
palm  and  of  sharp  pain  on  the  dor- 
sum of  the  thumb  and  the  index  and 
long  fingers  following  a repeated 
carpal  tunnel  release  in  December 
1987.  Pain  was  exacerbated  by 
stressful  fine  motor  movement  (eg, 
using  scissors)  and  anxiety.  The  dor- 
sum of  the  right  hand  was  cooler 
than  the  left,  and  the  palm  was  ex- 
cessively sweaty.  Inflammatory 
changes  were  noted  in  the  fifth 
metacarpal  bone  by  radiography. 
These  signs  and  symptoms  appeared 
to  fall  into  the  stage  2 category. 

The  patient  had  been  treated  un- 
successfully with  multiple  medica- 


tions including  various  analgesics, 
anxiolytics,  and  oral  and  injectable 
steroids.  In  addition,  multiple  stel- 
late ganglion  blocks,  axillary  nerve 
blocks,  biofeedback,  paraffin  baths, 
and  TENS  treatments  had  been 
used.  The  most  beneficial  treatments 
to  relieve  pain  were  reportedly  the 
paraffin  baths  and  TENS.  The  pa- 
tient declined  sympathectomy. 

In  May  1989,  EA  treatments 
were  begun.  Two  courses  of  eight 
treatments  each  were  administered 
in  30-minute  sessions  two  to  three 
times  a week,  followed  by  a mainte- 
nance regimen  of  one  treatment  per 
week  as  needed.  The  same  proce- 
dure and  acupoints  for  the  right 
hand  were  used  as  those  described  in 
case  1. 

During  the  first  course  of  treat- 
ments, the  patient  reported  less  in- 
tense burning  pain  in  the  palm  with 
intermittent  exacerbation  of  tin- 
gling/sharp pain  in  the  dorsum  of 
the  fingers.  Temperature  in  the  dor- 
sal fingers,  however,  became  more 
stable.  Pain  in  the  fifth  metacarpal 
continued  throughout.  By  the  end  of 
the  first  course,  the  patient  com- 
plained of  burning  pain  only  during 
fatigue  and  emotional  trauma.  Pain 
in  the  dorsum  of  the  fingers  contin- 
ued at  a reduced  intensity,  but  the 
patient  was  able  to  sleep  all  night 
without  being  awakened  by  the 
pain.  By  the  end  of  the  second 
course  of  treatments,  the  burning 
pain  had  resolved  except  in  times  of 
fatigue;  pain  in  the  dorsum  of  the 
fingers  continued  to  a lesser  degree. 
The  patient  was  maintained  on  a rel- 
atively pain-free  regime  of  one  treat- 
ment per  week  as  needed  over  a 13- 
week  period.  At  this  time,  the 
patient  has  required  no  maintenance 
treatments  for  12  months. 
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Case  3 

A 48-year-old  male  computer  opera- 
tor seen  in  September  1989  com- 
plained of  pain  in  the  right  hand  and 
arm.  History  revealed  that  the  pa- 
tient had  suffered  a right  brachial 
plexus  injury  following  a car  acci- 
dent in  October  1985.  He  reported 
the  onset  of  intermittent  shooting 
pain  from  the  right  thumb  and 
forefinger  midway  up  the  radial  side 
of  the  forearm  1 year  after  the  acci- 
dent. Two  years  after  the  injury,  the 
shooting  pain  became  intractable 
and  was  accompanied  by  a burning 
sensation  in  the  right  palm.  The  pa- 
tient reported  that  TENS,  physical 
therapy,  and  pain  medications  had 
not  relieved  the  pain. 

In  addition  to  the  symptoms  de- 
scribed above,  physical  evaluation 
revealed  marked  atrophy  of  the  en- 
tire right  arm  (wrist,  17.5  cm  and 
upper  arm,  26  cm)  as  compared 
with  the  left  arm  (wrist,  16.5  cm 
and  upper  arm,  31.5  cm),  and  the 
patient  protectively  immobilized  the 
arm  with  a sling.  The  right  hand 
was  cool,  moist,  and  edematous 
(3  + ),  and  the  nails  were  dry  and 
brittle.  Skin  over  the  right  hand  and 
arm  was  shiny  and  lacked  hair.  Mus- 
cle fasciculations  were  present  in  the 
right  hand.  Hyperreflexia  was  also 
present  in  the  right  arm.  These  signs 
and  symptoms  appeared  characteris- 
tic of  stage  3.  The  patient  had  con- 
tinued to  use  the  left  hand  to  com- 
pensate for  the  right  hand  at  work. 

In  September  1989,  EA  treat- 
ments were  started,  according  to  the 
procedure  and  acupoints  listed  in 
case  1.  One  course  of  10  treatments 
was  administered  biweekly,  followed 
by  one  maintenance  treatment  per 
week.  The  patient  reported  periods 
of  remission  and  exacerbation  of  the 
pain.  After  the  third  treatment,  he 
reported  only  mild  pain  for  20  hours 


after  treatment  as  compared  with 
the  usual  moderate-to-severe  pain. 
After  the  fourth  treatment,  he  re- 
ported mild  discomfort  with  absence 
of  edema  for  3 days,  followed  by  an 
episode  of  severe  throbbing  pain 
from  the  right  thumb  and  forefinger 
midway  up  the  radial  side  of  the 
forearm.  When  more  severe  pain  re- 
turned, he  stated  his  hand  felt  as  if  it 
had  been  refrigerated.  He  experi- 
enced the  worst  episode  of  rebound 
pain  (characterized  by  burning  and 
sharp  throbbing)  after  the  fifth  treat- 
ment. After  the  seventh  treatment, 
the  patient  reported  the  greatest  re- 
lief of  pain  in  the  last  4 years  and 
described  transient  episodes  of  tin- 
gling-to-sharp  pain  up  the  radial 
side  of  the  arm.  He  reported  absence 
of  burning  pain  after  the  eighth 
treatment.  Edema  resolved  for  5 
days  after  the  ninth  treatment.  The 
patient  now  requires  one  mainte- 
nance treatment  per  week  for 
episodes  of  sharp  and  burning  pain 
subsequent  to  periods  of  unusual  ex- 
ertion. However,  bis  level  of  gross 
and  fine  motor  movement  has  al- 
lowed him  to  discard  his  sling. 

Discussion 

Normally,  somatic  pain  is  transmit- 
ted to  laminae  in  the  dorsal  horn  of 
the  spinal  cord  from  the  periphery  by 
sensory  afferents,  which  respond 
preferentially  to  specific  stimuli. 
Sharp  pain  is  transmitted  from 
mechanoreceptors  through  myelinat- 
ed A-beta  afferents  at  a rate  of  4 to 
40  m/s.  Myelinated  A-delta  afferents 
conduct  impulses  from  both  mechan- 
ical and  noxious  heat  stimuli  at  a 
rate  of  3 to  20  m/s.  Burning  or  throb- 
bing pain  may  outlast  the  sharp  pain 
stimulus  and  is  transmitted  slowly 
through  unmyelinated  polymodal  C 
afferents  (30).  The  generally  accepted 


notion  for  perpetuation  of  RSD  pain 
is  neural  reflex  arcs. 

Causalgia,  the  major  symptomatic 
component  characteristic  of  every 
stage  of  RSD,  is  basically  subjective. 
However,  the  relief  from  pain  and  va- 
somotor dysfunction  reported  by  pa- 
tients after  regional  anesthesia  or 
sympathetic  blocks  clearly  supports 
involvement  of  sympathetic  efferents 
in  the  pathological  process.  Procacci 
and  Maresca  reported  a series  of 
studies  on  patients,  each  with  RSD  of 
an  extremity,  and  reached  the  follow- 
ing conclusions:  (a)  the  pain  thresh- 
old to  thermal  and  electrical  stimuli 
was  higher  or  lower  in  the  affected 
extremity  than  on  the  contralateral 
side;  (b)  electrical  stimulation  of  the 
affected  and  contralateral  extremities 
of  patients  with  RSD  induced  elec- 
tromyelographic  (EMG)  changes  that 
differed  from  the  characteristic  pat- 
tern obtained  from  normal  individu- 
als, indicating  abnormal  efferent  mo- 
tor activity;  and  (c)  in  comparison 
with  normal  individuals,  patients 
with  RSD  had  abnormally  low  am- 
plitude and  irregularly  shaped  cuta- 
neous potentials  in  the  affected  and 
contralateral  extremities  in  response 
to  electrical  stimulation.  In  these 
studies,  sympathetic  blocks  were  ad- 
ministered to  the  affected  extremity 
with  the  following  results.  First,  cuta- 
neous sensory  thresholds  became 
similar  in  the  affected  and  contralat- 
eral extremities  of  patients  with  RSD, 
indicating  the  influence  of  the  sympa- 
thetic system  on  sensory  thresholds 
in  the  affected  extremity.  Second, 
EMG  responses  and  the  pattern  of 
skin  potentials  of  these  patients  be- 
came similar  to  those  obtained  from 
normal  individuals,  indicating  the 
influence  of  peripheral  neural  con- 
nections in  the  affected  extremity  on 
the  contralateral  side  via  central 
mechanisms  (31). 
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Theories  on  the  nature  of  RSD 
must  explain  the  neuroanatomical 
and  neurochemical  basis  for  the 
sympathetically  maintained  pain 
with  subsequent  deformity.  Accord- 
ing to  a theory  by  Roberts,  poly- 
modal  target  neurons  in  the  dorsal 
horn  of  the  spinal  cord,  which  have 
been  sensitized  initially  by  nocicep- 
tive (unmyelinated  C)  afferents,  be- 
come hyperresponsive  to  myelinated 
A-delta  afferents  from  mechanore- 
ceptors;  the  pain  is  maintained  sub- 
sequently by  discharge  of  sympa- 
thetic efferents  onto  the  peripheral 
mechanoreceptors,  which  project  A- 
delta  afferents  to  the  cord  in  the  ab- 
sence of  external  stimuli.  It  is 
difficult  to  substantiate  theories  or 
establish  the  etiology  of  the  RSD 
syndrome  by  laboratory  experimen- 
tation because  various  types  of  con- 
ditions may  precipitate  the  pain  cy- 
cle, the  exact  neurochemical  and 
neuroanatomical  nature  of  which  is 
not  yet  clear  (4).  However,  Cook  et 
al  found  that  15  minutes  of  condi- 
tioning stimuli  that  activated  C af- 
ferents but  not  large  myelinated  or 
thin  myelinated  afferents  in  the  rat 
increased  the  receptive  field  size  and 
sensitivity  of  neurons  in  the  dorsal 
horn  to  subsequent  low  threshold 
stimulation  (touch)  for  60  to  90 
minutes  (32).  This  finding  substanti- 
ates Robert’s  theory  of  sensitized 
neurons  in  the  dorsal  horn  by  un- 
myelinated C afferents  as  the  neuro- 
physiological mechanism  of  RSD. 

The  gate  control  theory  of  pain 
transmission  proposes  that  input  to 
the  target  neurons  in  lamina  V from 
A-delta  and  C afferents  can  be  con- 
trolled selectively  via  interneurons 
(gate  cells)  in  the  substantia  gelati- 
nosa  of  the  dorsal  horn.  Input  to  gate 
cells  from  large  myelinated  A-beta 
touch  fibers  and  descending  central 
fibers  inhibit  pain  transmission  or 


close  the  gate  to  pain.  Pain  is  per- 
ceived out  of  proportion  to  the  stim- 
ulus if  the  frequency  of  input  from 
smaller  fibers  (A-delta  and  C)  is  sum- 
mated  above  threshold  for  modula- 
tion by  the  gate  cells  (30,  33).  Ac- 
cording to  this  theory,  enhancement 
of  input  at  the  cord  from  large  A 
fibers  or  descending  central  input 
would  tend  to  close  the  gate  and  de- 
crease the  sensation  of  pain  (33). 

Both  TENS  (28,34-36)  and  EA 
(29)  have  been  used  effectively  to 
treat  pain  and  other  problems  asso- 
ciated with  RSD.  The  mode  and  site 
of  action  for  each  technique  may 
differ,  however.  The  effectiveness  of 
TENS  is  generally  explained  by  the 
theory  of  gate  control  of  pain  trans- 
mission (30,33).  The  traditional 
TENS  technique  uses  high  frequency 
and  low  intensity  stimulation  of 
large  A-beta  fibers  (33).  The  effect 
of  TENS  seems  immediate,  but  of 
short  duration  and  is  limited  to  the 
cord  level  (37-39).  Traditional 
acupuncture  uses  low  frequency  and 
high  intensity  (37,40),  although  high 
frequency  may  also  be  used.  Less 
than  10  Hz  is  generally  considered 
low  frequency,  and  100  Hz  or  more 
is  considered  high  frequency  (40).  At 
present,  alternating  high  and  low 
frequencies  with  sufficient  intensity 
to  cause  a sensation  of  soreness, 
swelling,  and  numbness  (teh  chi)  are 
most  often  used  to  relieve  pain.  This 
treatment  results  in  stimulation  of 
superficial  and  deep  receptors  and 
sensory  afferents,  especially  A-delta 
afferents  and  possibly  C fibers,  to 
produce  strong  analgesia.  Naloxone, 
an  opioid  antagonist,  reportedly  re- 
verses the  effect  of  EA  (40-42)  with 
increasing  concentrations  required 
to  reverse  the  effect  produced  by 
progressively  higher  frequency  EA. 
In  any  event,  EA  has  a slower  induc- 
tion time  but  lasts  longer  than  TENS 


(37).  In  view  of  the  literature  re- 
viewed, it  seems  likely  that  TENS  is 
modulated  neuronally  at  the  cord 
level  and  that  EA  is  modulated  neu- 
ronally and  neurohumorally  at  the 
cord  level  and  remote  sites. 

Besides  the  endogenous  opioids, 
the  effects  of  EA  on  various  neuro- 
transmitters, including  the  cate- 
cholamines, serotonin,  and  gamma- 
aminobutyric  acid  (GABA)  have 
been  studied  and  reviewed.  In  sum- 
mary, the  catecholamines  appear  to 
modulate  EA  differentially  in  the 
spinal  and  supraspinal  areas;  sero- 
tonin appears  to  play  a uniformly 
facilitatory  role;  and  GABA  appears 
to  antagonize  the  effect  of  EA  via 
the  periaqueductal  gray  (43).  While 
these  neurotransmitters  are  impor- 
tant in  mediating  the  effect  of  EA, 
the  endogenous  opioids  appear  to 
play  a predominant  role  and  have 
been  the  most  thoroughly  studied. 

According  to  research  findings, 
frequency  appears  to  be  the  EA  pa- 
rameter that  determines  the  predom- 
inant opioid  subtype  secreted.  Ra- 
dioimmunoassay shows  that  these 
subtypes  are  secreted  differentially 
at  the  cord  and  supraspinal  levels. 
Naloxone  was  found  to  partially  re- 
verse the  effect  of  high  frequency  EA 
in  one  study  (44),  while  the 
analgesic  effect  of  exogenously  in- 
troduced dynorphins  was  reversed 
by  subcutaneous  injection  of  rela- 
tively large  doses  (10  mg/kg)  of 
naloxone  in  another  study  (45). 
High  frequency  EA  appears  to  effect 
analgesia,  at  least  partially,  at  the 
cord  level  via  activation  of  dynor- 
phins, a class  of  endogenous  opioids 
(43,46)  that  occupy  the  kappa  sub- 
type  of  opioid  receptor  (43,45). 
Electrophysiological  recordings  from 
a neuron  in  the  dorsal  horn  of  the 
cat  showed  that  high  frequency  EA 
decreased  the  frequency  response  to 
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painful  stimuli  by  30%  for  1 hour 
(41).  Another  study  showed  that 
iontophoretic  application  of  mor- 
phine into  the  substantia  gelatinosa 
of  the  cord  suppressed  discharge  of 
neurons  in  lamina  IV  to  pain  stimuli 
(47),  suggesting  inhibition  of  noci- 
ceptive neurons  in  lamina  FV  by  en- 
dogenous opioids  from  interneurons 
in  the  substantia  gelatinosa.  It  has 
been  reported  that  the  effect  of  tra- 
ditional TENS  is  not  reversed  by 
naloxone  (48),  suggesting  that  opi- 
oids do  not  mediate  pain  inhibition 
via  this  technique. 

The  effect  of  low  frequency  EA 
was  completely  abolished  by  subcu- 
taneous injections  of  low  doses  (1 
mg/kg)  of  naloxone  in  one  study 
(44).  Endogenous  opioids  can  be 
found  at  the  cord  as  well  as  at 
supraspinal  levels  after  low  frequen- 
cy EA.  Met-enkephalins  but  not 
dynorphins  have  been  found  in  the 
cord  after  low  (2  Hz)  frequency  EA 
(49).  A study  on  blockade  of  delta 
receptors  following  low  (2  Hz)  and 
high  (100  Hz)  frequency  EA  re- 
vealed that  delta  receptors  mediate 
the  effects  of  low  frequency  EA  in 
the  spinal  cord  (50).  B-endorphins 
have  been  found  in  supraspinal  ar- 
eas after  low  frequency  EA  (51,52). 
Endogenous  opioids  of  this  subset 
are  apparently  released  into  the  peri- 
aqueductal gray  from  the  arcuate 
nucleus  in  the  hypothalamus  (53). 

The  above  findings  provide  some 
information  concerning  one  aspect 
of  the  scientific  basis  for  EA,  partic- 
ularly in  regard  to  management  of 
pain.  However,  not  all  patients  re- 
spond to  acupuncture  with  an  in- 
creased threshold  to  pain.  The  last- 
ing physiological  changes  that  are 
seen  in  patients  with  RSD  after  EA 
appear  to  be  caused  by  changes  in 
peripheral  neurovascular  responses, 
which  may  arise  after  alterations  in 


CNS  neurochemistry.  Studies  that 
have  employed  thermography  to 
measure  skin  temperature,  a sympa- 
thetically controlled  function,  have 
shown  that  EA  produces  vasodila- 
tion (54).  Skin  vasodilation  follow- 
ing EA  could  provide  an  index  of 
the  relative  decrease  in  sympathetic 
vasomotor  activity,  which  may  cor- 
relate clinically  to  causalgia.  In  view 
of  the  cases  presented  here  and  other 
cases  being  treated  currently,  further 
evaluation  is  certainly  warranted. 

Summary 

The  stages  of  RSD  are  reviewed. 
RSD  is  a progressive  disorder  for 
which  early  diagnosis  and  treatment 
are  imperative  to  prevent  permanent 
dysfunction,  intractable  pain,  and 
psychological  problems.  EA  has 
proven  to  be  an  effective  treatment 
for  the  pain  of  RSD  when  other 
treatments  have  failed.  Case  reports 
illustrate  that  EA  is  helpful  in  treat- 
ing pain  at  any  stage  of  the  disorder. 
The  exact  mechanism  of  the  disor- 
der is  unclear.  The  mode  of  action  of 
EA  is  also  unclear,  but  its  effect  ap- 
pears to  be  both  neuronal  and  neu- 
rohumoral  via  multiple  pathways 
with  homeostasis  as  the  end  result. 
In  any  event,  the  clinical  finding  that 
patients  obtain  relief  from  pain  with 
EA  is  certainly  an  attractive  alterna- 
tive to  surgery. 
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Commentary 


Reflex  sympathetic  dystrophy 
(RSD)  following  injury  to  an 
extremity  can  produce  se- 
vere pain  that  is  out  of  proportion 
to  the  seriousness  of  the  injury.  Di- 
agnosis of  RSD  is  delayed  in  many 
cases  because  the  characteristic 
burning  pain  is  nondermatomal  and 
out  of  proportion  to  pathology. 
When  diagnosed  early,  some  cases 
of  RSD  resolve  with  physical  thera- 
py alone  or  with  the  addition  of 
sympathetic  blocks.  As  the  condi- 
tion progresses  and  the  treatment  is 
delayed,  RSD  can  become  in- 
tractable, causing  a nonfunctional 
extremity  with  severe  pain. 

Drs  Hill,  Lin,  and  Chandler  re- 
port the  use  of  electroacupuncture 
in  three  patients  and  present  a good 
review  of  the  mechanisms,  class- 
ifications, and  treatments  of  RSD. 
[See  Reflex  sympathetic  dystrophy 
and  electroacupuncture,  pp  76-8 1.| 
Electroacupuncture  in  the  three  pa- 
tients described  seemed  to  help  the 
patients  even  though  they  had  tried 
other  modalities  without  benefit. 
Even  patients  in  the  later  stages  of 
RSD,  who  would  be  difficult  to 
treat  with  standard  treatment,  re- 
sponded to  electroacupuncture.  The 
high  rate  of  success  of  stimulation 
techniques,  including  transcuta- 
neous electrical  stimulation  (TENS) 
(1)  and  electroacupuncture  (2)  in  a 
larger  group  of  patients,  and  of 
spinal  cord  stimulation  have  been 
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previously  reported  (1).  The  advan- 
tage of  TENS  and  electroacupunc- 
ture is  that  they  are  noninvasive, 
with  minor  if  any  side  effects. 

Treatment  by  stimulation  does, 
however,  involve  significant  frequent 
participation  by  the  health-care 
provider  over  a long  period  (>6 
weeks).  The  frequent  visits  and  close 
follow-up  may  contribute  to  the  re- 
covery. Even  though  electroacupunc- 
ture appears  to  produce  good  relief 
from  pain,  careful  studies  occasion- 
ally show  that  even  established  tech- 
niques that  appear  to  be  successful 
have  no  greater  benefit  than  placebo 
(3).  Electroacupuncture  should  be 
evaluated  in  well-controlled  studies 
with  a significant  number  of  patients 
before  we  can  reach  valid  conclu- 
sions regarding  its  role  in  the  man- 
agement of  RSD.  Although  we  await 
confirmation  by  rigorous  studies, 
electroacupuncture  should  be  con- 
sidered before  more  invasive  proce- 
dures such  as  sympathectomy  or  im- 
plantation of  epidural  stimulators. 
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Physicians’  management  of  health  effects  related 
to  industrial  exposures:  two  case  reports 
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Although  physicians  play  a vital  role 
in  diagnosing  and  treating  health  ef- 
fects related  to  industrial  exposures, 
most  physicians  have  limited  train- 
ing in  occupational  and  environ- 
mental medicine.  Two  cases  of  in- 
dustrial exposure,  one  affecting  an 
individual  and  the  other,  a commu- 
nity, are  described  to  illustrate  the 
need  for  physicians’  awareness  of 
such  exposure  and  their  need  to 
know  how  to  manage  potential 
health  effects.  Resources  to  assist  in 
identifying  and  managing  these  ex- 
posures and  their  related  conditions 
are  discussed. 
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Public  concern  about  acute  and 
chronic  health  effects  associat- 
ed with  occupational  and  envi- 
ronmental exposures  to  industrial 
chemicals  is  growing.  While  consid- 
erable exposure  both  to  natural  and 
to  man-made  substances  in  the  envi- 
ronment is  increasing,  information 
about  toxicity  needed  to  assess  po- 
tential health  effects  for  most  of  these 
substances  is  limited  or  completely 
lacking  (1).  According  to  an  estimate 
based  on  the  Chemical  Abstracts  Ser- 
vice Registry,  more  than  5 million 
chemicals  are  known  to  exist  (1).  The 
Toxic  Substances  Control  Act  Inven- 
tory lists  48,523  chemical  substances 
in  commercial  use  (1)  while  the  Envi- 
ronmental Protection  Agency’s  Inven- 
tory of  Chemical  Substances  exceeds 
55,000  commercial  chemicals  (2).  No 
information  regarding  toxicity  is 
available  for  more  than  80%  of  those 
chemicals  (1). 

Physicians  play  an  essential  role 
in  diagnosing,  treating,  and  manag- 
ing conditions  and  illnesses  related 
to  chemical  exposures;  however,  less 
than  1%  of  the  more  than  half  a 
million  US  physicians  specialize  in 
occupational  or  environmental 
medicine.  Consequently,  most  per- 
sons with  occupational  and  environ- 
mentally-related illnesses  are  treated 
by  nonspecialists  (3).  To  effectively 
treat  such  patients,  primary-care 
physicians  must  be  knowledgeable 
about  or  have  ready  access  to  infor- 
mation about  chemical  exposures 
and  their  potential  health  effects. 

Cullen  (4)  has  noted  that  neither 
adequate  physician  training  nor  the 
scientific  foundation  about  many  oc- 
cupational diseases  needed  to  sup- 
port clinical  decision  making  cur- 
rently exists.  Most  medical  schools 
offer  limited  formal  training  in  diag- 
nosing and  treating  health  effects  re- 
lated to  occupational  exposures  (5). 


Although  results  from  recent  surveys 
show  an  increase  in  the  number 
of  US  medical  schools  where  occu- 
pational health  was  taught  (from 
50%  in  1977-1978  to  66%  in 
1982-1983)  and  in  the  percentage 
of  schools  in  which  it  was  a required 
part  of  the  curriculum  (from  30%  to 
54%),  the  median  amount  of  re- 
quired curriculum  time  for  occupa- 
tional health  in  those  programs  re- 
mained the  same  across  the  surveys 
— only  4 hours  (5).  Moreover,  the 
subject  matter  related  to  occupation- 
al diseases  is  usually  taught  as  part 
of  another  course  such  as  Public 
Health  or  Community  Health,  or  it 
is  taught  by  case  examples.  In  Texas, 
all  medical  schools  include  lectures 
or  course  materials  on  diagnosis  and 
prevention  of  occupational  diseases, 
but  the  time  allocated  is  only  1 to  3 
hours,  usually  during  the  third  year. 

This  lack  of  emphasis  on  occupa- 
tional health  in  medical  school  cur- 
ricula is  reflected  in  the  results  of  a 
cross-sectional  survey  in  two  institu- 
tions that  assessed  attitudes  and 
knowledge  about  occupational 
health  held  by  medical  students  be- 
ginning medicine  clerkships,  interns 
in  medicine  or  family  practice,  and 
teaching  clinicians  (chief  residents, 
faculty,  and  fellows)  in  those  fields 
(6).  Interns  reported  an  average  of  8 
hours  of  occupational  health  train- 
ing during  medical  school,  while  stu- 
dents and  teaching  clinicians  report- 
ed averages  of  5 and  3.6  hours, 
respectively.  Nearly  one-third  of  the 
interns  recalled  no  medical  school 
training  in  occupational  health; 
however,  students  and  interns  rated 
occupational  health  to  be  more  im- 
portant than  did  teaching  clinicians. 

Even  if  this  segment  of  the  medi- 
cal school  curriculum  were  expand- 
ed, expecting  physicians  to  be 
knowledgeable  about  the  health  ef- 
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fects  of  the  vast  number  of  potential 
chemical  exposures  is  unrealistic.  It 
is  not  unrealistic,  however,  to  edu- 
cate physicians  about  resources 
available  to  them  for  dealing  with 
the  health  effects  of  those  exposures, 
such  as  occupational  medicine  text- 
books and  existing  federal  and  local 
agencies  and  organizations,  some  of 
which  have  treatment  protocols.  In 
fact,  impending  compliance  with  Ti- 
tle III  of  the  Superfund  Amendment 
and  Reauthorization  Act  (SARA) 
has  produced  increased  interest  in 
developing  such  protocols  for  per- 
sons exposed  to  hazardous  sub- 
stances. For  example,  Los  Angeles 
County  Department  of  Health  Ser- 
vices has  developed  a set  of  treat- 
ment protocols  for  some  materials 
commonly  encountered  in  their  area 
(7),  and  other  countries  are  begin- 
ning to  develop  protocols  for  the 
medical  management  of  industrial 
disasters  (8). 

Because  more  than  38,000  chemi- 
cals are  used  along  the  Gulf  Coast 
(Gary  Friedman,  personal  communi- 
cation), a similar  approach  used  in 
certain  areas  of  Texas  would  enhance 
the  ability  of  physicians  to  identify 
quickly  and  to  treat  appropriately  ex- 
posures resulting  from  industrial  acci- 
dents. We  describe  here  two  industrial 
accidents  in  the  Houston-Galveston 
area  that  illustrate  the  desirability  of 
such  an  approach.  The  first  report, 
the  case  of  a worker  with  acrylonit- 
rile poisoning,  focuses  on  the 
identification  of  the  exposure,  the 
treatment,  and  the  clinical  course  of 
the  episode.  The  second  report  de- 
scribes the  medical  response  to  a com- 
munity-wide exposure  to  hydrofluoric 
acid  resulting  from  an  industrial  acci- 
dent. Case  reports  are  an  important 
mechanism  not  only  for  communicat- 
ing clinical  details  of  unusual  cases 
but  also  for  communicating  the  iden- 


tification of  hazards  and  for  describ- 
ing the  medical  community’s  response 
to  them  (9). 

Case  report  number  1: 
individual  exposure  to 
acrylonitrile 

A 25-year-old  Vietnamese  contract 
laborer  became  ill  while  cleaning 
railway  tank  cars.  His  lack  of 
knowledge  of  the  English  language 
prevented  his  understanding  the 
warning  signs  about  a residual  toxic 
chemical  and  contributed  to  his  be- 
coming exposed  to  acrylonitrile 
(known  also  as  vinyl  cyanide)  within 
a tank  car. 

After  being  inhaled  or  cutaneous- 
ly  absorbed,  acrylonitrile  is  metabo- 
lized to  cyanide,  and  its  metabolites 
are  excreted  in  urine.  Acute  toxic  ef- 
fects in  humans  have  been  attributed 
to  the  action  of  cyanide  and  resem- 
ble cyanide  poisoning.  Symptoms  of 
acute  toxicity  include  nausea,  dizzi- 
ness and  seizures,  respiratory  dis- 
tress and  irritation,  cyanosis,  shock, 
and  cardiorespiratory  arrest. 

Coworkers  reported  that  the  pa- 
tient complained  of  nausea  and 
headache  and  that  he  was  disorient- 
ed. He  was  brought  by  automobile 
to  see  a general  practitioner  who  re- 
ferred him  to  the  hospital  for  admis- 
sion because  of  his  lethargy  and  con- 
fusion. His  clothes,  which  had  been 
contaminated  with  acrylonitrile,  had 
not  been  changed.  The  emergency 
room  physician  admitted  him  with- 
out specific  orders.  The  patient’s 
continuing  ill  appearance  and  confu- 
sion concerned  his  nurses,  so  an  in- 
ternist (BLB)  was  consulted  and  told 
that  the  patient  “.  . . had  breathed 
something  and  didn’t  look  at  all 
well.”  Further  questioning  over  the 
phone  with  a coworker  confirmed 
that  the  substance  was  acrylonitrile. 


The  probable  route  of  exposure  was 
initially  inhalation  and  later  percuta- 
neous absorption  from  contaminat- 
ed clothing. 

The  patient’s  transfer  to  an  inten- 
sive care  unit  (ICU)  and  acquisition 
of  a cyanide  kit  were  arranged  by 
phone.  (At  a minimum,  a cyanide  an- 
tidote kit  should  contain  several  am- 
pules of  amyl  nitrite.  Additional 
components  may  include  sodium  ni- 
trite, sodium  thiosulfate,  disposable 
syringes,  needle,  tourniquet,  and  a 
gastric  lavage  tube.  Some  evidence 
suggests  that  hydroxocobalamin  may 
be  of  value  and  should  be  included  in 
the  antidote  kit  in  the  future.) 

In  the  ICU,  the  patient  had  a 
grand  mal  seizure  and  became  co- 
matose. An  endotracheal  tube  was 
placed  in  the  patient  and  100%  oxy- 
gen was  administered.  Blood  gases 
at  this  time  showed  a pH  of  6.5. 
Two  ampules  of  bicarbonate  were 
given,  a central  venous  catheter  was 
inserted,  and  the  cyanide  kit  was  ad- 
ministered, ie,  two  ampules  of  amyl 
nitrite,  followed  by  300  mg  of  sodi- 
um nitrite  administered  intravenous- 
ly, followed  by  12.5  g of  thiosulfate. 
After  the  patient  was  treated  with 
the  cyanide  kit,  a blood  sample  was 
drawn  for  methemoglobinemia;  the 
value  was  1.4  with  normal  being  less 
than  0.8.  The  rationale  for  inducing 
methemoglobinemia  in  acrylonitrile 
poisoning  is  that  cyanide  has  a 
greater  affinity  for  methemoglobin 
than  for  oxyhemoglobin.  By  induc- 
ing methemoglobinemia  through  the 
administration  of  nitrites,  the  physi- 
cian seeks  to  increase  binding  of 
cyanide  to  methemoglobin.  After 
treatment  with  the  cyanide  kit,  the 
arterial  blood  was  dark  and  a bluish 
discoloration  was  noted  on  the 
patient’s  nail  beds  and  lips.  After  re- 
ceiving 15  ml  of  1%  methylene  blue 
for  treatment  of  presumed  excessive 
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methemoglobinemia,  the  patient 
seemed  to  improve  and  became 
arousable.  A repeat  blood  gas, 
drawn  about  1-1/2  hours  later, 
showed  a pH  of  6.8.  Another  two 
ampules  of  bicarbonate  were  given 
intravenously  followed  by  an  infu- 
sion of  two  ampules  of  bicarbonate 
per  liter  at  150  ml/h.  When  the  en- 
dotracheal tube  was  removed  the 
next  day,  the  patient  was  neurologi- 
cally  intact.  He  was  discharged  on 
the  third  day  and  has  had  no  further 
symptoms. 

Because  the  internist  was  particu- 
larly interested  in  toxic  exposures 
and  had  recently  completed  a course 
in  occupational  epidemiology,  he  had 
compiled  technical  data  on  a number 
of  chemicals,  including  acrylonitrile, 
that  were  produced  in  the  geographic 
area  served  by  his  medical  group.  In 
this  situation,  experience  and  train- 
ing in  occupational  medicine  and 
available  information  to  identify  the 
chemical  exposure  and  its  appropri- 
ate treatment  contributed  to  averting 
a death.  The  physician  encountered 
the  patient  in  an  emergency  setting  at 
an  acute  stage  of  chemical  poisoning 
with  little  time  to  research  the  toxic 
properties  of  the  chemical  exposure. 

Case  report  number  2: 
community  exposure  to 
hydrofluoric  acid 

On  October  30,  1987,  at  approxi- 
mately 5:20  pm,  the  convection  sec- 
tion of  a hydrofluoric  (HF)  acid  alky- 
lation heater  was  dropped  while 
being  moved  by  a crane  at  an  oil 
refinery  in  the  Houston-Galveston 
area.  Two  relief  valves  on  top  of  an 
HF  storage  tank  were  sheared  off,  re- 
leasing an  estimated  50,000  pounds 
of  HF  and  200  to  300  barrels  of 
isobutane  into  the  atmosphere.  Most 
of  the  release  occurred  within  the 


first  2 hours  after  the  accident  as  the 
tank  depressurized,  but  vapor  contin- 
ued to  be  released  intermittently  until 
the  holes  were  plugged  2 days  later. 
A 200-block  area  was  evacuated  for 
approximately  48  hours  following 
the  accident. 

The  acute  health  risks  associated 
with  exposure  to  HF  liquid  and  its 
vapors  are  extremely  dangerous. 
The  harmful  physiologic  results 
include  dehydrating,  corrosive,  and 
specific  toxic  effects  of  the  fluoride 
ion.  These  effects  can  be  immediate 
or  delayed,  depending  upon  the  con- 
centration of  the  acid  at  the  time  of 
exposure.  The  skin,  eyes,  and  lungs 
are  the  systems  affected  immediately 
in  an  acute  exposure  through  inhala- 
tion. Hypocalcemia  may  be  caused 
by  precipitation  of  calcium  by  the 
fluoride  ion  and  may  necessitate  car- 
diac monitoring.  Hypomagnesemia 
may  also  occur.  The  preferred  and 
definitive  treatment  in  HF  exposure 
is  the  use  of  calcium  gluconate  in  the 
appropriate  medium  (eg,  gel,  irriga- 
tion solution,  or  saline)  to  neutralize 
the  fluoride  ion  (10). 

In  all,  939  persons  were  seen  for 
symptoms  related  to  HF  exposure 
over  a 48-hour  period  at  two  local 
hospitals.  Ninety-four  individuals 
were  hospitalized  with  an  average 
stay  of  approximately  2 days.  The 
most  common  symptoms  for  pa- 
tients who  were  seen  in  the  emergen- 
cy rooms  and  released  were  burning 
or  irritation  of  the  eyes,  burning  of 
the  throat,  and  headache.  The  most 
frequent  symptoms  of  those  admit- 
ted to  the  hospital  included  short- 
ness of  breath,  irritation  of  the  eyes, 
and  coughing.  Of  the  hospitalized 
patients,  about  18%  had  calcium 
levels  of  less  than  2.12  mmol/L,  and 
about  40%  had  less  than  80%  of 
the  predicted  value  for  forced  expi- 
ratory volume  in  the  first  second. 


No  fatalities  occurred  in  either  the 
hospitalized  patients  or  the  emergen- 
cy room  patients  (11). 

On  the  evening  of  the  incident, 
the  local  refinery  physician,  who 
knew  about  diagnostic  and  treat- 
ment protocols  for  HF  exposure, 
was  notified  of  the  spill.  He  went  to 
the  local  hospital  where  most  of  the 
cases  were  seen,  and  he  communi- 
cated the  necessary  medical  informa- 
tion to  emergency  room  personnel 
and  physicians  there.  The  informa- 
tion also  was  conveyed  to  the  other 
treating  facility.  Other  sources  of 
medical  information  about  HF  ex- 
posure used  to  respond  to  the  acci- 
dent included  the  local  poison  con- 
trol center  and  the  Material  Safety 
and  Data  Sheets  (MSDS)  on  HF, 
which  were  available  in  the  emer- 
gency room  (12).  The  day  after  the 
spill,  a physician  with  expertise  in 
treating  occupational  HF  exposure 
was  flown  in  to  provide  further  ad- 
vice to  local  physicians. 

Discussion 

Both  of  these  examples  underscore 
the  need  for  physicians’  awareness 
and  for  immediate  medical  response. 
As  these  two  case  reports  illustrate, 
many  resources  are  available  to  help 
physicians  and  other  health  care 
professionals  in  identifying  chemical 
exposures  in  order  to  better  treat  the 
conditions  that  result.  Resources  in- 
clude standard  occupational  medi- 
cine textbooks,  such  as  those  recom- 
mended by  the  Subcommittee  of  the 
American  Occupational  Medical  As- 
sociation’s Council  on  Education 
(13,14),  or  on-line  microcomputer- 
assisted  exposure-disease  linkage 
programs  (13,15).  Other  sources  of 
information  that  are  helpful  in  emer- 
gencies are  shown  in  Fig  1. 

In  the  case  of  the  community  ex- 
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posure,  the  local  poison  control  cen- 
ter was  called  upon  to  provide  infor- 
mation on  HF.  Although  poison 
control  centers  have  traditionally 
emphasized  prevention  and  treat- 
ment of  acute  reactions  to  pharma- 
ceuticals and  consumer  products, 
approximately  8%  of  453,178  cases 
of  poison  exposure  in  persons  13 
years  and  older  in  the  United  States 
in  1988  were  related  to  occupational 
exposures  (16,17).  The  primary  ad- 
vantage of  a poison  control  center  is 
its  24-hour  availability  in  an  acute 
crisis.  Further,  a call  may  be  initiated 
by  any  interested  party,  eg,  a health 
care  provider,  index  case,  or 
coworker,  without  regard  to  com- 
pensation claims  or  government  in- 
tervention (16). 

The  MSDS,  the  mechanism  used 
to  distribute  information  about 
chemical  hazards  under  the  Occupa- 
tional Safety  and  Health  Adminis- 
tration’s Hazard  and  Communica- 
tion Standard  (12),  also  proved 
helpful  in  the  HF  accident.  Another 
source  for  information  and  consulta- 
tion on  health  issues  related  to  toxic 
substances  is  the  US  Public  Health 
Service’s  Agency  for  Toxic  Substance 
and  Disease  Registry  (ATSDR), 
which  is  available  by  telephone  on  a 
24-hour  basis  (telephone  number 
(404)  639-0615).  In  addition  to  this 
hotline,  ATSDR  has  produced  toxi- 
cologic profiles  for  various  chemi- 
cals as  well  as  a number  of  self-di- 
rected instructional  case  studies  in 
environmental  medicine  (Fig  1). 
These  materials  cover  toxic  chemi- 
cals including  lead,  arsenic,  dioxin, 
benzene,  cyanide,  and  radon. 

The  Institute  of  Medicine  con- 
vened a committee  that  in  1988  pub- 
lished its  recommendations  for  facili- 
tating the  important  role  played  by 
primary-care  physicians  in  environ- 
mental and  occupational  medicine 


(3).  Besides  recommending  changes 
in  the  education  of  future  physicians, 
the  committee  recommended  im- 
proved sources  of  information  — for 
example,  a single-access  point  service 
similar  to  that  of  a poison  control 
center,  greater  availability  of  comput- 
er-based data-handling  systems,  local 
profiles  of  disease  or  exposure 
patterns  fromi  the  health  department, 
and  increased  publication  of  relevant 
articles  in  journals  of  clinical 
medicine.  To  address  the  shortage  of 
specialists  in  occupational  medicine, 
the  committee  recommended  the 
evaluation  of  a new  mechanism  of 
certification  of  special  clinical  compe- 
tence (similar  to  that  in  geriatrics). 
Suggested  interventions  in  the  health- 
care system  to  foster  the  role  of  the 
primary-care  physician  included  clar- 
ifying the  physician’s  legal  obligation 
and  status  in  cases  of  occupational 
illness  and  improving  the  system  of 
economic  reward  for  individuals  suf- 
fering from  and  physicians  treating 
illnesses  related  to  occupation  and 
environment  (3). 

Currently,  the  National  Institute 
for  Occupational  Safety  and  Health 
supports  Educational  Resource  Cen- 
ters to  offer  postgraduate  training 
and  continuing  education  courses 
for  physicians  (2).  The  National  In- 
stitute of  Environmental  Health  Sci- 
ences offers  short-term  training  for 
medical  students  in  disciplines  relat- 
ed to  environmental  and  occupa- 
tional medicine  through  two  funding 
mechanisms  (18).  In  the  long  term, 
continued  efforts  to  emphasize  occu- 
pational health  in  the  curricula  of 
medical  schools  will  facilitate  the  in- 
tegration of  occupational  medicine 
into  the  traditional  medical  care  sys- 
tem and  will  improve  the  recogni- 
tion, treatment,  and  ultimately  the 
prevention  of  health  problems  relat- 
ed to  occupation  (4,19). 


In  the  short  term,  the  medical  re- 
sponse to  industrial  accidents  in 
Texas  would  be  greatly  facilitated  by 
adopting  an  approach,  similar  to 
that  developed  for  Los  Angeles 
County  (7),  in  which  treatment  pro- 
tocols would  be  available  for  haz- 
ardous substances  common  to  the 
Texas  Gulf  Coast.  Such  an  effort  has 
been  initiated  by  the  Toxic  Fume  In- 
halation Center  located  at  Hermann 
Hospital  in  Houston,  Tex.  Current- 
ly, staff  of  this  center  are  compiling 
a list  of  chemicals  used  by  compa- 
nies in  the  Houston-Galveston  area; 
this  compilation  will  be  published 
and  available  on  computer  to  expe- 
dite the  treatment  of  injuries  and  ill- 
nesses caused  by  chemical  exposures 
(Gary  Friedman,  personal  communi- 
cation). In  addition,  the  center  plans 
to  create  treatment  protocols  and  to 
stock  antidotes  for  chemical  expo- 
sures likely  to  occur  in  this  area.  The 
primary  goals  of  the  center  are  to 
treat  chemical  exposures  and  to 
serve  as  a resource  for  physicians 
and  industry  rather  than  to  be  a gen- 
eral information  resource  such  as 
poison  control  centers.  If  this  ap- 
proach proves  useful,  it  could  be  ex- 
panded to  other  regions  in  Texas 
and  elsewhere. 
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1.  Resources  for  information  on  toxic  chemicals. 

Texas 

Poison  Control  Center  for  Texas 
(800)  392-8548 

24-hour  emergency  response  number  for  medical  personnel 

Toxic  Fume  Center 
(713)  797-3111 

National 

Agency  for  Toxic  Substances  and  Disease  Registry  (ATSDR)  of  the  US  Public  Health  Service 
(404)  639-0616 

24-bour  emergency  response  number 

Additional  resources  from  ATSDR: 

National  Technical  Information  Service 
5285  Port  Royal  Rd 
Springfield,  VA  22161 
(800) 336-4700 

Toxicologic  profiles  for  various  chemicals 

Donna  Orti 
ATSDR,  E33 

Division  of  Health  Education 
1600  Clifton  Rd,  NE 
Atlanta,  GA  30333 

Case  studies  in  environmental  medicine 

Chemtrac  (sponsored  by  Chemical  Manufacturers  Association) 

(800)  424-9300 

National  Pesticide  Telecommunication  Network 
(800)  858-7378 

Material  Safety  Data  Sheets  (MSDS) 

Provided  by  chemical  companies  and  distributed  through  Local  Emergency  Planning 
Committees  (LEPC)  of  the  Superfund  Amendment  and  Reauthorization  Act  (SARA). 
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PHYSICIANS.  THERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN  THE 
ARMY  RESERVE 
WE  THINK 
YOU'LL  LIKE. 


One,  time.  We  know  how  tough 
it  is  for  a busy  physician  to  make 
weekend  time  commitments.  So  we 
can  offer  the  kind  of  flexible  time 
scheduling  that  allows  a physician  to 
share  sixteen  hours  a month  with  his 
or  her  country.  We  can  arrange  a 
schedule  to  suit  your  requirements. 

Two,  the  opportunity  to  explore 
other  phases  of  medicine,  to  add  a 
different  kind  of  knowledge  — the 
challenge  of  military  health  care.  It’s  a 
flexibility  that  could  prove  to  be  both 
stimulating  and  rewarding,  with  the 
opportunity  to  participate  in  a variety 
of  programs  that  can  put  you  in  con- 
tact  with  medical  leaders  from  all 
over  the  country. 

See  how  flexible  we  can  be;  call 
our  Army  Medical  Personnel 
Counselor: 


BE  ALL  YOU  CAN  BE. 

ARMY  RESERVE 


SCOTT&WHITE 


ri;xAS  AlS,\i  i nin  i-ksi  ia 

)COLLEGE'/ MEDICINE 


(;  ()  I.  I,  I-;  (,  K s I \ I I ()  \ 


I I M I’  I I-, 


Tenth  Annual 

INTERNAL  MEDICINE  REVIEW 

for  the 

Primary  Care  Physician 

August  5-9,  1991 


Sheraton  South  Padre  Island  Beach  Resort 
South  Padre  Island,  Texas 


the  program  is  designed  to  provide  the  primary  care  physician  with  information  useful  in  directly 
assisting  in  patient  care.  Emphasis  will  be  placed  on  the  important,  practical  aspects  of  critical  care, 
cardiovascular  medicine,  as  well  as  common  complaints  seen  in  the  office  from  a subspecially  viewpoint. 
Radiology,  orthopedics,  rheumatology,  pain  management,  urology  and  infectious  diseases  will  also  be 
addressed. 

Contact:  Ada  Brandemuehl,  Office  of  Continuing  Medical  Education,  Scott  and  White 
(817)  774-2350 


Todas^ 

women  can  have  it  all. 
Exciting  careers,  loving  families, 

and  heart  attacks. 

Heart  attack  is  by  far  the  biggest  killer  of  American  women,  claiming  nearly  250,000  lives  each  year. 

But  there  is  hope.  Thanks  to  AHA-supported  research  and  educational  efforts,  millions  of  women  have  learned 
how  to  reduce  their  risk.  And  you  can,  too,  by  calling  or  writing  your  nearest  American  Heart  Association. 


American  Heart 
Association 

This  space  pro\  ided  as  a public  service 


GUINEA  PIGS. 


With  all  good  intentions,  the  government  is 
attempting  to  reform  Medicare.  Struggling  to  patch 
together  an  antiquated  system  which,  by  its  own 
estimates,  is  destined  to  be  bankrupt  shortly  after  the 
year  2000. 

One  attempt  at  reform  calls  for  price  controls  on 
physician  services.  Who  would  pay  the  price  of  this 
legislated  trial  and  error.^  Medicare  patients,  ultimately. 
If  these  price  control  measures  are  put  into  place, 
medical  care  for  Medicare  patients  will  be  severely 
limited.  At  least  that’s  the  conclusion  of  noted  econo- 
mist William  J.  Baumol.  A conclusion  endorsed  by 
two  Nobel  laureates. 

The  AMA  knows  that  even  with  Medicare,  many 
senior  citizens  can’t  afford  the  quality  medical  care 
they  need.  Solving  the  problem  of  rapidly  rising  medi- 
cal costs  is  one  of  our  top  priorities.  That’s  why  we 
keep  in  constant  touch  with  the  U.S.  Department  of 


Health  and  Human  Services.  It’s  why  we  encourage 
Congressional  support  for  legislation  based  on  our 
draft  Medicare  reform  bill.  And  why  we  commissioned 
the  Baumol  report. 

It’s  a complex  issue  and  we  don’t  have  all  the 
answers.  But  one  thing  we’re  sure  of:  the  answer 
is  NOT  government-imposed  price  controls.  With 
the  support  of  our  members,  we’ve  helped  to  defeat 
mandatory  Medicare  assignment  time  after  time. 

But  we  can’t  continue  winning  the  battle  against 
price  control  and  ensure  affordable,  accessible  quality 
care— not  without jvowr  help. 

Our  members  make  a difference. 

If  you  ’re  already  a member,  we  need  your 
continued  support.  If  you  ’re  not, 

JOIN  TODAY. 

Call  1-800-AMA-1452 


In  most  cases,  medical  association  dues  may  be  deductible  as  professional  or  business  expenses. 

Dues  and  other  contributions  to  the  AMA  are  not  deductible  as  charitable  contributions  for  Federal  income  tax  purposes. 
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American  Heart 
Association 


This  space  provided  as  a public  service. 


Pass  along  an 

HEIRLOOM  MORE 
VALUABLE  THAN  GOLD. 

Life. 

When  you  make  a bequest 
to  the  American  Heart 
Association,  you’re  passing 
along  a precious  legacy'.  The 
gift  of  life.  That’s  because 
your  contribution  supports 
research  that  could  save  your 
descendants  from  America’s 
number  one  killer. 


What’s  more,  your  gift  doesn’t 
have  UT  diminish  the  estate 
you  leave  to  your  family.  It 
may,  in  fact,  reduce  estate 
taxes  and  current  taxes  as 
well. 


To  learn  more  about  the 
Planned  Giving  Program,  call 
us  today.  It’s  the  first  step  in 
making  a memory  that  lasts 
beyond  a lifetime. 


Patient  Instructions  for  your  PC  • Only  $495 


“What  did  the  doctor  tell  you?” 

“Yo  no  se.” 

Patients  don’t  follow  instructions.  They  forget  what 
you  tell  them.  They  call  back  and  ask  questions. 

And  it’s  all  your  fault. 

Put  it  in  writing. 

Give  your  patients  instructions  in  plain  English  and  Spanish  with 
the  Discharge  Instruction  System™  package. 

• Patients  don’t  have  to  remember  everything. 

• Compliance  is  improved. 

• Telephone  questions  are  reduced. 

• Patients  like  good,  written  instructions. 

Other  instruction  packages  cost  over  $5,000.  Here’s  what  ours 
does  for  only  $495: 

• Over  200  different  patient  instructions. 

• All  instructions  in  both  languages. 

• Edit  and  add  your  own  instructions  with  the  included  word 
processor. 

• Runs  on  any  IBM-compatible  PC  and  printer. 

• 30-day,  money-back  guarantee.  If  you  don’t  like  it  for  any 
reason,  just  send  it  back  for  a full  refund.  Period. 

Call  us!  Free  demo  disk,  $495  for  the  complete  package. 
MasterCard,  Visa,  COD,  checks  and  hospital  P.O.  accepted. 

Automedics,  Inc. 

476  Hwy  At  A,  Suite  6A  • Satellite  Beach,  FL  32937  • (407)  773-0012 

Reseller  Inquiries  Invited 


Texas  Physicians’ 
Directory 

Allergy  Dermatology 


HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-Allergy-Nutrition-Stress) 

Established  in  1 984.  (Concept  of  treatment  outlined  & published  in  International 
Rhinology  Supp.  2 1987)  S.  Hoover  MD 

(Oto-Rhino-laryngologist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recurrent 
Headaches  (namely:  Class,  Migraine,  Clusters,  tension,  premenstrual,  sinus, 
everyday,  and  headache  of  relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives, 
muscle-relaxants,  cafe-ergot,  methylsergide  nor  B Blockers 

1/45  N.  Frwy.  7324  SW  Frwy  @ Fondren 

1 50  W.  Parker  Rd.  Arena  Tower  II  #755 

Houston,  TX  77076  Houston,  TX  77074 

713  694-8188 
F/\X  713  650-1941 


CORPUS  CHRISTI  ALLERGY  & 
ASTHMA  CENTER 
JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks 
Dorsal  Column  Stimulation 


Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
77082;  713  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 
XOCHITL  B.  SANCHEZ,  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 
Thermography,  Dorsal  Column  Stimulation 

7777  Forest  Lane  Suite  C-538  (214)  661  -4890 

Dallas,  Texas  75230  Answered  24  hours 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  641 1 Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  aoute,  subacute, 
and  chronic  pain  patients.  The  center's  total  management  of  each  patient’s  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

JOSEPH  C.  GABEL,  MD 
Acting  Director 

ROBERTA.  FINNEGAN,  MD  AARON  CALODNEY,  MD 

Coordinator,  Outpatient  Services  Coordinator,  Inpatient  Services 

Diplomates  American  Board  of  Anesthesiology 


JOHN  ADNOT,  MD 

Mohs  Micrographic  Surgery  for  Skin  Cancer 

4200  S.  Hulen  #400 

Ft.  Worth.  Texas  76109;  817  377-0626 


DAVID  R.  WEAKLEY,  MD,  FACP 
DENIS  L.  BEAUDOING,  MD 

Dermatology  and  related  Allergy 

Dermatologic  Surgery,  Cosmetic  and  Laser  Surgery 

Diseases  of  the  skin,  dermabrasion,  chemical  peeling,  collagen,  sclerotherapy, 
lipoinjection,  allergy  and  cosmetic  counseling 

Medical  City,  Dallas  Suite  21 4A,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


DERMATOLOGY  ASSOCIATES  OF 
SAN  ANTONIO 

James  Lewis  Pipkin,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 
Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209; 

512  222-8651, 222-2001 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Endocrinology 

ERIC  A.  ORZECK,  MD,  FACP 
Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


Family  Practice 

DALIJ\S  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dalias  Parkway,  Suite  306,  Dailas,  Texas  75240, 

214  661-9902 

Director;  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  tor  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment, biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 
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Hand  Surgery 


L.  LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


KENNETH  D.  GLASS,  MD,  FAOS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALO\S 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  8116,  Dallas,  Texas  75230; 

214  661-7010 


REGIONAL  HAND  CENTER  FOR  WEST  TEXAS 
AND  EASTERN  NEW  MEXICO 

Royce  C.  Lewis,  Jr.,  MD 

3502  9th  Street,  Suite  G10 

Lubbock,  Texas  79415-3300;  806  744-7003 


Neurological  Surgery 


DOCTORS  SMITH,  WHEELER,  PARKER, 
AND  CRAVENS,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
George  F.  Cravens,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
Gamma  Knife  Radiosurgery 

Charles  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

Morris  Sanders,  MD  Richard  H.  Jackson,  MD 


Presbyterian  Professional  Bldg.,  8230  Walnut  Hill  Lane,  Suite  610; 
Dallas,  Texas  7.5231 ; 214  369-7596 

St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd. .Suite  620 
Dallas,  Texas  75235;  214  637-0420 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 
HERBERT  0.  ALLEN,  MD,  FACNM 

Texas  Medical  Center,  641 1 South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology.  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology,  Neurology,  Neurosurgery,  Urology.  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  FACNM,  Director — 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Occupational  Medicine 


OCCUPATIONAL  AND  ENVIRONMENTAL  MEDICINE  CENTER 

Diagnosis  & Treatment  of  Chemical  Exposures 

Occupational  and  Disability  Evaluations 

Tertiary  Care  in  a Major  Teaching  Hospital 

Physicians  Board  Certified  in  Occuptional  and  Pulmonary  Medicine 

Hermann  Hospital 
641 1 Fannin 
Houston,  Texas  77030 
713  797-3111 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821  -4540 


ROBERT  D.  GROSS,  MD,  FAAP 

Children’s  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 


BRUCE  0.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


LOUIS  M,  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton.  El  Paso,  Texas  79902;  915  545-2333 


RETINA-VITREOUS  ASSOCIATES 
W.  Rex  Hawkins,  MD 

Diabetic  Retinopathy-Macular  Degeneration-Retinal  Detachment 

1200  BInz,  Suite  400,  Houston,  Texas  77004 
713  528- 1 1 22  or  1 -800-638-01 1 4 
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VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  81 7 332-6200 


Orthopedic  Surgery 


L.  Ray,  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 


W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas,  Texas  75235  214  350-7500 


Richard  E.  Jones,  MD 
Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Kevin  Gill,  MD 
James  L.  Ough,  MD 
Marvin  E.  Van  Hal  MD 


Scott  L.  Blumenthal,  MD 
Scott  O.  Paschal,  MD 
L.  T.  Johnson,  MD 
Kenneth  Driggs,  MD 
Charles  E.  Cook,  MD 


Physical  Medicine  & 
Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomats  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 


A Prpifoccir^nol  A 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


1 02  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth.  Texas  76104;  81 7 335-4316,  800  542-2663 

Louis  J.  Levy,  MD,  PA,  Retired 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L Brotherton,  MD 


J,  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 


THE  INSTITUTE  FOR  REHABILITATION 

AND  RESEARCH  (TIRR) 

in  the  Texas  Medical  Center,  Houston,  Texas 


Comprehensive  care  hospital  specializing  in  rehabilitation  care  for  persons  dis- 
abled by  injury  or  disease.  Inpatient  and  outpatient  services. 


Spinal  Cord  Injury 
Brain  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 
Restorative  Surgery 
Scoliosis 
Spina  Bifida 
Neuromuscular 


Accredited  by:  Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


1701  Pine  Street,  Abilene,  Texas  79601;  915  677-6219 


Patient  Services  Coordinator;  713  797-5922  or  1 -800-44REHAB 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.W.  Bendel,  Jr,  MD 

E.E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLV\S 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD  Kurt  W.  Rathjen,  MD 

Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  21 16 
Dallas,  Texas  75230;  214  661-7010 


ORTHOPAEDIO  FOOT  SURGERY  AT  DALLVVS 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane.  Suite  105,  Dallas  75231;  214  369-4361 


WARM  SPRINGS  REHABILITATION  HOSPITALS 

Specialized  in-patient  and  out-patient  rehabilitation  programs  and  elec- 
trodiagnotic  evaluation  for  adults  and  children. 

Brain  Injury 

Spinal  Cord  Injury 

Stroke  and  Neurological  Disorders 

Orthopedic 

Gonzales:  PO  Box  58,  Gonzales,  Texas  78629 
800/792-WARM,  512/672-6592-Admissions  Coordinator 

Larry  Browne,  MD  Medical  Director 

William  F,  Blackerby,  Ph.D.  Director  of  Brain  Injury  Systems 

Robert  McNew,  Administrator 

San  Antonio:  5101  Medical  Drive,  San  Antonio,  Texas  78229  800/451-1350. 
51 2/691  -01 00-Admissions  Coordinator 

Alex  C,  Willingham,  MD,  Medical  Director 
Brian  C.  Buck,  MD,  Director  of  Pediatric  Rehabilitation 
William  F.  Blackerby,  Ph.D.  Director  of  Brain  Injury  Systems 
Rick  Marek,  Administrator 
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Plastic  Surgery 


HOUSTON  PU\STIC  SURGERY  ASSOOIATES 

Simon  Fredricks.  MD.  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora.  MD,  FACS  Steven  M.  Hamilton.  MD 

David  J.  Katrana,  DDS,  MD,  FACS 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin.  Suite  750,  Flouston,  Texas  77030;  713  795-5575 

PU\STIC  SURGERY  GENTER  OF  THE  SOUTHWEST 

Charles  A.  Wallace,  MD 

Plastic  and  Reconstructive  Surgery  Including; 

Burn  Care  Microsurgery  and  Replantation 

Birth  Defects  Complex  Reconstruction  (Breast  and  Facial) 

Presbyterian  Medical  Offices  North 
17110  Dallas  North  Parkway.  Suite  1 00 

Dallas.  Texas  75248  214  380-7090  1 -800-299-9299 


Psychiatry 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  1 20 
Dallas,  Texas  75237;  214  296-6241 


RIGHARD  G.  JAEGKLE,  MD 
Psychiatry 

Diplomate,  ABPN:  Psychiatry 
Diplomate,  ABPN;  Child-Adolescent 

Presbyterian  Professional  Building  II.  Suite  404 

8220  Walnut  Hill  Une,  Dallas.  Texas  75231 ; 214  696-0964 

DAY  TREATMENT  GENTER  OF  DALLAS 

Gonzalo  A.  Aillon,  MD 
Medical  Director 

AN  ALTERNATIVE  TO  PSYCHIATRIC  HOSPITALIZATION 
1326  Stemmons  Avenue.  Dallas,  Texas  75208;  (214)  943-1878 

Pulmonary  Medicine 


TEXAS  LUNG  INSTITUTE 

Diagnosis  & Treatment  of  Pulmonary  Illness  & Injuries 

Occupational  Disability  Evaluations 

Toxic  Chemical  Exposures 

Tertiary  Care  in  a Major  Teaching  Hospital 

Physicians  Board  Certified  in  Occupational  and  Pulmonary  Medicine 

Hermann  Hospital 
641 1 Fannin 
Houston,  Texas  77030 
713  797-3111 


Radiation  Oncology 


RADIATIGN  GNGGLGGY  GF  THE  SGUTHWEST 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074 


Rheumatology 


DGN  E.  CHEATUM,  MD,  FAGP,  FACR 

Diplomate  Amencan  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204;  214  823-4151 


Thoracic  Surgery 


AL1G\N  L.  GRAHAM,  MD,  FAGS* 

RGBERT  W.  MILEY,  MD,  FAGS 
RICHARD  L.  SHEPHERD,  MD,  FACS 
Diplomates  American  Board  of  Surgery  and  Board 
of  Thoracic  Surgery 

• Also  certificate  of  special  qualifcation  in  general  vascular  surgery,  Amencan  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 

North  Hills  Professional  Building  Suite  303 

4351  Booth  Calloway  Road,  North  Richland  Hills.  Texas  76180 


RICHARD  E.  WGGD,  MD 
RGBERT  E.  RAWITSCHER,  MD 
THGMAS  R MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas.  Texas  75246;  214  827-3890 
Hours  by  Appointment 


Urology 


C.F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurouroloqy,  Endouroloqy,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL. 

1101  North  19th,  Suite  1 14.  Abilene,  Texas  79601 
915  673-5726 


DIRECTCRY  RATES  & DATA;  Space  is  available  to  TMA  mem- 
bers at  $80  per  column  inch  per  month  and  listings  must  run 
for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for 
six  months’  advance  payment.  New  listings,  changes,  or  can- 
cellations should  be  sent  to  Mark  Bizzell,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  Deadline  is  the 
1st  of  the  month  preceding  publication  month. 
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GROUP  PROFESSIONAL  LIABILITY  INSURANCE 


Why  are  we  paying 
for  someone  else*s 


• Finally.  Here  is  a program  specifically  designed  to  reward  group  practices  that  have 
favorable  loss  records. 


• Earn  significant  savings  for  your  group. 

• Consider  the  experts  who  bring  you  this  program: 

— MGMA  — the  nation ’s  largest  professional  organization  for  medical  group 
managers. 

— The  Medical  Protective  Compang,  the  nation’s  oldest  provider  of  professional 
liabilitg  insurance  — rated  A + (Superior)  bg  A.M.  Best. 

— MGIS  — one  of  the  nation’s  leading  distributors  of  insurance  programs 
and  packages. 

• Excellence  deserves  to  be  rewarded.  Call  today  and  discover  the  benefits  your  group 

can  obtain. 


<7^rofessiona.l  J^otection  Exclusively  since  !8SS 


(800)  348-4669 


1 


BEAN 
AIR  FORCE 
PHYSICIAN. 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


USAF 

Health  Professions 
Toll  Free 
1-800-423-USAF 


Opportunities  Available 

Academics 


Physician  with  Texas  license  needed  to  practice 
general  medicine  at  Student  Health  Center,  Forty-hour 
week.  Monday-Friday.  Minimal  call  duty.  Fringe  benefits. 
Contact  Sheila  Meyer,  Director,  University  of  North  Texas 
Health  Center,  PO  Box  5158,  Denton,  TX  76203,  817 
565-2786.  Equal  Opportunity/Affirmative  Action  Employer. 

Physician  needed:  The  University  of  Texas  at  Austin 
Student  Health  Center  is  seeking  a Physician-General 
Medicine.  Requires  residency  training  and  board  eligibil- 
ity or  board  certification  in  family  practice,  pediatrics,  or 
internal  medicine;  experience  in  direct  patient  care;  and 
current  license  to  practice  medicine  in  the  State  of 
Texas.  Work  hours  are  between  8 am  and  6 pm,  but 
may  vary.  Position  available  September  1 , 1991.  This  is  a 
nine-month  position  annually  (September  through  May). 
Qualified  applicants  should  send  a curriculum  vitae  to 
Melinda  McMichael,  MD,  PO  Box  7339,  University  Sta- 
tion, Austin,  TX  78713 

Faculty  Positions  — Department  of  Family  Medicine, 
Texas  Tech  Regional  Academic  Sciences  Center  in  Amar- 
illo is  seeking  a board  eligible/board  certified  family  physi- 
cians at  Assistant  or  Associate  Professor  level.  Responsi- 
bilities include  clinical  practice,  teaching  third  year  medical 
students,  teaching  residents,  administration  and  research. 
Faculty  development  opportunities  available  for  those 
without  prior  teaching  experience.  Excellent  fringe  bene- 
fits. Salary  commensurate  with  experience.  Send  CV  to 
C.V.  Wright,  MD,  Department  of  Family  Medicine,  1400 
Wallace  Blvd,  Amarillo,  TX  79106.  Texas  Tech  Is  an  equal 
opportunity/affirmative  action  employer. 

Cardiology 


Cardiologist  — Invasive/Non-Invasive  BC/BE  to  join 
two  BC  cardiologists  located  in  southwest  Houston. 
Good  salary,  fringe  benefits,  partnership  after  two  years. 
Send  CV  to  P.  McKenzie,  7737  Southwest  Frwy.,  Suite 
900  Houston,  TX  77074, 

Abilene  — A busy,  well-established  five-physician  car- 
diology group  here  is  now  seeking  a non-invasive  and/ 
or  invasive  cardiologist.  Four  of  the  members  do  PTCA. 
Their  offices  are  near  our  new  replacement  hospital  with 
state-of-the-art  equipment.  Send  CV  to:  Manager,  Pro- 
fessional Relations,  Humana  Inc.,  Dept.  II-7C,  PO  Box 
1438,  Louisville,  KY  40201-1438.  Or  call  TOLL-FREE  1- 
800-626-1590. 

Dermatology 


Houston  — 60  physician  Internal  Medicine  group  has  a 
Dermatology  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hall,  Administrator,  Diagnostic 
Clinic  of  Houston.  6448  Fannin.  Houston,  TX  77030. 

Emergency  Medicine 


Dallas-Ft.  Worth 

Excellent  Emergency  Medicine  group 
committed  to  quality  patient  care  as  well  as 
individual  growth  and  professional  fulfillment 
desires  emergency  physicians  for  CAREER 
opportunities.  For  more  information,  please 
call  or  submit  CV  in  confidence  to; 

Jerry  Weissman,  Metroplex  Emergency 
Physicians,  841 1 Preston  Road,  Suite 695, 
LB  34,  Dallas,  Texas  7523 1,214  373- 1115. 


Classified 

Advertising 


Needed:  Emergency  physicians  — North  Central 
Texas  area,  full  and  part-time.  For  an  application  call 
817-336-8600  or  write  Emergency  Medicine  Consul- 
tants, PA;  1525  Merrimac  Circle,  Suite  107,  Fort  Worth, 
TX  76107. 


Texas 
Medicus, 
RA. 

Medicus  is  a group  of  career  emergency 
and  primary  care  specialists  who 
combine  high  standards  in  piiysician 
staffing  with  expertise  in  emergency 
department  and  primary  care  manage- 
ment. We  offer  outstanding  director- 
ship and  staff  opiportunities  for  qualified 
physicians  with  lucrative  conpensa- 
tion,  incentives  and  piaid  malpractice. 
We  currently  staff  over  25  facilities  in 
ideal  locations  throughout  Texas  & 
Louisiana. 

Call  our  Recruiting  Department  today  or 
send  your  C.V.  for  career  opportunities  in: 

Texas  EastTexas 

Dallas,  Ft.  Worth  Hill  Country 

Houston  Area  North  Texas 

San  Antonio  Area 

Texas  Medicus,  P.A. 

45 14  Cole  Ave,  Suite  804 
Dallas,  Texas  75205 
(800)486-3763  (214)522-9591 


Emergency  Physician  — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service  with 
guarantee.  Contact  Greater  Houston  Emergency  Physi- 
cians Associates,  RO.  Box  7445,  Houston,  TX  77248; 
713-869-6235. 

San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for 
4-day  week.  13  hr.  days,  50  weeks/year.  Profit  sharing 
above  guarantee.  Contact  Wayne  VVilliams,  MD,  915- 
942-861 1 , Shamrock  Clinics,  4208  College  Hills,  San 
Angelo,  TX  76904. 

Texas,  San  Antonio  and  Surrounding  Area  — 

Seeking  F/T  and  P/T  Emergency  physicians  for  Level  II 
hospitals  ranging  in  size  from  1 1 8 to  273  beds  with  vol- 
umes of  12,000  to  15,000  annually.  Compensation 
packages  of  $86,000  to  $140,000  include  paid 
$1M/$3M  professional  liability  insurance.  Located  near 
Sea  World,  Fiesta  Texas,  and  Canyon  Lake.  Contact 
Sterling  Healthcare  Inc.,  1-800-999-3728  or  send  CV, 
8700  Crownhill,  Ste  600,  San  Antonio,  TX  78209. 

Texas,  Del  Rio  — F/T  and  P/T  Emergency  Physician 
needed  for  93  bed  Level  II  hospital  with  annual  ED  cen- 


sus of  11,000.  Compensation  of  $130,000-h  includes 
paid  $1  M/$3M  professional  liability  insurance.  Recre- 
ational activities  include  fishing,  sailing,  water  skiing,  and 
camping  on  Amistad  Lake,  Shopping  across  the  border 
In  Mexico  is  another  favorite  activity.  Contact  Sterling 
Healthcare,  Inc.,  1-800-999-3728,  or  send  CV,  8700 
Crownhill, Ste  600,  San  Antonio,  Texas  78209. 


EMERGENCY  CARE 

Emergency  Physician  Practice  Opportunities 
Available  In  The  Following  Areas: 


• liousum.  Texas 

• IJaviown.  Texas 


' l^a.sadena.  Texas 


• Arkansas 

• (')iher  Opporuinities  Available 


Medical  Neiwiirks  has  exceU'eiii  career  and  pan-iinie 
praeiice  ui^poriuniiies  available  tor  physician.-^  experi- 
enced in  emergency  medicine.  In  addition  tii’  paid 
SIM/S5M  professional  liability  insurance,  ouraiiraciive 
compensation  packages  range  up  to  SiSO.OOO  plus 
annually,  I loiirly  rate-vs, -percentage  arrangements  avail- 
able in  .some  locations. 

See  our  classifie-d  ads  in  this  issue  for  more  d<;i4il.s.  or 
contact: 

Physician  Resources  Ocpanmcni 
Medical  Networks.  Inc. 

P.0,  HOX  H4HH 
Houston.  Texas  '“J lil-i-t-iS 


(713)  446-9696 


(800)  231-0223 


EmCare 


EmCare,  a progressive  physician  oriented  group  commit- 
ted to  excellence  in  emergency  medicine,  has  academic 
faculty,  directorship  and  staff  positions  available  for  well 
qualified  career  oriented  emergency  physicians.  Practice 
opportunities  include: 


Orlando,  FL 
St.  Cloud.  FL 
St.  Petersburg,  FL 
Albany,  GA 
New  Orleans,  LA 
Tupelo,  MS 
Las  Cruces,  NM 
Ithaca.  NY 


Rome,  NY 
Amarillo,  TX 
Athens.  TX 
Austin,  TX 
Dallas, 'Ft.  Worth,  TX 
Harlingen,  TX 
Tyler,  TX 
Waco,  TX 


Houston/Galveston,  TX 


EmCare  combines  the  flexibility  of  independent  contractor 
status,  competitive  guarantees  vs.  fee-for-service  remun- 
eration. providing  compensation  packages  of  $125,000  to 
$250,000  +.  Professional  liability  insurance  obtained,  with  the 
opportunity  to  establish  a secure  emergency  medicine 
practice.  Excellent  health,  life  and  disability  package  available 
to  independent  contractors. 

For  details  on  EmCare  opportunities,  contact: 

Professional  Services/EmCare 
1717  Mam  Street,  Suite  5200  • Dallas,  Texas  75201 
(214)  761-9200  • (800)  527-2145 


Endocrinology 


Endocrinologist  — Texas  Gulf  Coast  — A young, 
board-certified  Endocrinologist  in  Beaumont  is  now 
seeking  an  associate  to  join  his  growing  practice.  He  is 
currently  director  of  the  newly  expanded,  25-bed  Dia- 
betes Unit  at  our  250-bed  hospital  and  also  has  privi- 
leges at  two  other  local  hospitals  with  an  additional  856 
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beds.  The  extensive  referral  base  includes  a large  area  of 
southeast  Texas  and  southwest  Louisiana  with  a total 
population  of  300,000.  This  practice  is  1 00%  endocrinol- 
ogy and  diabetes.  Candidates  with  interest  in  Pediatric 
Endocrinology  are  especially  welcome.  For  more  infor- 
mation on  this  attractive  opportunity,  send  your  curricu- 
lum vitae  to:  Manager,  Professional  Relations,  Humana 
Inc.,  Dept.  II-6C,  PO  Box  1438,  Louisville,  KY  40201- 
1438.  Or  call  Toll  Free  1-800-626-1590. 

Family  Practice 


Austin,  Texas  — Physician(s)  needed  for  full  time,  part 
time,  weekdays,  weekends  to  staff  a free  standing  urgent 
care  center.  Remuneration  commensurate  with  experi- 
ence. Send  CV  and  application  to  Austin  Medicenter,  c/o 
Sheila  Twyman,  Medical  Administrator,  6343  Cameron 
Rd.,  Austin,  Tk  78723  or  call  512-467-2052 


Only  one 

locum  tenens  group 
s£eciaMze^^ 
in  primary  care. 

Oniy  One. 

INTERIM 

NETWORK 

‘The  proven  professionals” 

1-800-531 -11 22 


Expanding  15-Physician  multi-specialty  group  has 
excellent  opportunity  for  a Family  Practice  physician  in 
friendly  West  Texas  community  of  25,000.  Adjacent  to 
153-bed  modern  hospital.  Excellent  guaranteed  salary 
with  no  first  year  expenses  in  addition  to  benefits.  Mov- 
ing allowance  also  available.  Direct  inquiries  or  send  CV 
to  Rhonda  Hayes,  Malone  & Hogan  Clinic,  1501  W 11th 
Place,  Big  Spring,  TX  79720,  915  267-6361 

Family  Practice-Dallas  Texas.  AVAILABLE  IMMEDI- 
ATELY, 25  y/o  growing  suburban  outpatient  practice  in 
beautiful  multi-specialty  center.  COLA-approved  auto- 
mated lab.  X-Ray,  ECG,  spirometry,  computerized  busi- 
ness office.  Income  SSOOK-ryear.  Terms  to  suit.  Reply  to 
Ad  Box  780,  TMA,  1801  N.  Lamar,  Austin,  TX  78701 . 


Humana,  Inc.,  Dept.  II-7D,  PO  Box  1438,  Louisville,  KY 
40201-1438.  OR  call  Toll  Free  1 -800-626-1590. 

Corpus  Christi  — A Family  Physician  is  needed  to 
establish  practice  here.  Financial  and  marketing  assis- 
tance will  be  provided  along  with  a significant  number  of 
referrals  from  our  health  care  plan.  Contact:  Pam  Taylor. 
Humana  Health  Care  Plans  of  Corpus  Christi,  TX  7841 1 ■ 
1820.  512/854-8955. 


We're  offering  physicians  the  opportunity  to 
practice  medicine.. .without  administrative 
headaches  that  go  along  with  it. 

J Competitive  guaranteed  income  with 
fee-for-service  potential 

J Professional  liability  available 

_l  On-site  administrative/billing  personnel 
provided 

J Excellent  health,  life  and  disability 

insurance  options  for  full-time  independent 
contractors 

For  additional  information  on  opportunities, 
specialties  and  nationwide  locations,  contact: 

Ryan  Tedrow  Glenn  Farmer 

Physician  Recruiter  Chief  Operating  Officer 


(800)  527-2145 
(214)  761-9200 


GOVERNMENT  SERVICES  INC. 
1717  Main  St.^  Suite  5200  ♦ Dallas,  TX 


Family  Practice  — BE/BC  family  physician  needed  to 
join  with  4 other  family  practitioners  in  a thriving  practice 
in  Beaumont.  Texas.  Modern,  full  service  clinic  offers  a 
guaranteed  salary  plus  percentage  of  production  and 
benefits.  Send  CV  to  Nancy  Bloomfield,  4010  College, 
Suite  200,  Beaumont,  TX  77707. 

Internal  Medicine 


Gold  Mine  for  Internist  — Wanted,  aggressive  and 
energetic  physician.  BE/BC  to  do  consultations  for  a 
group  of  family  physicians.  Must  be  able  to  do  proce- 
dures. Very  competitive  tee  for  service  income  available, 
including  benefits.  Salary  is  based  on  percentage  of  col- 
lections with  a base  salary  guarantee.  Send  CV  to  Nancy 
Bloomfield,  4010  College  St.,  Suite  200,  Beaumont,  TX 
77707. 

Progressive  internist  needed  — Central  Austin, 
Texas.  Fully-staffed  and  furnished  attractive  office  space. 
Affability,  flexibility,  and  personality  a must.  Unbeatable 
deal,  very  flexible,  Anita  Bradley,  Office  Manager,  512 
477-3282. 


send  CV  to:  Robert  B.  Hall,  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston.  TX  77030. 

OB/GYN 


Expanding  15-Physician  multi-specialty  group  has 
excellent  opportunity  for  an  OB/GYN  physician  in  friendly 
West  Texas.  Community  of  25,000.  Adjacent  to  a 153- 
bed  modern  hospital.  Excellent  guaranteed  salary  with 
no  first  year  expenses  in  addition  to  benefits.  Moving 
allowance  also  available.  Direct  inquiries  or  send  CV  to 
Rhonda  Hayes,  Malone  & Hogan  Clinic,  1501  W.  11th 
Place,  Big  Spring,  Texas  79720.  915  267-6361 

Oncology 


Houston  — 60  Physician  Internal  Medicine  group  has 
an  Oncology  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hall.  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  TX  77030. 

Abilene  — A well-established  and  extremely  busy 
Oncologist  is  now  seeking  an  associate.  Send  CV  to: 
Manager,  Professional  Relations,  Humana  Inc.,  Dept.  II- 
7 A.  RO.  Box  1438,  Louisville,  KY  40201-1438.  Or  call 
Toll-Free  1-800-626-1590. 

Orthopedic 


Orthopedic  Surgeon  to  join  group  with  6 orthopods. 
Established  practice  in  north  Houston  suburbs,  excellent 
opportunity  with  salary  plus  incentive  leading  to  partner- 
ship in  one  year,  bonuses  and  paid  benefit  package. 
Send  resume  to:  Doctors,  19206  Hwy  59.  #102,  Hum- 
ble, TX  77338. 

Pediatric 


SE  Texas  — Hospital  needs  pediatrician  to  take  over 
established  practice.  Community  is  located  within  75 
miles  of  Houston  and  has  2 other  full-time  pediatricians. 
Practice  is  three  years  old  with  collections  in  excess  of 
$200K  and  growing.  No  Medicaid.  Stable  economy,  for 
details  contact:  Practice  Dynamics,  11222  Richmond, 
Ste.  125,  Houston,  TX  77082;  800  933-091 1 . 

Pediatricians  needed  immediately  for  groups  near 
Austin,  Fort  Worth,  and  in  Northwest  Texas.  Excellent  plan 
for  call  coverage  and  time  off.  For  further  information,  call 
Jerry  Lewis.  The  Lewis  Group  @ 1-800-666-1377. 

Pediatrics/Arkansas  — Well  established  Pediatric 
group  seeks  4th  member  in  scenic  community  of 
60,000.  Located  40  miles  south  of  Little  Rock.  AR.  Affili- 
ation with  400-bed  regional  medical  center.  Competitive 
financial  package  offered.  Send  CV  to  Andrew  Johns. 
Physician  Services  of  America,  Suite  250,  2000  Warring- 
ton Way,  Louisville.  KY  40222,  or  call  1 -800-626-1857. 

Abilene  — Unique  opportunity  for  a pediatrician  in 
offices  next  to  our  new  replacement  hospital  in  the  high- 
growth  section  of  town  with  young  families.  Immediate 
referrals  and  attractive  financial  assistance.  Send  CV  to: 
Manager.  Professional  Relations,  Humana  Inc.,  Dept.  II- 
7B,  PO  Box  1 438.  Or  call  Toll-Free  1 -800-626-1 590. 


Physician  needed  for  Saturday  family  practice  cov- 
erage in  Texas  cities,  some  weekdays  available.  Up  to 
$350  for  4-7  hours  coverage.  Contact:  Physician 
Recruitment,  6208  Montgomery  NE  Suite  D,  Alber- 
querque,  NM  87109. 

Austin  Busy  Solo  FP  in  desirable  location  is  interview- 
ing residency  trained  FPs  for  potential  partnership.  Flexi- 
ble hours  and  schedules.  RO.  Box  163045,  Austin,  TX 
787160,  512  244-1325. 

Family  Physicians  — Clear  Lake  (Houston)  — Two 

busy  Family  Practice  groups  in  Clear  Lake  area  are  both 
seeking  members.  For  more  information,  contact:  Gor- 
don Crawford,  Manager,  Professional  Relations, 


Houston  — 60  Physician  Internal  Medicine  group  has 
an  Internal  Medicine  position  available.  For  further  infor- 
mation, send  CV  to:  Robert  B.  Hall,  Administrator,  Diag- 
nostic Clinic  of  Houston,  6448  Fannin,  Houston,  Texas 
77030. 

Houston  — solo  physician  on  west  side  of  town  seek- 
ing associate.  Income  guarantee  plus  incentive  bonus 
leading  to  partnership.  For  details  contact:  Practice 
Dynamics,  11222  Richmond,  Ste.  125,  Houston,  TX 
77082;  800  933-0911/713  531-0911. 

Neurology 


Houston  — 60  Physician  Internal  Medicine  group  has  a 
Neurology  position  available.  For  further  information. 


Primary  Care 


Growing  Community  25  minutes  from  Austin  has 
excellent  package  for  primary  care  doctor.  For  complete 
details  contact  Jerry  Lewis  ® The  Lewis  Group  1 -800- 
666-1377. 

Dallas  — BC/BE  Family  Practitioner  and/or  OB/GYN  to 
join  established  three  physician  group  near  Super  Col- 
lider area.  On  site  Laboratory/X-Ray/Mammogram,  adja- 
cent to  new  Charlton  Methodist  Hospital.  Fastest  grow- 
ing area  of  Dallas  County.  Send  CV  to  CMM/SWP,  PO 
Box  382392,  Duncanville.  TX  75138. 
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Pulmonary 


Houston  — 60  Physician  Internal  Medicine  group  has  a 
Pulmonary  Disease  position  available.  For  further  infor- 
mation, send  CV  to:  Robert  B.  Hall,  Administrator,  Diag- 
nostic Clinic  of  Houston,  6448  Fannin,  Houston,  TX 
77030, 

Radiology 


Radiology  — Immediate  opening  for  BE/BC  Radiologist 
in  Dallas  area  hospital  based  practice.  All  modalities. 
Contact  Medical  Director,  Radiology,  PC  Box  4446,  Dal- 
las, Texas  75208, 

Expanding  15-Physician  multi-specialty  group  has 
excellent  opportunity  for  a radiologist  in  friendly  West 
Texas  community  of  25,000.  Adjacent  to  a 153-bed 
modern  hospital.  Excellent  guaranteed  salary  with  no  first 
year  expenses  in  addition  to  benefits.  Moving  allowance 
also  available.  Direct  inquiries  or  send  CV  to  Rhonda 
Hayes,  Malone  S Hogan  Clinic,  1501  W 11th  Place,  Big 
Spring,  TX  79720,  915  267-6361 , 

Houston  — 60  Physician  Internal  Medicine  group  has  a 
Diagnostic  Radiologist  position  available.  For  further 
information,  send  CV  to:  Robert  B.  Hall,  Administrator, 
Diagnostic  Clinic  of  Houston,  6488  Fannin,  Houston,  TX 
77030. 

Radiologist,  lyier,  Texas  — The  University  of  Texas 
Health  Center  at  Tyler,  Texas  invites  applications  for  a clini- 
cal faculty  position  in  the  Department  of  Radiology,  Some 
teaching,  but  publishing  or  research  not  required.  A pro- 
gressive four-person  department  practices  general  radiol- 
ogy (including  interventional,  MRI,  and  SPECT)  and  per- 
forms approximately  27,000  exams  per  year.  New 
equipment,  flexible  work  hours,  very  light  call,  no  weekend 
schedule.  Year-round  tennis,  golf,  and  boating  are  avail- 
able in  addition  to  excellent  schools.  Competitive  first-year 
salary  and  an  unsurpassed  benefits  package  are  offered. 
Send  CV  to  J.  R.  Shepherd,  MD,  University  of  Texas 
Health  Center  at  Tyler,  PC  Box  2003,  Tyler,  TX  75710,  or 
call  at  903  877-7100,  The  University  of  Texas  Health  Cen- 
ter at  Tyler  is  an  affirmative  action,  equal  opportunity 
employer.  Minorities  are  encouraged  to  apply. 

Rheumatology 


College  Station,  Texas  — A rheumatologist  is 
needed  in  this  university  community,  where  our  hospital 
has  established  a Physical  Medicine  and  Rehabilitation 
Institute  which  includes  water  therapy.  The  successful 
candidate  will  be  welcomed  by  a newly  established 
Physiatrist  and  our  Orthopedic  Surgeons,  as  many 
patients  are  now  referred  out  of  the  community.  Excellent 
financial  assistance.  Send  your  CV  to:  Gordon  Crawford, 
Manager,  Professional  Relations,  Dept.  II-7E,  PO  Box 
1438,  Louisville,  KY  40201-1438.  Or  call  TOLL-FREE  1- 
800-626-1590. 

Houston  — 60  Physician  Internal  Medicine  group  has  a 
Rheumatology  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hall,  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  TX  77030. 

Texarkana  — internal  medicine  group  seeking  a BE/BC 
Rheumatologist.  Built  in  referral  base.  No  Rheumatolo- 
gist within  300,000  population  area.  For  details  contact: 
Practice  Dynamics,  11222  Richmond,  Ste,  125,  Hous- 
ton, TX  77082;  800  933-091 1/713  531-091 1 . 

Surgery 


Position  avaiiabie  — Thoriac  & Cardiovascular  Sur- 
geon needed  for  position  with  busy  two  man  profes- 
sional association  at  a large  southwest  medical  center. 
Must  be  experienced  in  adult  cardiac,  pulmonary, 
esophageal  and  vascular  surgery.  Must  be  Board  Certi- 
fied or  eligible.  Reply  with  curriculum  vitae  to  3600  Gas- 
ton Ave.,  Ste  404,  Dallas.  TX  75246. 


Urology 


Busy,  Established,  Metropolitan  urology  group 
wishes  to  add  experienced  partner.  Send  resume  to  PO 
Box  29000  #166,  San  Antonio,  "D/  78229. 

College  Station  — Urologist  needed  to  join  a two-per- 
son group  offering  salary  incentives  and  future  buy-in.  or 
go  solo  with  income  guarantee.  Send  CV  to:  Gordon 
Crawford,  Professional  Relations,  Humana  Inc.,  Dept.  II- 
7F,  PO  Box  1438,  Louisville,  KY  40201-1438.  Or  call 
Toll-Free  1-800-626-1590. 

Other  Opportunities 


Position  Available  — Seeking  BC/BE  Family  Practice, 
General  Internist,  Endocrinologist,  OB/GYN  to  join  estab- 
lished multi-specialty  clinic.  Excellent  benefits  and  guar- 
antee. Send  CV  to  Leroy  W.  Kitch,  Administrator,  Skinner 
Clinic,  124  Dallas  St..  San  Antonio,  TX  78205. 


PRIVATE  PRACTICE  OPPORTUNITIES 

On  call  speckitles) 

Texds  & Sunbelt  States 

Coll  1 -S00-2S4 -4660 

Houston:  785-3722  R c u b c ri 

orsenciCV:  1 1 1 40 Westheimer  B r o n s t e i n 

Suite  144  

Houston,  TX  77042  &.  Associates 


Houston  — BE/BC  Internist,  BE/BC  Pulmonologist  and 
BE/BC  Family  Practitioner  needed  for  busy,  well-estab- 
lished 15  physician  multi-specialty  group,  SW  Houston. 
Attractive  benefits  plus  salary,  bonus,  and  early  equal 
partnership.  Send  CV  to  Pierre  Gendron,  Administrator, 
Hillcroft  Medical  Clinic,  6630  DeMoss,  Houston,  Texas 
77074. 

Family  Practice  or  Internist  — Olin  E.  Teague  Veter- 
ans Center,  Temple,  Texas,  is  recruiting  for  board  certi- 
fied/eligible family  practitioner  or  general  internist  tor 
Ambulatory  Care  area.  Well  staffed  Veteran's  Affairs  Hos- 
pital in  central  Texas  city  of  50,000.  Faculty  appointment 
available  Texas  A&M  College  of  Medicine.  Contact  asso- 
ciate Chief  of  Staff/Ambulatory  Care  817  778-4811  ext 
4304  Olin  E.  Teague  Veterans  Center,  Temple,  TX  76504 
equal  opportunity  employer 


Correctional  Healthcare 

Full  time  primary  care  Physicians  & Psychia- 
trists, statewide  adult  correctional  facility  loca- 
tions, competitive  salary/excelient  benefits/Phy- 
sician  student  repayment  program.  Inquirers: 
TDCJ,  Box  99,  Personnel  Annex,  Huntsville,  TX 
77342-0099  or  contact  Glynda  Baker, 

409  294-2755. 


Locum  tenens  — Earn  up  to  $200,000  per  year.  Don’t 
work  for  an  agency.  Work  for  yourself.  For  Details,  send 
name  and  address  to  Dr.  Monroe,  7305  Hwy  6 South, 
Suite  R 175,  Houston,  TX  77083 


ITPR  MEDICAL,  INC. 

Placement  and  Recruitment 

Permanent  and  Locum  Tenens 
Placement  for  Physicians 
We  work  Nationwide  and  specialize  in  . . .YOU 

San  Antonio,  TX  1-800-486-8483 


Houston  — 60  Physician  Internal  Medicine  group  has  a 
Gl  position  available.  For  further  information,  send  CV  to: 
Robert  B.  Hall,  Administrator,  Diagnostic  Clinic  of  Hous- 
ton, 6448  Fannin,  Houston,  Texas  77030. 


17  Physician  Multi-Specialty  Group  needs  FP,  IM, 
OB-Gyn  & Reds.  Located  on  the  edge  of  the  Ozarks  only 
1 hour  from  St.  Louis.  Excellent  community  to  raise  a 
family.  Excellent  school  systems  and  a service  area  of 
200,000  residents.  Excellent  benefits.  Contact  Ronald 
Stevens,  Administrator,  Medical  Arts  Clinic,  301  West 
Liberty  St,  Farmington,  MO  63640.  314  756-6751, 

VA  Medical  Center,  Big  Spring,  TX  — Vacancies  for 
Urologist,  Ophthalmologist.  Internal  Medicine  Staff  Physi- 
cians. Salary  range:  $74, OOO-Sl 07,638.  Legislation 
increasing  salaries  pending  signature  of  the  President. 
Direct  patient  care  positions.  Core  working  hours:  8 AM 
- 4:30  PM.  Small,  friendly  community  and  no  state 
income  tax.  For  more  information,  please  call:  Ms.  Leann 
Morrow,  Personnel  Specialist,  915  264-4828. 

Chief,  Outpatient  Services  — State  Health  Depart- 
ment Outpatient  Clinic  at  the  San  Antonio  State  Chest 
Hospital.  Family  Practitioner  or  Internal  Medicine  Special- 
ist preferred.  Will  consider  other  specialties.  Ambulatory 
care  — no  QB  or  ER.  Good  working  hours,  State  bene- 
fits. Call  Ms.  Lillian  Waits,  512  534-8857,  ext.  257.  Equal 
Opportunity  Employer. 

Physician  For  Nationwide  Travel.  Health  research 
organization  seeks  physician  for  National  Health  S Nutri- 
tion Examination  Survey  sponsored  by  the  U.S.  Public 
Health  Service.  Individual  will  be  a part  of  a large  medical 
team  conducting  health  examinations  in  govt,  mobile 
exam  centers  traveling  to  88  areas  of  the  U.S.  through 
1993.  Must  be  licensed  in  one  state.  One  year  minimum 
commitment  and  FULL-TIME  CONTINUOUS  TRAVEL 
REQUIRED.  Competitive  salary,  paid  malpractice,  per 
diem,  car,  four  weeks  paid  vacation  per  year,  holidays, 
and  health,  life,  dental,  disability  insurance  offered.  Call 
Beverly  Geline,  800  937-8281  ext.  8248.  WESTAT,  INC. 
Rockville,  Maryland,  EOE/M/F/V/H. 

Situations  Wanted 

Positions  Wanted 


Intensivist  — board  certified  internist,  critical  care  fel- 
low-ship and  certification.  Med/Surg  ICU,  ER  experi- 
ence. Permanent,  part-time  ICU/hospital  situation  con- 
sidered. Houston  area  only.  Reply  to:  TMA  Advertising, 
AD  Box  784,  401  West  1 5th.  Austin,  TX  78701 . 

For  Sale  or  Lease 

Automobile  Leasing 


Apple  Medical  Leasing  — New  and  Used  Vehicle 
Leasing  - Lease  Buy  Backs  - Several  Lease  Assump- 
tions Available  - Endorsed  by  the  Texas  Medical  Associa- 
tion. TOLL  FREE  1-800-827-7538. 

Office  Space 


Lease  — NE  Fort  Worth  (Watauga)  completely 
equipped  physician’s  office-including  x-ray-treadmill 
available.  817  831-0321  Dr.  McNeff. 

Practices 


Solo  Gynecology  Practice  In 
Beautiful  San  Antonio 
For  Sale 

Located  in  Hospital  attached  office 
building  in  Medical  Center  in  North- 
west San  Antonio,  Texas. 
Phone  512  690-9800 
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Medical  Practice 

■ Appraisal 
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■ Management 
Consulting 


Physician 
Resource 
Network 


Endorsed  by  the  Texas  Medical  Association 


ACADEMIC 


Director/Associate  Professor 

Tarrant  County  Hospital  District  and  The  Univer- 
sity of  Texas  Southwestern  Medical  Center  at 
Dallas,  seek  Director  for  Family  Practice 
Residency  Program  at  John  Peter  Smith 
Hospital,  Fort  Worth,  Texas.  The  largest  Family 
Practice  training  program  (on  one  campus)  in 
the  country,  this  program  is  acclaimed  for  its 
comprehensive,  hands-on  training  in  all 
aspects  of  Family  Medicine,  including  obstetrics, 
Board  Certification,  excellent  communication 
skills,  demonstrated  clinical  capabilities  required. 
Forward  CV,  and  copy  of  current  licensure,  to:  FP 
Director  Search  Committee,  c/o  Vicki  Truitt  AA/EOE. 


CARDIOLOGY 


NORTHEAST  TEXAS 

Cardiology  group  seeks  BE/BC  Invasive  car- 
diologist for  associate  practice  in  NE  Texas 
community,  referral  area  of  1 50,000.  Modern 
medical  facilities  in  town  with  more  than  1 00 
physicians.  Progressive,  family-oriented  com- 
munity with  strong,  diversified  economy,  ex- 
cellent schools.  Many  social  and  recreational 
opportunities.  Generous  compensation  and 
benefits  to  high  caliber  physician. 

Contact;  Vicki  Truitt. 


DIAGNOSTIC  RADIOLOGY 


PANHANDLE 

Excellent  private  practice  opportunity  for  BC/ 
BE  radiologist  desirous  of  living  in  a community 
with  excellent  quality  of  life;  great  place  to  rear 
children.  New  hospital  with  state  of  the  art 
diagnostic  equipment,  including  CT.  Well-trained 
medical  community  supportive  of  effort.  Generous 
incentive  package  to  qualified  candidate. 
Contact:  Jim  Truitt. 


FAMILY  PRACTICE 


DALLAS 

Established  fee-for-service  practice  available 
for  assumption.  Full  scope  of  family  medicine, 
except  OB.  Average  gross  $320K-t-  annually. 
Bilingual  (Spanish)  skills  helpful.  Retiring 
physician  will  introduce.  Financing  available  to 
qualified  candidate.  Contact:  Jim  Truitt. 

WEST  TEXAS 

Three  board  certified  family  physicians  seek 
fourth  associate  for  busy  practice.  OB  pre- 
ferred. Friendly  town,  good  schools.  Within  35 
minutes  of  larger  city.  Very  lucrative  financial 
situation.  Attractive  group  practice. 

Contact:  Jim  Truitt. 

D/FW  METROPLEX 

Recently  trained,  BC  family  physicians,  sought 
for  private,  single  specialty  group  or  solo  (shar- 
ing call)  practice  in  growing,  northern  Met- 
roplex  area.  Modem  hospital  will  sponsor 
qualified  physicians.  Excellent  schools  and 
quality  of  life  in  this  popular  area. 

Contact:  Vicki  Truitt 


SOUTH  TEXAS 

Within  one  hour  of  San  Antonio — South  Texas 
community  seeks  BE/BC  family  practitioner 
for  service  area  of  20,000  OB  is  available,  but 
not  required.  Hunting,  fishing  (fresh  and  salt 
water)  and  other  recreational  activities  abound. 
Forty-two  bed  hospital  will  offer  generous  incen- 
tive package  to  qualified  candidate. 

Contact:  Barry  Strittmatter. 

AMARILLO 

Well  established  FP  seeks  associate  for  prac- 
tice in  community  of  1 50,000-f . No  OB.  356- 
bed  hospital  offering  competitive  incentive 
package.  Excellent  schools,  quality  of  life;  four 
season  ciimate.  Ideal  location  for  outdoor 
sports  enthusiast.  Easy  access  to  snow  and 
water  skiing,  boating,  fishing,  and  more. 
Contact:  Jim  Truitt . 


FORT  WORTH 

Single  specialty  group  and  solo  practice  op- 
tions available  for  board  certified  family  prac- 
titioner with  well-established  Metroplex  hos- 
pital. Competitive  incentive  package  will  be 
offered  to  qualified  candidates. 

Contact:  Barry  Strittmatter, 

PANHANDLE 

Texas  community  of  8,000  (senrice  area  of 
20,000)  seeks  BC  FP  for  solo  practice,  sharing 
call  with  a young  well-trained  BC  FP.  New  hos- 
pital, sound  economy;  good  schools.  Excellent 
quality  of  life.  Abundant  outdoor  recreational 
opportunities  available.  Generous  incentive 
package  including  income  guarantee,  reloca- 
tion, office  space  and  more. 

Contact;  Jim  Truitt. 


FORT  WORTH 

Board  certified  family  physician  needed  for 
office-based  practice  in  community  health 
clinic.  No  evening  or  weekend  call.  Generous 
compensation.  Academic  appointment  avail- 
able. Contact;  Vicki  Truitt. 


GASTROENTEROLOGY 


NORTHEAST  TEXAS 

Three  busy  gastroenterologists  seek  fourth 
associate  for  group  practice  in  NE  Texas. 
Shared  call,  comprehensive  benefit  package, 
early  partnership.  Modern  office  and  hospitals. 
Attractive  community  with  strong,  diversified 
economy,  excellent  schools.  Many  social  and 
recreational  opportunities. 

Contact;  Vicki  Truitt. 


INTERNAL  MEDICINE 


PANHANDLE 

Excellent  private  practice  opportunity  for  BC/ 
BE  physician  in  community  of  8,000  (sen/ice 
area  of  20,000).  New  hospital  with  state  of  the 
art  diagnostic  equipment.  Well-trained  medical 
staff  supportive  of  this  effort.  Many  outdoor  rec- 
reational opportunities  available.  Good  school 
system.  Excellent  quality  of  life.  Generous 
incentive  package.  Contact;  Jim  Truitt. 


THE  TEXAS  SPECIALISTS 


— Working  in  Texas  for  Texans,  since  1984  — 


WEST  TEXAS 

Four  American  trained,  board  certified  inter- 
nists seek  compatible  associate  for  busy 
group  practice  in  Texas  community  of 
1 00,000-1- . Office  adjacent  to  modern  hospital. 
Excellent  call  arrangement,  salary  and  bene- 
fits. Full  associate  status  in  second  year. 
Contact:  Jim  Truitt. 


SOUTH  TEXAS 

Thirty  minutes  from  F^dre  Island.  BC  IM 
specializing  m critical  care  seeks  compatible 
associate.  Great  climate  and  lifestyle;  Rec- 
reational opportunities  abound.  Excellent  income 
potential.  Contact:  Barry  Strittmatter. 


WEST  TEXAS 

Community  of  approximately  9,000  (referral 
area  population  17,000)  seeks  BE/BC  inter- 
nist. Modern  50-bed  hospital.  Friendly  town, 
good  schools.  Within  35  miles  of  200,000-1- 
population  center.  Especially  attractive  to  sports- 
minded  individuals.  Many  recreational  ameni- 
ties available.  Generous  incentive  package  to 
qualified  candidate.  Contact:  Barry  Strittmatter. 


AMARILLO 

Busy  BC  IM  seeks  associate  for  rapidly  expan- 
ding practice.  Fully  equipped  office  facilities. 
356-bed  hospital  offering  competitive  incentive 
package.  Excellent  schools  and  quality  of  life; 
four  season  climate.  Ideal  location  for  the  out- 
door sports  enthusiast.  Easy  access  to  snow 
and  water  skiing,  boating,  fishing,  etc. 

Contact:  Jim  Truitt. 


NEUROLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  1 50,000  seeks 
BE/BC  neurologists  for  associate  practice  (or 
solo  sharing  call);  fee  for  senrice.  Modem  medi- 
cal facilities;  100-1-  doctors  in  town.  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy,  excellent  schools 
Many  social  and  recreational  opportunities. 
Generous  incentive  package  to  qualified 
physician.  Contact:  Vicki  Truitt. 


D/FW  METROPLEX 

Neurologist  needed  in  affluent  NE  Tarrant 
County  community.  On  campus  with  modern 
hospital.  Competitive  incentive  package  to 
qualified  candidate.  Excellent  schools  and 
quality  of  life  with  attractive  amenities  of  both 
Dallas  and  Fort  Worth.  Contact:  Vicki  Truitt. 


OBSTETRICS/GYNECOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000 
seeks  BE/BC  OB/GYN  for  private  practice  (to 
share  call  with  three  other  OB/GYNs)  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy,  excellent  schools. 
Many  social  and  recreational  opportunities. 
Competitive  incentive  package  to  qualified 
physician.  Contact:  Vicki  Truitt. 


DALLAS 

Spanish-speaking  OB/Gyn  needed  for  asso- 
ciate practice  in  North  Dallas  location.  Modern, 
325-bed  medical  center.  Attractive  location.  For 
additional  details  contact:  Barry  Strittmatter. 


ONCOLOGY 


NORTHEAST  TEXAS 

Oncology  group  seeks  BE/BC  medical  on- 
cologist for  associate  practice  in  NE  TX  com- 
munity with  referral  area  of  1 50,000.  Modern 
medical  facilities  in  town  with  more  than  100 
physicians.  New  cancer  center  under  construc- 
tion. Progressive,  family-oriented  community 
with  strong,  diversified  economy,  excellent 
schools.  Many  social  and  recreational  oppor- 
tunities. Generous  compensation  and  benefits 
to  high  caliber  physician.  Contact:  Vicki  Truitt. 


ORTHOPAEDIC  SURGERY 


EAST  TEXAS 

Medical  staff  of  1 00-bed  hospital  seeks  ortho- 
paedic surgeon  for  referral  area  of  approximately 
50,000.  Attractive  community  of  14,000  with 
strong,  diversified  economy.  Excellent  fishing 
and  hunting.  One  hour  from  Dallas.  Competi- 
tive incentive  package  to  qualified  physician. 
Contact:  Barry  Strittmatter. 


DALLAS 

Modem,  acute  care  medical  center  (325-beds) 
recently  trained,  board  certified  orthopaedic 
surgeon  to  join  existing  practice  (or  solo  with 
coverage).  Service  area  greater  than  525,000. 
Many  social  and  recreational  activities  avail- 
able. Incentive  package  to  qualified  physician. 
Contact:  Barry  Strittmatter. 


PEDIATRICS 


D/FW  METROPLEX 

Young  American  trained,  BC  pediatrician  seeks 
associate  for  practice  in  affluent  suburban  com- 
munity in  the  heart  of  thriving  D/FW.  Office  on 
campus  with  modern  hospital.  Excellent 
schools  and  quality  of  life. 

Contact:  Vicki  Truitt. 


NORTHEAST  TEXAS 

Dynamic  group  of  American  trained,  BC  pediat- 
ricians seek  fourth  associate  for  group  practice 
in  attractive  community  of  27,000  (referral  area 
150,CXX)).  Progressive,  family-oriented  com- 
munity with  strong  diversified  economy,  excel- 
lent schools.  Social  and  recreational  opportu- 
nities abound.  Modem  hospital  with  Level  II  nur- 
sery and  designated  pediatric  care  unit.  Shared 
call;  excellent  income  and  benefits;  early  part- 
nership. Contact:  Vicki  Truitt. 


PULMONARY  MEDICINE 


WEST  TEXAS 

Four  man  group  of  American  trained,  board 
certified  internists  seeks  compatible  pulmonary 
medicine  associate.  Community  of  1CX),(XX)-h. 
Office  adjacent  to  modem  250-bed  hospital. 
Shared  call,  excellent  income  and  benefits.  Full 
associate  in  second  year. 

Contact:  Jim  Truitt. 


UROLOGY 


D/FW  METROPLEX 

Urologist  needed  in  affluent  NE  Tarrant  County 
community.  On  campus  with  modern  hospital 
Competitive  incentive  package  to  qualified  can- 
didate. Excellent  schools  and  quality  of  life  with 
attractive  amenities  of  both  Dallas  and  Fort 
Worth.  Contact;  Vicki  Truitt. 


Advertising  Directory 


Selling  Your  Practice?  We  offer  practice  evaluations 
& brokerage,  physician  recruiting,  and  partnership  buy-in 
services.  We  can  help  you  make  the  right  decisions.  For 
a free  brochure,  call  or  write:  Practice  Dynamics,  Dept  T. 
1 1222  Richmond,  Ste  125,  Houston,  TX  77082: 
713-531-0911. 

Attractive,  Active  General  Medical  Practice 

Immediately  available  In  rural  SW  Texas  Community, 
Owned  by  retiring  physician.  No  OB.  Call  Eduardo 
Moreno,  MD  512  497-4272. 

Property 

Repossessed  Texas  Real  Estate  — Foreclosed 
Income  properties,  commercial  land,  farms,  ranches  and 
small  acreage  tracts.  Seller/bank  financing.  Call  512  479- 
2726  for  Information  and  brochure. 


Farm-Ranch 

1,120  ac.  460  ac.  irrigated.  640  ac.  attached. 
Good  to  excellent  bermuda  pastures. 
Additional  150  ac.  could  be  irrigated  from 
same  wells.  Can  irrigate  wheat  for  winter 
and  Sudan  for  summer  pastures.  Water  level 
20-25  ft.,  red  bed  at  40  ft.,  can  pump  1200 
gallons/min.  All  fence  5 barbed  wire.  1 25  ac. 
cotton,  390  acre  wheat,  40  acre  oat 
allotments. 

Can  run  350  to  550  Stockers  per  year 
with  1 00  cow/calf  pairs. 

6 room  modern  home,  refurbished  1 989. 
New  central  heat  and  air,  3 br.,  1-1/2  bath. 
Storm  cellar.  Herdmans  house,  2 br,  2 bath. 
Hay  and  animal  barns.  Shop  with  tools, 
equipment,  1 ton  truck,  4030  J.D.  tractor,  etc. 

Located  on  black  top,  1 5 miles  SW  of 
Lawton  & 5 miles  N.  of  Chattanooga,  OK. 

50  mi.  NW  of  Wichita  Falls,  TX 

Call:  405-755-2303  or  390-3308. 


UNSECURED  LOANS  $5,000  TO  $50,000. 

Deferred  principal  repayment  option  available  to  all  physi- 
cians. Financial  Resources  Company,  PO  Box  29302, 
Richmond,  VA  23229.  804  741-2841 . 

FLEX-SPEX  PREPARATION  — November  1991 
Intensive  Course,  Norfolk  Virginia  Lectures  Audio-visuals, 
home  study.  USNBE  Review  Center,  PO  Box  767, 
Friendswood.  TX  77546,  713  482-8597. 

Advertising  Rates  & Data  — Regular  classified 
advertising  sells  for  $2.00  per  word,  minimum  25  words 
or  $50,  per  issue.  We  do  not  count  articles  (a,  an,  the). 
Display  classified  advertising  sells  for  $95  per  column 
inch,  per  month.  A variety  of  typefaces,  logos,  and  bor- 
ders may  be  used  in  display  classified  ads.  Ad  box  num- 
bers can  be  substituted  for  formal  addresses  upon 
request  at  no  extra  cost.  Name  and  address  of  ad  box 
number  listings  cannot  be  given  out  unless  specific  per- 
mission to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  box  number  holders  except  by  mail. 
Federal  laws  prohibit  references  to  race,  color,  religion, 
sex,  natural  origin,  or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  1st  of  the  month  pre- 
ceding publication.  Send  copy  to  Mark  Bizzell,  Classified 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  TX  78701 . 


Business  and  Financial 
Services 

Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  cour- 
teous service.  Competitive  fixed  rate.  Physicians  Service 
Association,  Atlanta,  Georgia.  TOLL  FREE  1-800-241- 
6905.  Serving  MDs  for  over  1 0 years. 

Professional  Resume  Services  — Successfully 
serving  physicians  since  1 976.  All  levels  and  specialties. 
Curriculum  vitae  preparation.  Cover  letter  development. 
Career  planning.  Commitment  to  product  quality  and 
client  satisfaction.  Immediate  service.  Effective!  Profes- 
sional. Confidential.  Call  1-800-933-7598  (24  hours). 
Alan  D.  Kirschen,  M.A. 


Cormed 

Complete  ICD-9-CM  Volume  I & II  Coding 
Software.  Instant  Complete  access  and 
retrieval  ICD  codes.  Works  on  most 
computers.  Recently  reviewed  in  TSIM 
newsletter.  For  information  and  orders  call 
1-800-545-4CMS.  Corley  Medical  Systems. 
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We’ve  got  a job 
so  important, 
it  takes  a 
retired  person 
to  do  it. 


We  want  you  to  help  give 
new  lives  to  the  27  million 
Americans  who  are  functionally 
illiterate. 

Today,  illiteracy  has  become 
an  epidemic  that  has  reached 
: one  out  of  five  adults.  But  you 
can  help  stop  it  by  joining  the 
fight  against  illiteracy. 

Call  the  Coalition  for  Literacy 
at  toll  free  1-800-228-8813 
and  volunteer. 

Volunteer  Against  Illiteracy. 
The  only  degree  you  need 
is  a degree  of  caring. 


for  Literacy 


asici 


Headache 


Let  Us  Take 
The  Hassle 
of  Your  Billing 


CENTRAL  TEXAS  PROFESSIONAL 
BILLING  SERVICE 

FOR  MORE  INFORMATION  REGARDING  OUR  SERVICES, 
CALL:  800/621-7009 
Waco  817/754-4700 
FAX  817/754-4161 


Classified  ads . . . 
as  easy  as  1,2, 3. 

tW  Please  print  or  type  the  ad  you  want  to  run  on 
a separate  sheet  of  paper 


2. 


lew  Place  both  In  an  envelope  and  mail  to: 
Mark  Bizzell,  Advertising 
401  West  15th,  Austin,  TX  78701 


Deadlines  for  publication  are  the  first  of  the  month  preced- 
ing the  month  of  publication.  For  example:  An  ad  to  be  run  in 

October  should  be  received  by  Texas  Medicine  by  September  1. 
Classified  advertising  costs:  $2.00  per  word,  minimum  25 
words  or  $50.00.  We  do  not  count  articles  (a,  an,  the).  First  time 
advertisers  must  submit  payment  with  advertising. 


Texas  Medical  Association  401  West  15th 
Austin,  TX  78701  (51 2)  370-1 300 


Date 

Name 

Address 

State Zip  Code 

Signature 

Telephone 

Would  you  like  the  ad  to  run  continuously  until  cancelled  ? 
□ YES  GNO 

On  the  following  line,  please  specify  the  months  you 
would  like  the  ad  to  run. 


Method  of  payment 

□ Check  enclosed  for  $ 

□ MasterCard  or  Visa  (circle)# 

Expiration  Date 

Signature 


Courses 


August 

Cardiology 

Aug  1-3, 1991 

Critical  Care  Cardiology.  San  Francisco. 
Contact  American  College  of  Cardiology, 
Extramural  Programs,  Dept  5080,  Wash- 
ington, DC  20061-5080  (1-800)  897-5400 

Aug  26-28,  1991 

State  of  the  Art  Cardiology  for  the  Clini- 
cian. Moran,  Wyo.  Contact  American  Col- 
lege of  Cardiology,  Extramural  Programs, 
Dept  5080,  Washington,  DC  20061-5080 
(1-800)  897-5400 

Family  Practice 

Aug  5-9,  1991 

Family  Medicine  Review.  South  Padre  Is- 
land, Tex.  Contact  Scott  & White  Memori- 
al Hosp,  Office  of  CME,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

Ophthalmology 

Aug  2-3,  1991 

Phacoemulsification  & Small  Incision 
lOLS.  Houston.  Contact  Baylor  College  of 
Medicine,  Office  of  CME,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798-6020 

Aug  12-16,  1991 

Postgraduate  Course  in  Ocular  Microbiolo- 
gy. Houston.  Contact  Baylor  College 
of  Medicine,  Office  of  CME,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798-6020 

Otolaryngology 

Aug  22-24,  1991 

Temporal  Bone  Mini-Course.  Galveston. 
Contact  Office  of  CME,  The  University  of 
Texas  Medical  Branch,  Rte  J-34,  Shearn 
Moody  Plaza,  Galveston,  TX  77550  (409) 
761-2934 

Pathology 

Aug  17-24,  1991 

Fine  Needle  Biopsy  Course.  Aspen,  Colo. 
Contact  Extended  Programs,  Rm  LS-105, 
University  of  California  School  of  Medicine, 
San  Erancisco,  CA  (415)  476-4251 

Pediatrics 

Aug  1-3, 1991 

Debates  & Updates  in  Pediatric  Emergen- 
cy Medicine.  San  Francisco,  Calif.  Contact 
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Extended  Programs,  Rm  LS-105,  Universi- 
tv  of  California  School  of  Medicine,  San 
Francisco,  CA  (415)  476-4251 

Risk  Management 

Aug  24-25,  1991 

RM  Stat.  Dallas.  Contact  Medical  Risk 
Management,  Inc,  2500  City  West  Blvd,  Ste 
300,  Houston,  TX  77042,  (713)  789-6518 

Urology 

Aug  16-18,  1991 

Pediatric  Urology.  Philadelphia.  Contact 
American  Urological  Association,  6750  W 
Loop  South,  Ste  900,  Bellaire,  TX  77401 
(713) 665-7500 

September 

Computer  Applications 

Sept  14, 1991 

GRATEFUL  MED:  Computer  Access  to 
Information.  Austin,  Tex.  Contact  Texas 
Medical  Association  Library,  401  W 15th 
St,  Austin,  TX  78701  (512)  370-1300 

Emergency  Medicine 

Sept  14,  1991 

£MS  Update  1991.  Lubbock,  Tex.  Contact 
Office  of  CME,  Texas  Tech  University 
Health  Sciences  Center,  Lubbock,  TX 
79430  (806)  743-2929 

General  Practice 

Sept  21, 1991 

Legal  Aspects  of  Patient  Care  in  the  Physi- 
cians’ Office/Clinical  Setting.  San  Antonio, 
Tex.  Contact  St  Luke’s  Lutheran  Hosp, 
Dept  of  Education,  7930  Eloyd  Curl  Dr, 
San  Antonio,  TX  78229  (512)  692-8719 

Internal  Medicine 

Sept  3-8,  1991 

Intensive  Review  of  Internal  Medicine. 
Dallas.  Contact  Office  of  CME,  The  Uni- 
versity of  Texas  Southwestern  Medical 
Center,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)  688-2166 

Sept  27,  1991 

Issues  In  Medicine.  Houston.  Contact  Bay- 
lor College  of  Medicine,  Office  of  CME, 
One  Baylor  Plaza,  Houston,  TX  77030 
(713) 798-6020 


Oncology 

Sept  20-21,  1991 

Pheresis.  Houston.  Contact  The  University 
of  Texas  M.  D.  Anderson  Cancer  Center, 
Conference  Services,  Box  131,  1515  Hol- 
combe Blvd,  Houston,  TX  77030  (713) 
792-2222 

Sept  26-28,  1991 

Breast  Cancer  1991.  Dallas.  Contact  Bay- 
lot  Medical  Center,  Office  of  CME,  3500 
Gaston  Ave,  Dallas,  TX  75246  (214)  820- 
2317 

Ophthalmology 

Sept  6,  1991 

Cataract  1991.  Dallas.  Contact  Presbyteri- 
an Healthcare  System,  Office  of  CME, 
8160  Walnut  Hill  Ln,  Dallas,  TX  75231 
(214) 891-2323 

Sept  13-15,  1991 

Uveitis/Retinal  Frontiers.  Carmel,  Calif. 
Contact  Extended  Programs,  Rm  LS-105, 
University  of  California  School  of 
Medicine,  San  Francisco,  CA  (415)  476- 
4251 

Pediatrics 

Sept  5-7,  1991 

Burns  in  Children.  Houston.  Contact  The 
University  of  Texas  Medical  School  at 
Houston,  Office  of  CME,  1100  Holcombe 
Blvd,  HMB  15.1509,  Houston,  TX  77030 
(713)  792-5346 

Psychiatry 

Sept  7,  1991 

Portraits  of  Mania.  Dallas.  Contact  The 
University  of  Texas  Southwestern  Medical 
Center,  Office  of  CME,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)  688-2166 

Risk  Management 

Sept  13-14,  1991 

RM  Stat.  Paris,  Tex.  Contact  Medical  Risk 
Management,  Inc,  2500  City  West  Blvd,  Ste 
300,  Houston,  TX  77042,  (713)  789-6518 

Sept  18,  1991 

Forensic  Obstetrics.  El  Paso,  Tex.  Contact 
Medical  Risk  Management,  Inc,  2500  City 
West  Blvd,  Ste  300,  Houston,  TX  77042, 
(713)  789-6518 

Sept  18,  1991 

Grand  Rounds  in  Medical  Malpractice.  El 
Paso,  Tex.  Contact  Medical  Risk  Manage- 
ment, Inc,  2500  City  West  Blvd,  Ste  300, 
Houston,  TX  77042,  (713)  789-6518 
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Urology 

Sept  6-7,  1991 

Cdlculi  UpdiJte.  St  Louis.  Contact  Ameri- 
can Urological  Association,  6750  W Loop 
South,  Ste  900,  Bellaire,  TX  77401  (713) 
665-7500 

October 

Cardiology 

Oct  3-6,  1991 

Cardiovascular  Board  Review.  Indianapolis. 
Contact  American  College  of  Cardiology, 
Extramural  Programs,  Dept  5080,  Washing- 
ton, DC  20061-5080  (1-800)  253-4636 

Oct  10-12,  1991 

Cardiology  Update.  Carmel,  Calif.  Contact 
American  College  of  Cardiology,  Extramu- 
ral Programs,  Dept  5080,  Washington,  DC 
20061-5080  (1-800)  253-4636 

Family  Practice 

Oct  23-26,  1991 

Family  Medicine  for  the  90s.  Houston. 
Contact  Texas  Academy  of  Family  Physi- 
cians, 8733  Shoal  Creek  Blvd,  Austin,  TX 
78766  (512)  451-8237 

Oct  25,  1991 

Multiple  Sclerosis  Update.  Houston.  Con- 
tact The  University  of  Texas  Medical 
School  at  Houston,  Office  of  CME,  1100 
Holcombe  Blvd,  HMB  15.1509,  Houston, 
TX  77030  (713)  792-5346 

Infectious  Diseases 
Oct  11-12,  1991 

Update  in  Sexually  Transmitted  Diseases. 
Dallas.  Contact  The  University  of  Texas 
Southwestern  Medical  Center,  Office  of 
CME,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235 (214) 688-2166 

Internal  Medicine 

Oct  5-6,  1991 

Internal  Medicine  Update.  Cloudcroft, 
NM.  Contact  Providence  Memorial  Hospi- 
tal, Education  Dept,  2001  N Oregon,  El 
Paso,  TX  79902  (915)  542-6699 

Oct  25-26,  1991 

Update  in  Pulmonary  Medicine.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 


Obstetrics  and  Gynecology 

Oct  25-26,  1991 

Annual  Seminar  in  Oh-Gyn.  Lubbock, 
Tex.  Contact  Office  of  CME,  Texas  Tech 
University  Health  Sciences  Center,  Lub- 
bock, TX  79430  (806)  743-2929 

Oncology 

Oct  6-8,  1991 

Environmental  Carcinogenesis  & Its  Pre- 
vention: The  Head  & Neck  Model.  Her- 
shey.  Pa.  Contact  The  University  of  Texas 
M.  D.  Anderson  Cancer  Center,  Confer- 
ence Services,  Box  131,  1515  Holcombe 
Blvd,  Houston,  TX  77030  (713)  792-2222 

Oct  6-9,  1991 

Pharmacy  Symposium  on  Cancer  Chemo- 
therapy. Houston.  Contact  The  University 
of  Texas  M.  D.  Anderson  Cancer  Center, 
Conference  Services,  Box  131,  1515  Hol- 
combe Blvd,  Houston,  TX  77030  (713) 
792-2222 

Oct  14-18,  1991 

Medical  Oncology  Board  Review.  Hous- 
ton. Contact  Richard  Pazdur,  MD  (713) 
792-3634 

Oct  29-Nov  1,  1991 

Genetic  Mechanisms  of  Cancer.  Houston. 
Contact  The  University  of  Texas  M.  D. 
Anderson  Cancer  Center,  Conference  Ser- 
vices, Box  131,  1515  Holcombe  Blvd, 
Houston,  TX  77030  (713)  792-2222 

Orthopedic  Surgery 

Oct  25-26,  1991 

Current  Concepts  in  Lumbar  Pain.  Hous- 
ton. Contact  Baylor  College  of  Medicine, 
Office  of  CME,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-6020 

Otorhinolaryngology 

Oct  5-6,  1991 

Endoscopic  Sinus  Surgery.  Dallas.  Contact 
The  University  of  Texas  Southwestern 
Medical  Center,  Office  of  CME,  5323  Har- 
ry Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Pediatrics 

Oct  18-19,  1991 

Pediatric  Postgraduate  Conference.  Lub- 
bock. Contact  Office  of  CME,  Texas  Tech 
University  Health  Sciences  Center,  Lub- 
bock, TX  79430  (806)  743-2929 
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Risk  Management 

Oct  5-6,  1991 

RM  Stat.  El  Paso,  Tex.  Contact  Medical 
Risk  Management,  Inc,  2500  City  West 
Blvd,  Ste  300,  Houston,  TX  77042  (713) 
789-6518 

Oct  19-20,  1991 

RM  Stat.  Lubbock,  Tex.  Contact  Medical 
Risk  Management,  Inc,  2500  City  West 
Blvd,  Ste  300,  Houston,  TX  77042  (713) 
789-6518 

Urology 

Oct  12-13,  1991 

Urologic  Oncology.  San  Diego.  Contact 
American  Urological  Association,  6750  W 
Loop  South,  Ste  900,  Bellaire,  TX  77401 
(713) 665-7500 

November 

Oncology 

Nov  19-23,  1991 

Advances  in  the  Biology  & Clinical  Man- 
agement of  Melanoma.  Houston.  Contact 
The  University  of  Texas  M.  D.  Anderson 
Cancer  Center,  Conference  Services,  Box 
131,  1515  Holcombe  Blvd,  Houston,  TX 
77030  (713)  792-2222 

Psychiatry 

Nov  2,  1991 

Divorce  in  Families.  Houston.  Contact 
Baylor  College  of  Medicine,  Office  of 
CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Nov  8-10,  1991 

Group  Therapy  Symposium.  San  Francis- 
co. Contact  University  of  California  at  San 
Francisco,  Extended  Programs  in  Medical 
Education,  Rm  Ls-105,  San  Francisco,  CA, 
94143-0742  (415)  476-4251 
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Practice  Management 
Workshops 

The  following  workshops  and  seminars  are 
sponsored  by  the  Texas  Medical  Associa- 
tion Department  of  Practice  Management 
Services.  For  further  information,  contact 
the  TMA  Department  of  Practice  Manage- 
ment Services,  401  W 15th  St,  Austin,  TX 
78701 (512) 370-1300. 

July-Sept,  1991 

Medical  Office  Management  Institute 
July  9-12,  Houston;  July  23-26,  Dallas; 
Aug  6-9,  San  Antonio 

Understanding  and  Improving  Third  Party 
Reimbursement 

Sept  17,  Tyler;  Sept  19,  Austin;  Sept  24,  Ft 
Worth;  Sept  26,  Dallas 

Risk  Management 
Seminars 


The  following  course  is  sponsored  by  the 
Texas  Medical  Association  Risk  Manage- 
ment Department.  All  seminars,  unless 
otherwise  announced,  will  be  held  from  7 
pm- 10  pm.  For  further  information,  con- 
tact the  TMA  Department  of  Risk  Man- 
agement, 401  W 1 5th  St,  Austin,  TX  78701 
(512)  370-1300. 

July-Oct,  1991 

Malpractice  Proof  Your  Practice 

July  6,  Corpus  Christ!  (with  Nueces  Coun- 
ty Medical  Education  Foundation; 
1:30-5:30  pm);  July  11,  Tyler;  July  13, 
Lufkin;  July  25,  McAllen 

Sept  14,  Austin  (during  TMA  Fall  Leader- 
ship Conference;  2-5  pm);  Sept  19,  Dallas; 
Sept  26,  Houston 

Oct  17,  San  Antonio;  Oct  29,  Lubbock 

Calendar  of  Meetings 


•Denotes  Texas  meeting 

August 

Aug  21-25,  1991,  Arlington,  Tex 
•Texas  Academy  of  Family  Physicians  An- 
nual Assembly  and  Scientific  Program 
Contact  TAFP,  PO  Box  9802  #677,  Austin, 
TX  78766  (512)  451-8237 


September 

Sept  6-8,  1991,  Austin,  Tex 
•Texas  Orthopaedic  Association  Commit- 
tee Work  Day 

Contact  TOA,  401  W 15th  St,  Austin,  TX 
78701  (512)  370-1300. 

Sept  14,  1991,  Austin,  Tex 

•Texas  Medical  Association  Fall 
Leadership  Conference 

Contact  Jon  Hornaday,  TMA,  401  W 15th 
St,  Austin,  TX  78701  (512)  370-1300. 

Sept  24-27,  1991,  Honolulu 
American  Group  Practice  Association  An- 
nual Meeting 

Contact  AGPA,  1422  Duke  St,  Alexandria, 
VA  22314  (703)  838-0033 

Sept  27-29,  1991,  Houston 
•Texas  Pediatric  Society  Annual  Meeting 
Contact  TPS,  401  W 15th  St,  Austin,  TX 
78701  (512)  370-1300. 

October 

Oct  7-10,  1991,  Be  ^or> 

American  Colle^  . gency  Physicians 

Annual  Scientipc  Assembly 
Contact  ACEP,  PO  Box  619911,  Dallas, 
TX  75261-9911  (1-800)  798-1822  or 
(214)  550-0911 

Oct  20-25,  1991,  Chicago 

American  College  of  Surgeons  Annual 

Meeting 

Contact  ACS,  44  E Erie  St.,  Chicago,  IL 
60611  (312)  664-4050 

Oct  24-26,  1991,  Boston 
American  Academy  of  Clinical  Psychia- 
trists Annual  Meeting 

Contact  AACP,  PO  Box  3212,  San  Diego, 
CA  92103  (619)  298-4782 

Oct  26-30,  1991,  San  Erancisco 
American  Society  of  Anesthesiologists  An- 
nual Meeting 

Contact  ASA,  515  Busse  Hwy,  Park  Ridge, 
IE  60068  (312)  825-5586 

Oct  27-Nov  1,  1991,  Washington,  DC 
American  Academy  of  Physical  Medicine 
and  Rehabilitation  Annual  Meeting 
Contact  AAPMR,  122  S Michigan  Ave,  Ste 
1300,  Chicago,  IL  60603-6107  (312) 
922-9366 


Wear  Your  Heart 
on  Your  Lapel 


New  from  the  TMA  Auxiliary, 
these  enameled  lapel  pins  display 
the  'Texas  Medicine  Cares" 
message  to  patients,  at  health 
fairs,  to  colleagues  and  co- 
workers—to  the  entire  community. 


Appropriate  for  men  and  women, 
and  attractive  enough  to  wear 
every  day,  the  pins  are  3/4"  high 
and  produced  in  red  and  white 
enamel  on  gold.  Cost  is  $3/each. 


Order  for  yourself  and  your 
spouse. 


You  care.  Texas  Medicine  Cares. 
Now  you  can  wear  your  message 
on  your  lapel. 


Order  Form 

Please  send 

'Texas  Medicine  Cares"  lapel  pins 
@ $3 Total  $ 

Send  to: 


Name 


Address 


City/Zip 


Send  form  and  check  to: 

Lapel  Pins 

Texas  Medical  Association 
Auxiliary 
1801  North  Lamar 
Austin  78701 

Make  check  to  TMA  Auxiliary. 
Price  includes  tax  and  shipping. 
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The  web  of  Cme 

AND  MEDICAL 
INDUSTRY  PROFIT 


Get  your  next  new  car  from  us., 
a TM A endorsed  company! 


When  the  Texas  Medical  Association 
wanted  to  endorse  a car  company,  they  had 
some  requirements!  They  wanted  a company 
with  integrity,  volume  buying  power,  and 
above  all  SERVICE.  The  TMA  chose  Autoflex 
Leasing. 

Just  one  call  to  us  and  you  get  all  of  the 
above  and  more.  Our  "ELEXLEASE"  is  the 
best  lease  available,  and  it  includes  free  rent 
cars,  no  down  payment  & no  deposit.  You 
pick  out  the  car  of  your  choice  and  we  will 
deliver  it  to  your  home  or  office  the  next  day! 
Sound  simple?  It  is! 


AijXoflex 


Since  tax  reform,  there  are  no  advantages 
to  owning  a car.  Interest  write  offs  and  invest- 
ment tax  credits  have  been  eliminated  and 
sales  tax  can  no  longer  be  deducted.  Call  one 
of  our  professionals  today  so  we  can  explain 
our  special  programs  created  exclusively  for 
TMA  members.  So  for  your  next  vehicle, 
whether  you  buy  or  lease,  choose  a company 
the  TMA  endorses.  Choose  Autoflex  Leasing. 
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PHYSICIANS  CABING  FOR  TEXANS 


CONTACT:  LOUIS  MURAD 
OR  PATRICK  MORRISSEY 


1-800-634-0304 


212  W.  Spring  Valley  • Richardson,  TX  75081  • 214-234-1234 


1-800-252-9318 

YOUR  HOTLINE 
FOR  TMAIT 
INSURANCE 
ANSWERS 


We  know  that  insurance  can  be  com- 
plicated and  confusing.  You  and  your 
staff  have  more  important  things  to  do 
than  worry  about  your  personal  and 
staff  insurance.  That’s  why  TMAIT 
has  an  INSURANCE  HOTLINE  to 
simplify  things. 

Just  call  1-800-252-9318  any  weekday 
between  8:15  a.m.  and  5:15  p.m. 

You’ll  get  a friendly  TMAIT  insurance 
specialist  who  can  usually  answer  your 
questions  immediately.  If  they  can’t, 
they’ll  get  the  answer  and  promptly 
call  you  back. 

Your  INSURANCE  HOTLINE  is  just 
one  more  valuable  member  service. 

TMAIT  offers  you  Safety,  Financial 
Stability,  Excellent  Service  and 
Reliability. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


Created  and  endorsed  by  the  Texas  Medical  Association 
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TexasMedical 

Association 


1901  NORTH  LAMAR  BLVD 
AUSTIN,  TEXAS  78705 
1-800-252-9318 
IN  AUSTIN  476-6551 
FAX:  512/469-9336 


L:nderwritten  b\  PRUCO  Life  Insurance  Company  of  Texas, 
a subsidiary  of  The  PRUDENTIAL. 
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Letters 


Imagine  the  fuss  if 
physicians’  profits 
increased  like  oil 
companies’  profits 

Recent  newspaper  articles  an- 
nounced soaring  quarterly 
profits  from  18%  to  105%  for  US 
oil  companies.  A moment  of  pause 
and  a question  are  in  order  here. 

If  physicians’  incomes  increased 
18%  in  one  quarter  over  the  same 
quarter  of  the  previous  year,  accusa- 
tions and  fingers  would  be  pointed 
at  greedy  physicians  profiteering  and 
gouging  the  public.  Yet,  when  it 
comes  to  the  oil  companies,  this  is 
cause  for  celebration  and  pats  on  the 
back  for  the  wonderful  business  they 
are  doing. 

Some  of  this  profit  is  attributed  to 
the  Desert  Storm  Operation.  By  way 
of  analogy,  if  an  epidemic  of  disease 
— heaven  forbid  — hit  the  United 
States,  would  physicians  be  allowed 
to  capitalize  on  this  and  increase 
their  profits  by  105%?  One  doubts 
very  seriously  this  would  be  the  case. 
One  would  assume  that  those  physi- 
cians would  be  ostracized,  persecuted 
in  the  press,  and  maybe  even  charged 
with  criminal  violations. 

Also  of  note  are  the  million-dol- 
lar  salaries  of  star  baseball,  football, 
or  basketball  players,  who  also  re- 
ceive money  from  endorsements. 
Similarly,  entertainers’  fees  for  ap- 
pearances on  television  or  in  Las  Ve- 
gas or  such  places  are  astronomical. 
And  certain  people  leave  govern- 
ment jobs  and  go  on  speaking  tours 
charging  fees  from  $2,000  to 
$20,000  per  appearance. 

The  question  that  must  be  raised 
is  whether  we  in  the  United  States 
have  lost  our  sense  of  what  is  impor- 
tant. Are  we  willing  to  condone 
105%  quarterly  increases  in  oil 
company  profits  and,  yet,  crucify 


physicians  if  their  income  increases 
by  12%  over  an  entire  year? 

Cries  are  out  to  limit  physicians’ 
incomes,  cap  fees,  increase  de- 
ductibles that  patients  have  to  pay, 
diminish  or  abolish  certain  fees  for 
assistant  surgeons  or  some  laborato- 
ry testing,  but  no  one  gives  a 
thought  to  the  profits  made  by  oil 
companies,  athletes,  and  people  in 
the  entertainment  business. 

When  we  as  a nation  put  things 
in  perspective,  it  may  not  seem  ob- 
scene for  a physician  to  increase  his 
income  by  105%  a year  considering 
the  hours,  the  responsibilities,  and 
the  risks  involved  in  this  profession. 

Adel  G.  Nafrawi,  MD 
1311  Hickory, 
Abilene,  TX  79601. 


Physicians’  image 
affects  physician 
shortages 

It  was  extremely  gratifying  to  read 
the  cover  story  about  the  image 
of  physicians  [“R-E-S-P-E-C-T:  The 
public  image  of  physicians,”  Texas 
Medicine,  June  1991,  pp  36-45].  An 
analysis  of  this  important  subject 
was  long  overdue. 

However,  one  aspect  of  the  prob- 
lem not  discussed  in  the  article  is 
how  the  declining  image  of  physi- 
cians affects  the  supply  of  physi- 
cians. In  a 1990  survey,  the  AMA 
reported  that  47%  of  college-edu- 
cated respondents  believe  medicine 
is  a worse  profession  to  be  in  today 
than  it  was  10  years  ago.  It  is  no  co- 
incidence that  the  number  of  medi- 
cal school  applications  has  declined 
consistently  in  those  10  years. 

At  the  other  end  of  the  spectrum, 
many  older  physicians  are  retiring 
early,  in  part  because  the  image  of 


medicine  is  not  what  it  was  when 
they  entered  the  field.  Physician 
shortages  already  exist  in  those  spe- 
cialties with  the  most  problematic 
images  (family  practice,  internal 
medicine,  obstetrics/gynecology) 
at  the  precise  time  that  increased  ac- 
cess to  health  care  has  become  a na- 
tional priority. 

To  a significant  degree,  the  prac- 
tical delivery  of  health  care  depends 
on  whether  the  image  of  physicians 
can  be  restored  to  a sensible  bal- 
ance. Only  then  will  medicine  at- 
tract and  keep  the  kind  of  people 
who  make  the  best  doctors.  It  is  to 
be  hoped  that  the  Texas  Medical  As- 
sociation and  other  influential  physi- 
cian groups  will  make  the  profes- 
sional image  of  physicians  a focus  in 
the  1990s. 

Joseph  Hawkins 
Chief  Executive  Officer, 
Merritt,  Hawkins  & Associates, 
Physician  Search  and  Consulting, 
222  W Las  Colinas  Blvd,  Suite  1920, 
Irving,  TX  75039. 

Speaking  of  Medicaid 
hassles  . . . 

MA  strategy:  making 
H sense  of  Medicaid” 
[Texas  Medicine,  May  1991,  pp 
24-25]  was  well  written  and  very 
informative. 

Let  me  relay  a story  illustrating 
the  frustration  of  dealing  with  the 
Medicaid  system.  Recently  we  saw 
several  Medicaid  patients  who  de- 
sired vasectomies.  Since  we  were  un- 
clear about  whether  this  procedure 
was  covered,  we  contacted  Medicaid 
and  got  certification  to  go  ahead 
with  the  vasectomies.  After  the  va- 
sectomies were  performed,  payment 
was  denied.  We  sent  copies  of  letters 
verifying  coverage  and  certification. 
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and  were  told  to  check  the  Medicaid 
manual.  An  obscure  paragraph  of 
the  manual  states  there  is  a 30-day 
waiting  period  from  certification  un- 
til the  procedure  can  be  done. 

Now,  between  Medicare,  Medi- 
caid, and  all  the  health  insurance 
carriers,  my  staff  is  bombarded  with 
manuals  and  with  weekly  and  even 
daily  changes  in  these  manuals.  It  is 
impossible  for  my  excellent  staff  to 
keep  up  with  the  regulations. 

I know  that  when  I do  a vasecto- 
my or  any  procedure  on  a Medicaid 
patient,  the  reimbursement  is  going 
to  be  small.  I treat  Medicaid  patients 
because  I feel  an  obligation  to  the 
patient  and  to  society  and  I accept 
the  fact  that  I actually  will  lose  mon- 
ey by  treating  Medicaid  patients. 
Fortunately,  I see  enough  patients 
who  pay  me  decently  that  I have  the 
luxury  of  seeing  indigent  patients  as 
well  as  Medicaid  patients.  But  it  is 
adding  insult  to  injury  to  hassle 
physicians  with  all  this  paperwork 
and  then  deny  payment. 

At  a recent  TMA  meeting,  several 
doctors  pointed  out  that  when  they 
take  care  of  Medicaid  patients,  they 
do  not  even  bill  Medicaid  because  it 
is  not  worth  the  hassle.  I am  not  go- 
ing to  threaten  not  to  see  Medicaid 
patients.  As  long  as  my  practice  is 
thriving,  I can  afford  to  see  Medi- 
caid patients.  But  I do  feel  that  even 
if  the  reimbursement  is  going  to  be 
small,  I am  entitled  to  it  without  be- 
ing hassled. 

My  plea  to  Medicaid,  my  plea  to 
Medicare,  and  my  plea  to  all  the 
HMOs  and  PPOs  and  other  health 
care  insurance  carriers  is,  please  get 
rid  of  the  hassle  factor.  Canada  is 
able  to  deliver  health  care  with  a less 
than  4%  bureaucratic  overhead.  Why 
can’t  something  be  done  about  elimi- 
nating a tremendous  amount  of  the 
worthless  paperwork  in  our  system? 
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Thank  you  for  allowing  me  to 
ventilate. 

Gerald  Frankel,  MD 
Heritage  Medical  Building, 
1441  Redbud  Blvd,  Suite  261, 
McKinney,  TX  75069. 

The  hazards  of 
mandatory  HIV  testing 
of  physicians 

Jim  Busby’s  feature  article 
“Through  the  Valley  of  Many 
Shadows,”  [Texas  Medicine,  May 
1991,  pp  36^6]  tells  the  factual  story 
of  a physician  infected  with  HIV 
through  occupational  exposure.  This 
excellent  article  addresses  many  of  the 
issues  facing  physicians  today  regard- 
ing the  care  of  HIV-infected  patients. 

The  unfortunate  anesthesiologist 
mentioned  in  the  article,  although 
believing  his  risk  of  transmitting 
HIV  to  his  patients  is  not  “real,”  has 
altered  his  practice  to  the  point  of 
never  starting  an  IV,  never  perform- 
ing a lumbar  puncture  or  intubation, 
and  not  even  allowing  himself  to 
personally  react  to  patient  emergen- 
cies. His  behavior  appears  to  be 
based  primarily  on  the  medicolegal 
aspects  of  possible  HIV  transmis- 
sion, as  opposed  to  his  true  belief 
that  he  does  not  represent  a risk  to 
his  patients.  He  rightfully  rejects  dis- 
closure of  his  HIV  status  to  his  pa- 
tient population,  recognizing  that 
this  would  quickly  end  his  practice. 

One  point  the  article  does  not 
touch  upon  is  the  impact  that 
mandatory  HIV  testing  of  physicians 
could  have  on  the  care  of  patients 
with  HIV  infection.  To  this  point  in 
the  epidemic,  very  few  physicians 
have  chosen  voluntarily  to  care  for 
patients  with  this  dreadful  disease.  I 
suspect  that  calls  for  mandatory  test- 
ing and  disclosure  will  influence 
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many  physicians  to  pursue  other  ar- 
eas of  health  care,  knowing  that 
should  they  become  infected  on  the 
job,  they  would  be  forced  to  under- 
go HIV  testing  and  disclose  their 
status,  leading  to  the  loss  of  their  ca- 
reer and  livelihood.  Do  we  truly  be- 
lieve that  many  physicians  will  vol- 
unteer for  this  job?  Hopefully  the 
issues  discussed  in  this  article  will  be 
more  thoroughly  thought  out  before 
Texas  enacts  any  binding  legislation. 

Paue  R.  Gustafson,  MD 
1200  Btnz,  Suite  910, 
Houston,  TX  77004. 

New  journal  promotes 
social  responsibility 

Another  new  medical  journal? 

This  one  is  not  a journal  re- 
porting the  newest  advances  of  yet 
another  medical  subspecialty,  but  a 
journal  for  any  physician  motivated 
by  a feeling  of  social  responsibility. 
A journal  sponsored  by  Physicians 
for  Social  Responsibility  (PSR),  a 
“related  organization”  of  the  TMA, 
PSR  Quarterly  aims  to  reach  a 
broad  audience  with  its  mission  to 
promote  informed  discussion,  analy- 
sis, and  action. 

In  an  editorial  in  the  first  issue, 
Jennifer  Leaning,  MD,  reviews  the 
historical  background  of  PSR  on  its 
30-year  anniversary:  from  the  Cold 
War  in  the  1960s  with  worldwide 
radioactive  fallout  after  nuclear  ex- 
plosions testing,  to  the  labile  balance 
of  the  1970s’  quest  for  superiority  of 
arms,  on  to  President  Reagan’s  real- 
ization that  “nuclear  wars  cannot  be 
won,  and  should  never  be  fought,” 
to  the  Antiballistic  Missile  Treaty, 
the  Nuclear  Non-Proliferation 
Treaty,  the  Intermediate  Nuclear 
Forces  Treaty,  the  Strategic  Arms 
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Reduction  Treaty  and  the  1991 
pending  Conventional  Forces  Treaty. 

And  by  now,  we  realize  that  hu- 
man encroachment  on  the  global 
ecology  cannot  go  on  without  conse- 
quences. We  polluted  and  now  must 
spend  billions  of  dollars  to  clean  up. 
We  waste  our  resources  and  we  cre- 
ate enormous  medical  and  biological 
effects  of  industrial  ozone  depletion. 

For  decades,  PSR  has  taught  the 
medical  aspects  of  nuclear  war,  and 
now  by  expanding  its  goals  to  envi- 
ronmental issues,  it  is  “falling  in  step 
with  its  name,”  as  the  editor  remarks. 

PSR  Quarterly  will  explore  the 
role  of  physicians  and  scientists  in 
today’s  ecological  and  ethical  issues. 
A sample  of  topics  in  the  first  issue 
illustrates  its  mission:  “The  Health 
Effects  of  Radioactive  Fall-Out  on 
Marshall  Islanders,”  “The  Labyrinth 
of  Biological  Defense,”  “Biological 
Weapons  Research  and  Physicians, 
an  Ethical  Analysis.” 

Eor  subscription  information  and 
guidelines  for  authors,  contact  PSR 
Quarterly^  10  Brookline  Place  West, 
Brookline,  MA  02146.  The  publish- 
er is  Williams  and  Wilkins,  Balti- 
more, Md. 

O T r o L I P P M A N N , M D 
? 1 04  Perry  Lane, 
Austin,  TX  787M. 

The  patient  transfer 
controversy:  a patient’s 
viewpoint 

■ am  appalled  at  the  accusations 
against  Dr  Michael  Burditt  for 
the  transfer  of  a patient  from  DeTar 
Hospital  in  Victoria  to  John  Sealy 
Hospital  in  Galveston  in  1986.  [See 
“The  Burditt  case:  1,000  briefs,  but 
who’s  counting?”  Texas  Medicine, 
April  1991,  pp  20-21.] 

Dr  Burditt  is  one  of  the  finest. 


most  caring  doctors  in  Victoria.  He 
doesn’t  care  about  money  when  it 
comes  to  a life-or-death  situation  of 
a patient.  I know  because  my  finan- 
cial situation  was  similar  to  Rosa 
Rivera’s  [the  patient  Dr  Burditt 
transferred].  I was  5 months  preg- 
nant, and  I didn’t  have  a doctor 
when  I was  admitted  to  DeTar  for 
high  blood  pressure.  I was  having  a 
lot  of  problems  with  my  pregnancy 
when  Dr  Burditt  offered  to  be  my 
doctor.  Dr  Burditt  stood  by  me 
through  the  most  difficult  times,  be- 
cause there  was  a chance  I would 
lose  my  baby  and  my  life. 

During  the  eighth  month,  my 
condition  grew  worse,  and  similar  to 
the  Rivera  case.  Dr  Burditt  wanted 
to  transfer  me  to  the  Galveston 
neonatal  hospital  where  we  would 
receive  the  best  of  care  — not  be- 
cause of  financial  reasons,  but  be- 
cause he  believed  that  would  in- 
crease the  chance  that  both  the  baby 
and  I would  survive.  Because  there 
were  no  rooms  available.  Dr  Burditt 
performed  a cesarean  section  and 
made  arrangements  for  a neonatolo- 
gist  to  be  present  in  case  the  baby 
needed  immediate  special  attention. 

On  September  13,  1989,  I gave 
birth  to  a 3 lb,  7 oz  baby.  My  medi- 
cal condition  had  worsened,  but  Dr 
Burditt  stayed  with  me  until  I made 
a complete  recovery. 

Dr  Burditt  is  not  only  a good 
doctor,  he’s  very  cautious  about  the 
well-being  of  all  of  his  patients.  He 
would  never  “dump”  a patient  for 
financial  reasons.  If  he  did,  I 
wouldn’t  be  here  with  my  healthy 
son  today. 

Ladedra  D.  Bell 
703  E Lonia  Vista, 
Victoria,  TX  77901. 


Express  your  point  of  view  in  Texas 
Mecficine. 

To  submit  a letter,  send  it  to  Texas  Medicine, 
TMA,  401  W 15th  St,  Austin  78701.  Please 
type  letters  you  submit  for  publication,  and 
keep  the  length  to  400  words  or  less.  If  nec- 
essary, you  may  include  a few  references, 
preferably  less  than  five.  Letters  are  pub- 
lished at  the  discretion  of  the  managing  edi- 
tor and  editorial  advisors,  and  are  subject  to 
editing  and  abridgment.  Letters  represent  the 
opinions  of  the  authors  and  do  not  necessari- 
ly reflect  the  policies  of  the  Texas  Medical 
Association. 
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OUTPATIENT  SERVICES 

Comprehensive 
Diagnostic  Evaluation 
lndi\  idual  and  Group 
Psychotherapy 
Family  Assessment 
and  Therapy 

ALTERNATIVE  CARE 

Day  1 lospital 
Children 
Adolescents 
Adults 

Medication  Superc  ision 

RESIDENTIAL  SERVICES 

After  Care  Programs 
Residential  Programs 

ACCEL 

Executive  Professionals  Program 

For  i/oiir  paticiiH'convenk'iicc,  cvnliialioii'^ 
iimil  he  iloiic  at  nin/  of  our  five  loentioii^: 
the  iiiiiiii  hospitnl  ciiiiipu^  in  Dallas,  the 
Thuherlawii  North  Dallas  Center, 
the  Tlinherlaien  Las  Colinas  Center, 
Tiinberlaxen  at  The  Aerohies  Center, 
or  the  Tlinherlaien  DeSofolDuncanville 
Center. 

Admissions: 

P.O.  Brrx  151489  • 46tl0  Samuel  I Bl\’d. 
Dallas,  TX  75313-1489 
(214)381-7181  • 1-800-426-4944 


For  some  malpractice  carriers,  easy  come  meant  easy 
go.  But  not  The  Medical  Protective  Company.  Our  finan- 
cial stability  is  a legend  in  our  industry.  And  has  been 
since  we  invented  professional  liability  coverage  at  the 


turn  of  the  century.  Ninety  years  in  business  and  a 
continual  fK+  (Superior)  rating  from  A.M.  Best  prove  it. 
Don’t  gamble  your  premium  dollars.  Put  your  money 
on  a sure  thing  and  call  our  general  agent  today. 
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NO  DOUBT. 


Dallas 

Suite  570,  Allied  Lakewood  Bank  Center 
6301  Gaston  Avenue 
Dallas,  Texas  75214-3947 
(214)821-4640 


Houston 

Suite  346 
950  Echo  Lane 
Houston,  Texas  77024 
(713)  465-4445 


San  Antonio 

Suite  224 
14800  San  Pedro 
San  Antonio,  Texas  78232 
(512)  490-1081 


Lubbock 

Suite  1 

7212  Joliet  Avenue 
Lubbock,  Texas  79423 
(806)  796-7208 


Investing 

in 

tomorrow’s  child, 

today 

lexas  Children's  Hospital 
is  proud  to  announce 
the  opening  of  the 
Critical  Care  and 
Surgical  Building 
and  the  new 
Clinical  Care 
Center.  This  expansion 
distinguishes  Texas  Children’s 
Hospital  as  the  largest  pediatric 
institution  in  the  nation,  and 
demonstrates  our  commitment 
to  building  a brighter  future 
for  children. 


6621  Fannin  Street  • Houston,  Texas  ■ 77030  ■ (713)  770-1000 


Texas 

Children’s 

Hospital 
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Help  direct  medicine’s 
future:  TMA  conference 
set  for  Sept  14 

Nationally-focused  speakers,  a 
panel  on  impending  Medicare 
payment  reform,  and  special  ses- 
sions on  malpractice  and  smoking 
cessation  set  the  tone  for  Texas 
Medical  Association’s  Fall  Leader- 
ship Conference.  Scheduled  for  Sat- 
urday, September  14,  at  the  Stouffer 
Austin  Hotel,  the  conference  is  open 
free  to  all  TMA  members. 

Featured  speakers  include  James 
S.  Todd,  MD,  executive  vice  presi- 
dent of  the  American  Medical  Asso- 
ciation, US  Rep  John  Bryant,  and 
Nancy  W.  Dickey,  MD,  member  of 
the  AMA  Board  of  Trustees. 

Dr  Todd,  a general  surgeon  who 
became  AMA  executive  vice  presi- 
dent in  June  1990  after  serving  as 
senior  deputy  executive  vice  presi- 
dent at  the 


due  January  1992,  most  physicians 
need  to  know  the  ins  and  outs  of  the 
Resource-Based  Relative  Value 
Scale.  Panelists  on  “The  Changing 
Face  of  Medicare  Payment  Reform” 
will  talk  about  wbat  tbe  changes 
mean  for  Texas  physicians. 

The  featured  speakers  and  panel 
are  scheduled  during  the  conference’s 
general  session,  9:30  am  to  12:30 
pm.  Following  a luncheon  hosted  by 
the  Texas  Medical  Liability  Trust, 
conference  participants  may  choose 
between  two  afternoon  sessions  from 
2 to  5 pm:  “Malpractice  Proof  Your 
Practice”  and  “How  to  Help  your 
Patients  Stop  Smoking.” 

The  workshop  on  reducing  liabili- 
ty risks  will  be  led  by  Linda  Mangels, 
PhD,  director  of  TMA’s  Office  of 
Risk  Management,  and  Richard  W. 
Walker,  Jr,  MD,  a practicing  physi- 
cian and  president  of  a risk  manage- 
ment consulting  firm.  The  workshop 

meets  criteria 


and  cons  of  malpractice  mediation. 
Terry  O.  Tottenham,  a defense  attor- 
ney with  Fulbright  & Jaworski,  is  a 
former  Philip  R.  Overton  lecturer  in 
Medicine  and  the  Law.  Tommy 
Jacks,  a plaintiff  attorney  with 
Mithoff  & Jacks,  is  president  of  the 
Texas  Trial  Lawyers  Association. 

Also  during  the  conference  week- 
end, most  of  the  association’s  40 
boards,  councils,  and  committees 
will  meet. 

There  is  no  conference  registra- 
tion fee  for  TMA  members  and  as- 
sociation guests.  Although  not  re- 
quired, preregistration  is  suggested. 
For  further  information,  contact  Jon 
R.  Hornaday,  director.  Special  Ser- 
vices, TMA,  401  W 15th  St,  Austin, 
TX  78701,  phone  (512)  370-1345. 

Editorial  Committeo 
sharpens  fooos  of 
Journal  section 

The  Journal  section  in  this  issue 
of  Texas  Medicine  contains  re- 
vised “Information  for  Authors,” 
reflecting  the  work  of  the  Texas 
Medicine  Editorial  Committee  to  en- 
sure that  the  Journal  section  meets 
the  needs  of  Texas  physicians. 

The  committee,  which  oversees 
the  peer  review  of  articles  for  the 
section,  seeks  high  quality,  clinically 
useful  educational  articles  and  other 
technical  information,  written  espe- 
cially to  appeal  to  a broad  range  of 
Texas  physicians.  When  possible, 
authors  are  encouraged  to  submit 
“brief  report”  format  articles  of 
from  1,200  to  1,500  words. 

In  addition  to  regular  and  “brief 
report”  articles  in  the  Journal  sec- 
tion, the  editorial  committee  plans 
to  include  “Update”  articles  in  fu- 
ture Journal  sections.  Similar  to 
those  in  the  Cancer  Update  series 


1 985,  will 
present  the 
national  per- 
spective on 
health  care 
and  share  his  views  about  why 
strong  physician  leadership  is  vital. 

Congressman  Bryant,  from  Dal- 
las County’s  Fifth  District,  will  offer 
an  inside  look  at  health  issues  before 
the  102nd  Congress.  A member  of 
the  House  Committees  on  Energy 
and  Commerce,  Judiciary,  and  Bud- 
get, he  introduced  legislation  in 
1989  to  halt  the  $13.5  million 
Medicare  recoupment  against  Texas 
physicians  and  patients. 

Dr  Dickey,  a Richmond  family 
practitioner  who  chairs  TMA’s 
Physician-Patient  Advocacy  Com- 
mittee, will  explore  ethical  decisions 
facing  physicians. 

With  Medicare  payment  reform 


for  3 or  15 
hours  of  Cate- 
gory 1 CME 
credit,  de- 
pending on 
participation 
in  the  seminar  only  or  in  the  seminar 
and  independent  study.  The  special 
conference  workshop  fee  for  the  sem- 
inar and  independent  study  is  $150; 
fee  for  the  seminar  only  is  $95. 

In  the  free  workshop  on  smoking 
cessation,  experts  in  lung  cancer  and 
smoking  cessation  counseling  will 
help  participants  discover  ways  to 
help  their  patients  stop  smoking.  A 
take-home  kit  will  help  physicians 
implement  these  techniques.  CME 
Category  1 credit  is  pending  for  this 
workshop. 

In  a special  “Dawn  Duster”  ses- 
sion at  7:45  am,  “Defense  and  Plain- 
tiff Perspectives  on  Mediation,”  two 
Austin  attorneys  present  the  pros 
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currently  published  in  the  section, 
“Update”  articles  are  intended  to 
keep  Texas  physicians,  particularly 
those  in  primary  care,  informed 
about  important  changes  in  many 
areas  of  medicine.  The  committee 
currently  is  considering  the  specialty 
areas  on  which  the  Update  articles 
will  focus  in  the  next  several  years. 

Also  planned  for  future  Journal 
sections  are  special  thematic  issues 
containing  articles  on  several  aspects 
of  a particular  medical  topic,  such  as 
the  health  of  children  in  Texas,  or 
rural  health  in  Texas. 

Authors  wishing  to  submit  regu- 
lar or  “brief  report”  articles  are  re- 
ferred to  “Information  for  Authors,” 
p 87.  Articles  submitted  to  Texas 
Medicine  for  the  Journal  section  are 
screened  for  appropriateness;  those 
selected  for  peer-review  are  reviewed 


by  consultant  specialists  and  mem- 
bers of  the  editorial  committee.  Arti- 
cles are  accepted  or  rejected  on  the 
basis  of  individual  merit,  appropri- 
ateness, and  the  availability  of  other 
material.  Reviews  usually  take  10  to 
12  weeks. 

Material  for  the  Journal  section 
may  be  sent  to  the  Managing  Editor, 
Texas  Medicine,  401  W 15th  St, 
Austin,  TX  78701.  It  must  be  of- 
fered solely  to  this  journal. 

Payment  reform  and 
HIV  issues  dominate 
AMA  meeting 

Two  issues  — proposed  new 
payment  reforms  for  govern- 
ment health  programs  and  manage- 
ment of  HIV-positive  individuals  — 
dominated  the  meeting  of  the  Ameri- 


can Medical  Association  in  Chicago 
June  23-27. 

Delegates  from  throughout  the 
United  States  and  its  territories  de- 
voted most  of  one  day  to  thoughtful 
discussion  of  concerns  regarding 
HIV-positive  status.  Debate  primari- 
ly focused  on  testing  and  disclosure 
by  physicians  and  patients,  but  other 
complexities  of  the  topic  also  were 
considered  in  depth. 

Payment  reform,  long  a major 
concern  to  patients  and  physicians, 
drew  heated  debate  in  the  face  of 
new  regulations  proposed  by  the 
Health  Care  Financing  Administra- 
tion that  delegates  felt  betrayed  both 
the  intent  of  Congress  and  their  own 
genuine  attempts  to  resolve  the  ma- 
jor problems  besieging  Medicare  in 
recent  years. 

HIV  testing 

Delegates  supported  HIV  testing  in 
appropriate  situations,  voting  to  en- 
courage voluntary  HIV  testing  of 
health-care  workers  and  patients  but 
to  continue  opposition  to  mandatory 
testing  of  health-care  workers  and 
students.  They  opposed  linking  such 
testing  to  licensure,  professional  lia- 
bility insurance,  and  granting  of 
privileges  or  credentialing  processes. 
AMA  will  continue  to  study  HIV-re- 
lated issues,  and  encourage  educa- 
tion of  patients  and  the  public  about 
the  limited  risks  of  iatrogenic  HIV 
transmission. 

Delegates  also  supported  the  use 
of  a modified  informed  consent  form 
and  pre-test  and  post-test  counsel- 
ing. The  AMA  Board  of  Trustees 
will  develop  a simplified  form  that 
includes  a statement  regarding  pa- 
tient option  to  receive  more  infor- 
mation and/or  counseling  before  de- 
ciding whether  or  not  to  be  tested. 
The  AMA  policy  also  included  a 
statement  that  a patient  should  not 


Journal  seeks  consultants  to  review  articles 

Consultants’  reviews  of  articles  submitted  to  the  Journal  section  of 
Texas  Medicine  are  crucial  to  ensuring  the  Journal’s  scientific  integrity. 
Most  submitted  articles  are  reviewed  by  at  least  one  family  practitioner  or  in- 
ternist in  addition  to  a specialist  on  the  paper’s  topic  and  members  of  the 
Texas  Medicine  Editorial  Committee. 

Consultants’  comments  not  only  help  the  referees  determine  whether  a given 
manuscript  should  be  accepted,  but  also  provide  information  for  editors  who 
will  prepare  it  for  print,  if  it  is  accepted.  The  names  of  reviewers  are  withheld 
from  the  author;  reviewers,  in  turn,  must  treat  manuscripts  as  privileged  infor- 
mation. All  consultants  are  urged  to  provide  candid,  constructive  evaluations 
of  the  manuscript  under  review.  Questions  the  consultants  are  asked  to  consid- 
er include:  Is  the  author’s  topic  appropriate  for  Texas  Medicine  readers?  Is  the 
information  substantiated?  Is  the  message  well  stated? 

Consultants  usually  are  not  asked  to  review  articles  more  than  two  or 
three  times  a year. 

Physicians,  especially  family  practitioners  and  internists,  interested  in  serv- 
ing as  primary  consultants  to  the  Texas  Medicine  Editorial  Committee  are  en- 
couraged to  submit  letters  indicating  their  interest  and  curriculum  vitae  to  the 
Managing  Editor,  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701.  Mem- 
bers of  the  Texas  Medicine  Editorial  Committee  will  review  materials  and  se- 
lect consultants. 
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be  denied  treatment  if  he  or  she  re- 
fuses testing,  unless  knowledge  of 
HIV  status  is  vital  to  provide  appro- 
priate treatment.  In  such  an  in- 
stance, delegates  agreed,  the  physi- 
cian may  refer  the  patient  to  another 
physician  for  care. 

Payment  reform 

In  the  face  of  newly  proposed  rules 
by  HCFA  that  would  dramatically  re- 
duce reimbursements  for  Medicare, 
delegates  voted  to  undertake  an  “un- 
precedented” grassroots  effort  aimed 
at  all  physicians  and  Medicare  pa- 
tients. Delegates  felt  that  HCFA  had 
betrayed  the  intent  of  Congress  to  as- 
sure that  health-care  payment  reform, 
through  the  Resource-Based  Relative 
Value  Scale  (RBRVS),  would  be  “bud- 
get neutral.”  Instead,  HCFA  pro- 
posed a conversion  factor  that  would 
reduce  payments  by  16%.  Delegates 
also  adopted  a Texas  resolution  that 
called  for  accelerating  the  Medicare 
fee  schedule,  increasing  physician 
payments  for  most  undervalued  eval- 
uation and  management  services  to  a 
level  that  would  maintain  patient  ac- 
cess to  these  necessary  services. 

other  actions 

Delegates  adopted  policies  on  nearly 
300  other  reports  and  resolutions, 
including  the  following: 

• Supported  reimbursement  for 
home  intravenous  therapy,  tele- 
phone conversations  with  third- 
party  carriers,  autologous  blood 
transfusions,  and  equitable  Medi- 
care reimbursement  for  young 
physicians. 

• Agreed  that  health-care  workers 
infected  by  hepatitis  B virus  and 
in  whom  HBeAg  can  be  demon- 
strated should  not  perform  inva- 
sive procedures  that  pose  an  iden- 
tifiable or  measurable  risk  of 
transmission. 


U pf  ron  t 


• Supported  freedom  of  communi- 
cation between  physicians  and 
patients  in  regard  to  medical 
counseling  related  to  abortion. 

• Supported  efforts  to  allow  indi- 
viduals to  block  caller  identi- 
fication, at  no  cost  to  the  caller, 
to  protect  physicians’  privacy. 

• Adopted  a report  related  to  finan- 
cial arrangements  between  physi- 
cians and  hospitals,  opposing  shar- 
ing fee-for-service  arrangements  in 
return  for  clinical  privileges. 

• Called  for  health  and  disability 
insurance  to  be  made  available  to 
all  medical  students. 

• Asked  for  AMA  to  publish  guide- 
lines to  assist  physicians  in  identi- 
fying high-quality  continuing 
medical  education  that  is  respon- 
sive to  their  needs,  and  to  pro- 
mulgate ethical  principles  per- 
taining to  CME  participation. 

• Supported  efforts  to  increase  pri- 
mary care  physicians  in  rural 
communities. 

• Asked  AMA  to  evaluate  adminis- 
trative costs  of  the  US  and  Cana- 
dian health  care  systems. 

• Adopted  several  policies  regard- 
ing the  National  Practitioner 
Data  Bank,  including  asking  the 
Department  of  Health  and  Hu- 
man Services  to  retain  an  inde- 
pendent consultant  to  evaluate  its 
effectiveness  and  confidentiality 
and  security. 

• Adopted  policies  related  to  mam- 
mography, including  ways  to  fa- 
cilitate participation  of  all  wom- 
en eligible  under  Medicare  and  to 
support  quality  assurance  in 
mammography. 

• Called  for  the  AMA  to  review 
and  prepare  written  comments  to 
the  Food  and  Drug  Administra- 
tion regarding  proposed  regula- 
tions on  identification  of  solid 
oral  medications  to  assure  they 


are  clearly  labeled. 

• Adopted  the  content  or  essence  of 
Texas  resolutions  on  the  cost  of 
prescription  drugs;  improving  the 
Medicare  fee  schedule;  accelerat- 
ing the  Medicare  fee  schedule; 
quality  of  care  and  proposed 
Medicare  cutbacks;  Medicare 
physician  communication  activi- 
ties; promoting  sensible  reform  of 
Medicare;  evaluating  the  use  of 
the  geographic  cost  factor  on  ac- 
cess to  Medicare  services;  calling 
for  AMA  input  regarding  science 
education  into  the  National  Edu- 
cation Goals  Panel  set  up  by  Pres- 
ident Bush;  and  promoting  PRO 
changes  affecting  residency  train- 
ing programs  and  post-admission 
certification.  A Texas  resolution 
on  the  Medicaid  disproportionate 
share  fund  for  physicians  was  not 
adopted. 


Texans  stand  out  at  AMA 

Two  Texans  were  reelected  to 
positions  on  AMA  councils 
during  the  June  AMA  meeting  in 
Chicago.  Sam  A.  Nixon,  MD,  Hous- 
ton, TMA  president,  was  reelected 
to  the  Council  on  Medical  Educa- 
tion, and  Mario  Ramirez,  MD,  Rio 
Grande  City,  a former  TMA  presi- 
dent, was  reelected  to  the  Council 
on  Medical  Service. 

Also  during  the  meeting,  TMA 
announced  the  candidacy  of  Joseph 
T.  Painter,  MD,  Houston,  currently 
chairman  of  the  AMA  Board  of 
Trustees,  for  AMA  president-elect  in 
1992. 

Nancy  Dickey,  MD,  Richmond,  a 
member  of  the  AMA  Board  of 
Trustees,  was  named  to  its  executive 
committee. 
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No  more  working  out  of 
boxes:  TMA  moves  in 

Texas  Medical  Association’s 
move  to  its  new  headquarters 
building  early  in  June  went  off  with- 
out a hitch  considering  what  had  to 
be  transported:  a complete  medical  li- 
brary; thousands  of  records  on  pre- 
sent and  past  TMA  members;  a print- 


ing department;  a computer  depart- 
ment; the  records  and  computer  ter- 
minals of  the  Texas  Medical  Associa- 
tion Insurance  Trust;  and  all  that  goes 
with  more  than  25  other  departments 
and  148  employees. 

By  the  beginning  of  July,  the  first 
History  of  Medicine  exhibit  in  the 
new  building  was  being  readied  for 
installation  (see  related  story,  p 34), 
plans  for  the  building’s  dedication 
July  26th  were  being  finalized,  and 
TMA  employees  were  enjoying  the 
improved  efficiency  of  being  housed 
in  one  building  instead  of  four. 

Another  efficiency  likely  to  be  no- 
ticed by  members  calling  the  associa- 
tion is  the  improved  phone  system. 
In  addition  to  calling  the  central 
phone  number  — (512)  370-1300  — 
physicians  can  dial  direct  to  TMA 
staff  members.  (Articles  in  Texas 
Medicine  will  include  the  direct 
phone  numbers  of  staff  members 
mentioned.)  Also,  a caller  may  leave 
a recorded  message  for  a staff  per- 
son who  is  away  from  his  or  her 
desk  or  on  another  line. 

The  photos  above  and  left 
show  TMA’s  move  in  progress. 
Before  the  move.  Sue  Martin 
(Membership  Department) 
searches  for  TMA  member 
records  in  boxes  that  supple- 
mented the  department’s  filing 
cabinets;  a moving  company 
employee  helps  empty  the  li- 
brary; sporting  “Focus  on 
the  Future”  shirts  designed 
for  the  move,  Donna  Parker 
(Specialty  Societies)  and 
Gayle  Thomas  (Public 
Health  and  Scientific  Affairs)  sort 
out  boxes  in  the  new  building;  and 


Corinne  Hebda  and  Sherry 
Laurence  (Membership)  enjoy 
pulling  records  from  file  cabinets 
instead  of  boxes. 

Watch  for  full  coverage  of  the 
building’s  dedication  in  upcoming 
issues  of  Texas  Medicine.  TMA’s  new 
address  and  telephone  number  are: 


401  West  ISth  Street 
Austin,  TX  78701 
(512)  370-1300 


Brochure  teaches  value 
of  animals  in  research 

CCm||#e  now  live  longer, 
vvlv  healthier  lives  because 
of  medical  advances,”  begins  a new 
brochure  that  can  help  you  educate 
your  patients  about  the  value  of 
medical  research. 

Designed  to  be  distributed  in 
physicians’  offices,  the  brochure  ti- 
tled “A  Healthy  Respect  for  Life” 
was  prepared  by  the  Student  Orga- 
nization for  Animals  and  Animal 
Research  (SOFAAR),  a group 
formed  in  response  to  attacks  by  an- 
imal rights  groups  on  Texas  Tech  re- 
search. In  addition  to  providing  in- 
formation about  the  use  of  animals 
in  research,  the  brochure  suggests 
that  patients  talk  directly  to  their 
physicians  about  the  ways  medical 
research  with  animals  has  improved 
the  health  of  their  families. 

The  message  in  the  brochure  has 
been  endorsed  by  the  American 
Medical  Association,  the  Texas 
Medical  Association,  and  the  Texas 
Society  for  Biomedical  Research. 

For  more  information  on  SO- 
FAAR or  to  order  copies  of  the 
brochure,  contact  SOFAAR,  PO  Box 
98537,  Lubbock,  TX  79499,  phone 
(806)  743-2532. 
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Commentary 

Listen  up! 

My  title  is  not 

‘health-care 

provider’ 

Joel  E.  Reed,  MD,  Houston 

Member,  TMA  Council  on  Communication 

Though  it  has  taken  the  greater 
part  of  a generation,  there  are 
signs  of  progress  toward  what  Presi- 
dent Bush  has  termed  a “kinder  and 
gentler  nation.”  Use  of  racial  and 
ethnic  slurs  guaranteed  to  offend 
and  create  hostility  is  becoming  less 
prevalent.  The  simple  act  of  address- 
ing others  appropriately  has  con- 
tributed to  better  communication 
and  more  understanding  and  mutual 
respect  among  people  from  all  walks 
of  life.  We  all  have  gained  from  this. 

Physicians,  however,  continue  to 
be  the  victims  of  a similar  form  of 
disrespect.  Government  agencies, 
and  some  insurance  companies,  in- 
sist on  using  the  term  “health-care 
provider”  in  addressing  physicians. 

“Health-care  provider”  became  a 
standard  phrase  with  the  inception  of 
Medicare  and  Medicaid.  Government 
agencies  and  private  insurance  carri- 
ers that  administer  those  programs 
sought  a catch  phrase  to  cover  the 
physicians,  hospitals,  and  allied 
health  professionals  participating  in 
the  programs.  By  its  very  intent,  it  is 
generic  and  dehumanizing. 

Physicians  feel  a great  deal  of 
pride  in  being  addressed  as  “doc- 
tor,” a title  we  worked  long  and 
hard  to  earn.  For  physicians, 
“health-care  provider”  has  the  same 
negative  connotation  that  “govern- 
ment bureaucrat”  has  for  civil  ser- 
vants. While  bureaucrat  once  was  a 
perfectly  acceptable  word,  the  con- 
text in  which  it  now  is  used  most 


Upfront 


frequently  reflects  negatively  on  the 
person  to  whom  it  is  applied.  That  is 
how  we  feel  about  being  called 
health-care  providers.  Ironically,  it  is 
the  civil  servants  who  most  often 
inflict  this  title  on  physicians. 

It  is  time  that  the  agencies  and  in- 
surance companies,  third-party  re- 
viewers and  others  who  use  this 
term  realize  it  is  offensive  to  physi- 
cians and  creates  an  angry  atmo- 
sphere that  interferes  with  effective 
communication.  Certainly  Medicare 
and  Medicaid  have  enough  hassles 
and  red  tape  that  we  don’t  need  fur- 
ther impediments  to  effective  admin- 
istration of  those  programs.  A little 
cooperation  and  mutual  respect 
would  go  a long  way  in  reducing 
those  hassles. 


AXID®  (nizatidine  capsules) 

Brief  Sumniary.  Consult  tlie  package  insert  for  complete  prescribing  information. 
Indications  and  Usage:  1 Active  duodenal  ulcer -tot  up  to  8 weete  of  treatment  Most 
patients  heal  within  4 weeks 

2.  Maintenance  therapy -tot  healed  duodenal  ulcer  patients  at  a reduced  dosage 
of  150  mg  hs.  The  consequences  of  therapy  with  Axid  for  longer  than  1 year 
are  not  known 

Contraindications;  Known  hypersensitivity  to  the  drug.  Because  cross  sensitivity  in 
this  class  of  compounds  has  been  observ^,  H^-receptor  antagonists,  including  Axtd, 
should  not  be  administered  to  pabents  with  a history  of  hypersensitivity  to  other 
Hj-receptor  antagonists. 

Precautions:  General-V  Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastnc  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insufficiency. 

3.  In  patients  with  normal  renal  funcbon  and  uncomplicated  hepatic  dysfunction, 
the  disposition  of  nizatidine  is  similar  to  that  in  normal  subjects. 

Laboratory  Tesfs-False-positive  tests  for  urobilinogen  with  Multisbx*  may  occur 
dunng  therapy 

Drug  Interactions -Uo  interactions  have  been  observed  with  theophylline, 
chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system;  therefore,  drug  interactions  mediated  by 
inhibition  of  hepatic  metabolism  are  not  expected  to  occur.  In  patients  given  very 
high  doses  (3.900  mg)  of  aspirin  daily,  increased  serum  salicylate  levels  were  seen 
when  nizatidine,  150  mg  b.i.d.,  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Vilify- A 2-year  oral  carcinogenicity 
study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended 
daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic  effect  There  viras  a 
dose-related  increase  in  the  density  of  enterochromaffin-like  (ECL)  cells  in  the  gasbic 
oxynbc  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a carcinogenic 
effect  in  male  mice,  although  hyperplastic  nodules  of  tiie  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo  Female  mice  given  the  high  dose  of  Axid 
(2,000  mg/kg/day.  about  330  times  the  human  dose)  showed  marginally  statistically 
significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rale  of  hepatic  carcinoma 
in  the  high-dose  animals  was  within  the  historical  control  limits  seen  tor  the  strain 
of  mice  used.  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concuirent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations)  The  occurrence  of 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female 
mi(%  (given  up  to  360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
micronucleus  test. 

In  a 2-generation,  perinatal  and  postnatal  fertility  study  In  rats,  doses  of  nizatidine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C-Oral  reproduction  studies 
in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits  at 
doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect  but  at  a dose  equivalent  to  300  times  the  human  dose,  treated  rabbits 
had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic  arch,  and  cutaneous 
edema  in  1 fetus,  and  at  50  mg/kg,  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus.  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women.  It  is  also  not 
known  whether  nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant 
woman  or  can  affect  reproduction  capacity  Nizatidine  should  be  used  during  pregnancy 
only  it  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 

Nursing  Wof/iers-Studies  in  lactating  women  have  shown  that  0.1%  o'  an  oral 
dose  is  secreted  in  human  milk  in  propoition  to  plasma  concentrations.  Because  of 
growth  depression  in  pups  reared  by  treated  lactating  rats,  a decision  should  be 
made  whether  to  discontinue  nursing  or  the  drug,  taking  into  account  the  importance 
of  the  drug  to  the  mother 

Pediatric  Use-Safety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderly  Paf/enfs-Healing  rates  in  elderly  patients  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  test 
abnormalities  Age  alone  may  not  be  an  important  factor  in  the  disposition  of 
nizatidine.  Elderly  patients  may  have  reduced  renal  function. 

Adverse  Reactions:  Climcal  tnals  of  varying  durations  included  almost  5,000  patients 
Among  the  more  common  adverse  events  in  domestic  placebo-controlled  trials  of 
over  1,900  nizatidine  patients  and  over  1.300  on  placebo,  sweating  (1%  vs  0.2%). 
urticaria  (0.5%  vs  <0.01%),  and  somnolence  (2.4%  vs  1.3%)  were  significantly 
more  common  with  nizatidine.  It  was  not  possible  to  determine  whether  a variety  of 
less  common  events  were  due  to  the  drug. 

Uepaf/c-Mepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizatidine  occurred  in  some  patients.  In  some  cases, 
there  was  marked  elevation  (>500  lU/L)  in  SGOT  or  SGPT  and,  in  a single  instance, 
SGPT  was  >2.000  lU/L.  The  incidence  of  elevated  liver  enzymes  overall  and 
elevations  of  up  to  3 times  the  upper  limit  of  normal,  however,  did  not  significantly 
differ  from  that  in  placebo  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid.  Since  market  introduction,  hepatitis  and  jaundice  have  been  reported.  Rare 
cases  of  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 
have  been  reported  with  reversal  of  the  abnormalities  after  discontinuation  of  Axid 

Cardiovascular  - in  clinical  pharmacology  studies,  short  episodes  of  asymptomatic 
ventricular  tachycardia  occurred  in  2 individuals  administered  Axid  and  in  3 
untreated  subjects. 

C/VS-Rare  cases  of  reversible  mental  confusion  have  been  reported. 

frrdocr/ne- Clinical  pharmacology  studies  and  controlled  clinical  trials  showed  no 
evidence  of  antiandrogenic  activity  due  to  nizatidine.  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  on  nizatidine  and  those  on  placebo. 
Gynecomastia  has  been  reported  rarely. 

Wema/o/off/c- Fatal  thrombocytopenia  was  reported  in  a patient  treated  with 
nizatidine  and  another  H^-receptor  antagonist.  This  patient  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs  Rare  cases  of  thrombocytopenic  purpura 
have  been  reported 

//i/egumenfa/-Sweating  and  urticaria  were  reported  significantly  more  frequently 
in  nizatidine-  than  in  placebo-treated  patients.  Rash  and  exfoliative  dermatitis  were 
also  reported 

Hypersensitivity -As  with  other  Hj-receptor  antagonists,  rare  cases  of  anaphylaxis 
following  nizatidine  administration  have  been  reported.  Rare  episodes  of  hypersensitivity 
reactions  (eg.  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported. 

Ofher-Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported. 
Eosinophilia.  fever,  and  nausea  related  to  nizatidine  have  been  reported 
Overdosage:  Overdoses  of  Axid  have  been  reported  rarely  If  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monitoring  and  supportive  therapy  Renal  dialysis  does  not  substantially  increase 
clearance  of  nizatidine  due  to  its  large  volume  of  distribution. 

PV  2091  AMP 
(091190) 
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'or  excellent  response  in  the  treatment  of 
luodenal  ulcers... 

S) 

nizatidine 

ias  the  right  answers 

■ Rapid  epigastric  pain  relief""^ 

■ Fast  and  effective  ulcer  healing’"' 


Axm 

PASSES  THE  ACID  TEST 


'Most  patients  experience  pain  relief  with  the  first  dose. 

See  adiacent  page  for  references  and  brief  summary 
of  prescribing  information. 
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Practice 

Management 

Services 


Texas  Medical  Associations  practice 
management  services  are  programs  offered 
within  the  Association  or  through  a 
company  whose  services  are  endorsed  by 
TMA.  All  services  are  carefully  evaluated, 
monitored,  and  competitively  priced.  And 
should  you  ever  have  a problem,  TMA  will 
work  with  the  company  to  help  resolve 
your  problem. 


Take  Advantage  of: 

Medical  Waste 

Management 

This  new  service,  coordinated  with  3CI 
Complete  Compliance  Corporation, 
provides  members  with  a medical  waste 
management  program  that  includes  total 
destruction  of  infectious  medical  waste, 
total  accoutability  with  a computerized 
tracking  system,  and  information  to  help 
your  practice  comply  with  the  rules  and 
regulations  governing  medical  waste. 


Medicare  Maze,  Survival 
Manual  for  Physicians 

The  Survival  Manual  is  a user-fnendly 
book  that  provides  practical  methods  for 
solving  or  avoiding  common  Medicare 
payment  and  claims  review  problems. 


Texas  Physicians’ 
Retirement  Plan 


Created  by  Paine  Webber  especially  for 
members,  this  program  bnngs  flexibility, 
convenience  and  cost-savings  to  retirement 
plan  services  for  you,  your  practice,  clinic 
or  group. 


GoldSavers& 

GoldCertificates 

MBNA  Amenca  offers  two  new  progran 
GoldSavers,  a money  market  savings 
account,  and  GoldCertificates,  certificate 
deposit.  Competitive  interest  rates  and 
special  service  make  this  program  an 
excellent  addition  to  your  office  employ 
benefits  package. 


Group  Insurance  Plar 


Premium-saving  plans  for  you,  your  fan 
and  employees  include  major  medical, 
disability,  life,  personal  accident  and 
office  overhead. 


Healthcare 
Collection  Service 

Patient  collections  is  a sensitive  issue; 
however,  this  program,  coordinated  with 
Patient  Financial  Services,  Inc.  a division  of 
Debt  Collectors,  Inc.  prowdes  a tactful, 
professional  approach  to  recover  your  fees. 


Automobile  Leasing  ' 
& Purchasing 

TMA  endorses  two  Texas  automobile 
leasing  and  purchasing  companies.  Bot 
offer  competitive  pricing  and  will  delive 
your  car  directly  to  your  door  - regardk' 
of  where  you  live  or  practice.  AutoFlex 
Leasing  (Richardson)  and  Apple  Medict 
Leasing  (Arlington)  provide  a full  range 
services,  including  free  quotations. 


Medical  Equipment 
Leasing 

Provides  an  excellent  financing  alternative 
for  acquiring  medical,  computer  or  office 
equipment.  Coordinated  with  Bell  Atlantic 
Tn-Con,  members  benefit  from  lower  rates 
and  fast,  courteous  service. 


Credit  Card  Program  for 
Patient  Payment 


Coordinated  with  First  City  Texas-Austin, 
this  program,  allows  your  practice  to 
accept  Visa/MasterCard  payment  from  your 
patients  while  simplifying  bookkeeping, 
billing  and  collection  procedures. 


Practice  Management 
Workshops 


Special  workshops  are  available  to  you  t 
your  office  staff  to  help  you  stay  current 
changing  reimbursement  procedures,  rl: 
prevention,  and  how  your  practice  can 
function  more  efficiently  to  help  you  be 
direct  your  practices  growth. 


advantage. 


^ Practice  Consulting 
w Services 

itAace  lets  you  work  with  practice 
L'ment  experts  to  devise  strategies  for 
g your  practice.  TMA  coordinates 
vice  with  vanous  firms: 
likes  & Associates,  Inc.  (Medical 
Management);  Harold  Whittington 
)Ciates  (Reimbursement  and 
ire  Requirements);  Physician 
ce  Network  (Buying/Selling  a 
e);  and  Reed  Tinsley  (Financial 
5 of  Contractual  Agreements). 


Magazine  Service 

ing  more  than  300  publications,  this 
is  coordinated  with  Subscnption 
s and  allows  you  to  easily  order 
[lines  at  special  Association  rates. 


Gold  MasterCard 


w 


d through  MBNA  America,  the  Gold 
rCard  features  an  array  of  benefits 
ally  for  Association  members. 


Line  of  Credit 


[ervice,  coordinated  with  NCNB 
* National  Bank  and  designed  as  a 
hal,  unsecured  loan  program,  offers 
j.'ellent  source  of  funds  for  any 
jiected  emergency.  No  application  or 
|il  fee. 


Texas  Physician 
Placement  Service 


A joint  venture  of  the  Texas  Medical 
Association  and  the  Texas  Academy  of 
Family  Physicians,  TPPS  can  find  a practice 
opportunity  for  you  or  help  you  recruit  a 
new  colleague  for  your  practice. 


Entertainment 
Discounts 

Receive  reduced  rates  when  renting  cars 
from  Avis.  Additionally,  you  can  receive 
SeaWorld  discount  cards  for  you,  your 
family  and  your  staff. 


Convenience.  Dependability.  Savings. 
Service.  These  are  the  basic  features  of  all 
practice  management  service  programs. 
Available  only  to  TMA  members,  these 
programs  are  an  excellent  value  that  can 
help  you  succeed  in  the  ever  changing 
medical  environment. 

When  calling  any  of  the  TMA  endorsed 
companies,  be  sure  to  identify  yourself  as  a 
TMA  member  to  insure  the  best  service. 

Call  Today  (512)  370-1300 


Travel/CME 


TcxasMedical 

Association 


TMA  develops  and  promotes  12  to  15 
international  travel  programs  each  year. 
The  trips  are  arranged  through 
experienced  international  ^ 

travel  organizations  and 
combine  both  travel 
and  medical 


PHYSICIANS  CARING  FOR  TEXANS 


seminar 

programs. 
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Newsmakers 

Garland  D.  Anderson,  MD,  chair- 
man of  obstetrics  and  gynecology  at 
The  University  of  Texas  Medical 
Branch  at  Galveston,  has  been  named 
vice  president  and  president-elect  of 
the  Society  of  Perinatal  Obstetricians, 
a national  organization  dedicated  to 
maternal-fetal  medicine. 

Frederick  F.  Becker,  MD,  vice  presi- 
dent for  research  at  The  University 
of  Texas  M.D.  Anderson  Cancer 
Center,  has  been  appointed  to  the 
Hubert  L.  and  Olive  Stringer  chair 
in  basic  science. 

Harry  A.  Croft,  MD,  San  Antonio, 
was  honored  recently  with  a special 
commendation  from  the  American 
Psychiatric  Association  “for  his  ex- 
emplary work  using  television  to  ed- 
ucate the  public  about  mental  ill- 
nesses and  the  effectiveness  of 


Harry  Croft,  MD, 
(right)  receives  a 
special  commen- 
dation from  the 
American  Psychi- 
atric Association. 
The  award  was 
presented  by  Har- 
vey Ruben,  MD, 
chairman  of  the 
APA’s  Joint  Com- 
mission on  Public 
Affairs. 


People 


Panic  attacks  are  the  last  thing 
you  might  expect  an  NFL  run- 
ning back  to  suffer  from.  However, 

Hall  of  Fame  running  back  Earl 
Campbell  has  had  first-hand  experi- 
ence with  the  condition  called  panic 
disorder.  On  June  4 he  helped  Joe  H. 

Cunningham,  MD,  of  Jacksonville, 
explain  the  condition  for  a segment 
of  “To  Your  Health,”  which  is  host- 
ed by  Dr  Cunningham  and  airs  each  Fri- 
day on  KETK-TV  in  the  Tyler-Jacksonville  area.  Dr  Cunningham 
and  a KETK-TV  film  crew  met  Campbell  outside  his  Austin  office  to  tape  the 
segment  on  panic  disorder,  another  on  sickle  cell  anemia,  and  two  public  ser- 
vice announcements. 

Dr  Cunningham  has  been  hosting  the  2-minute  program  for  2 years.  The 
segments  appear  during  the  5 pm  and  10  pm  newscasts.  The  East  Texas  in- 
ternist stumbled  into  his  TV  career  by  chance.  “I  was  taking  care  of  some 
people  who  worked  at  the  TV  station,”  he  says.  “They  asked  me  if  Td  be  in- 
terested in  doing  the  segments.” 


Teaming  up  to  spread 
the  word 


psychiatric  care.”  Dr  Croft’s  com- 
mendation was  the  first  of  its  kind 
given  by  the  American  Psychiatric 
Association. 

Harry  Keith  Davis,  MD,  a Galves- 
ton-Clear  Lake  area  psychiatrist,  has 
been  awarded  the  Ashbel  Smith  Dis- 
tinguished Alumnus  Award,  the 
highest  alumni  honor  bestowed  by 
the  School  of  Medicine  of  The  Uni- 
versity of  Texas  Medical  Branch  at 
Galveston.  The  award  recognizes 
outstanding  service  to  the  medical 
profession  and  to  humanity. 

James  H.  “Red”  Duke,  MD,  profes- 
sor of  surgery  at  The  University  of 
Texas  Medical  School  in  Houston, 
was  named  the  Achievement  Re- 
wards for  College  Scientists’  1991 
Texan  of  the  Year. 


Jim  E.  Gilmore,  MD,  Dallas  facial 
plastic  and  cosmetic  surgeon,  has 
been  appointed  to  the  International 
College  of  Surgeons,  United  States 
Section,  Board  of  Regents.  Dr 
Gilmore  will  serve  as  regent  for  the 
state  of  Texas. 

Dennis  Jones,  commissioner  of  the 
Texas  Department  of  Mental  Health 
and  Mental  Retardation,  will  receive 
the  Texas  Society  of  Psychiatric 
Physicians’  (TSPP)  Special  Service 
Award  in  recognition  of  his  first  3 
years  of  service  as  commissioner.  The 
award,  to  be  presented  in  November 
1991  in  conjunction  with  the  TSPP 
annual  meeting,  provides  recognition 
for  outstanding  service  to  both  the 
community  and  the  profession. 

Laurance  Hickey,  MD,  El  PaSO  city- 
county  health  director,  has  received 
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the  Community  Builder  Award  from 
the  Masonic  Grand  Lodge  of  Texas. 
This  award  is  made  to  non-Masons 
who  have  made  significant  contribu- 
tions to  their  community.  Dr  Nickey 
is  chairman  of  the  TMA  Council 
on  Public  Health  and  president 
of  the  US-Mexico  Border  Health 
Association. 

Ray  E.  Santos,  MD,  has  been  ap- 
pointed by  Gov  Ann  Richards  to  the 
Texas  Higher  Education  Coordinat- 
ing Board,  which  oversees  state  col- 
leges and  universities.  Dr  Santos,  a 
Lubbock  orthopedic  surgeon,  is 
chairman  of  TMA’s  Ad  Hoc  Com- 
mittee on  Workers’  Compensation 
Fee  Guidelines. 


Please  let  Texas  Medicine  know 
about  your  honors  and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  sec- 
tion are:  TMA  member;  election  or  appoint- 
ment to  an  office  of,  or  honors  from,  a na- 
tional or  state  organization;  or,  space 
permitting,  recognition  at  the  local  level. 
Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  edi- 
tor. Submit  items  for  consideration,  with 
photos  if  possible,  to  People,  Texas 
Medicine,  401  W ISth  St,  Austin,  TX  78701. 
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Obituaries 

Gough  Alexander,  MD,  84;  Terrell; 
Baylor  University  College  of  Medi- 
cine, 1933;  reported  deceased. 

Kenneth  Harlan  Deets,  MD,  66; 

Wichita  Falls;  Southwestern  Medical 
School,  1953;  died  May  12,  1991. 

Perry  T.  Donop,  MD,  84;  San  Anto- 
nio; Baylor  University  College  of 
Medicine,  1932;  reported  deceased. 

Thomas  Gambrell  Edwards,  MD, 

82;  Mercedes;  The  University  of 
Texas  Medical  Branch  at  Galveston, 
1933;  died  May  13,  1991. 

Samira  M.  Elnaggar,  MD,  43;  Ar- 
lington; Cairo  University,  Egypt, 
1971;  died  March  2,  1991. 

Carl  W.  Gerardy,  MD,  84;  Carthage; 
Baylor  University  College  of  Medi- 
cine; died  April  18,  1991. 

Martha  H.  Hale,  MD,  78;  Dallas; 
Baylor  University  College  of  Medi- 
cine, 1938;  died  May  2,  1991. 

Abe  Hauser,  MD,  89;  Houston;  The 
University  of  Texas  Medical  Branch 
at  Galveston,  1927;  died  June  2, 
1991. 

Richard  P.  Lane,  MD,  61;  Terrell; 
The  University  of  Texas  Medical 
Branch  at  Galveston;  died  May  11, 
1991. 

Rupert  Walter  Lundgren,  MD,  90; 

San  Antonio;  University  of  Nebras- 
ka Medical  Center;  died  April  2, 
1991. 

C.  Hal  McCuiston,  MD,  78;  Austin; 
The  University  of  Texas  Medical 


Branch  at  Galveston,  1938;  died 
May  24,  1991. 

Conrad  C.  McDonald,  MD,  85; 

Tyler;  Baylor  University  College  of 
Medicine,  1929;  died  May  9,  1991. 

Walter  B.  Petta,  MD,  76;  Fort 
Worth;  The  University  of  Texas 
Medical  Branch  at  Galveston;  died 
May  13,  1991. 

John  G.  Scales,  MD,  82;  Dallas; 
Baylor  University  College  of  Medi- 
cine, 1935;  died  May  13,  1991. 

Belvin  A.  Simmons,  MD,  66;  Dallas; 
Southwestern  Medical  School,  1953; 
died  May  7,  1991. 

Ralph  E.  Smiley,  MD,  88;  Dallas; 
Case  Western  Reserve  University 
School  of  Medicine,  1933;  died  May 
10,  1991. 

George  Bruce  Stephenson,  MD, 

84;  Beaumont;  University  of  Michi- 
gan at  Ann  Arbor  Medical  School, 
1929;  died  May  15,  1991. 

Luis  S.  Valdes-Fuerte,  MD,  52;  San 

Antonio;  University  of  Santiago, 
Spain,  1969;  died  April  24,  1991. 

Benjamin  Valfre,  MD,  46;  Houston; 
Baylor  University  College  of  Medi- 
cine, 1976;  died  March  22,  1991. 

William  Darrell  Willerson,  MD,  81; 

San  Antonio;  Baylor  University  Col- 
lege of  Medicine,  1936;  reported 
deceased. 
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You  Practice  Medicine 

We’ll  Run  The  Business 


“After  years  of  study,  I honestly 
believed  that  I was  ready  to  go  into 
practice.  I thought  that  knowledge  and 
experience  in  medicine  was  all  that  I’d 
need  to  be  a success  out  there.  But,  no 
one  ever  mentioned  that  I’d  have  to  be 
an  expert  at  insurance,  law  and 
collections... I’m  a doctor,  with  a 
substantial  amount  of  money  and  time 
invested  in  being  the  best  that  I can 
be.  It  didn’t  take  long  for  me  to  realize 
that  the  time  spent  in  managing  my 
business  was  time  taken  away  from 
the  really  important  things  in  life;  my 
patients,  my  family,  and  myself.” 

“That’s  why  I chose  group  practice 
with  Kelsey-Seybold  Clinic.  I don’t 
have  to  deal  with  the  administrative 
headaches  that  have  made  practicing 
medicine  so  difficult.  My  associates 
are  highly  respected  professionals 
from  a variety  of  fields,  so  when  I need 
the  support,  it’s  always  there.” 

“Kelsey-Seybold  Clinic  offered  me  a 
competitive  salary,  flexible  benefit 
package,  and  a practice  style  to  fit  my 
goals  and  lifestyle.  Within  their  multi- 
speciality group  I found  many  options; 
fourteen  urban/suburban  clinics  in 
Houston  and  several  locations  outside 
Texas.  I decided  to  be  a part  of  the 
Kelsey-Seybold  family  at  The  Texas 
Medical  Center  in  Houston.  It  offered 
the  kind  of  pace  that  I was  looking  for 
professionally,  and  put  me  right  in  the 
center  of  the  most  dynamic  and  fun 
city  in  the  Southwest.” 

“Group  practice  with  the  physicians  at 
Kelsey-Seybold  Clinic  lets  me  do  what 
I do  best . . . practice  medicine.” 


Kelsey-Seybold  Clinic,  P.A. 

Emily  Lee,  Physician  Recruiter 
1709  Dryden 

Medical  Towers,  18th  Floor 
Houston,  Texas  77030 
1-800-231-6421 


Puzzled? 


How  do  you  choose  who  can  provide  the  best  solution  to  your 
medical  liability  insurance  puzzle?  As  "Partners  in  Trust", 
TMLT  can  work  with  you  to  address  your  particular  medical 
liability  insurance  needs. 


Fi 


Over  the  past  eleven  years,  TMLT  has 
carefully  constructed  o philosophy  of 
"Partners  in  Trust",  designing  our  prod- 
ucts and  services  to  meet  chonging  poli- 
cyholder needs  in  a dynamic  liability 
environment.  At  the  same  time,  we  have 
remained  focused  on  the  fundamental 
concepts  that  make  us  strong  without 
compromising  our  unwavering  commit- 
ment to  our  policyholders.  Our  reputation 
has  been  built  on  the  sound  fundamentals 
of  stability,  integrity,  and  a value-added 
hands-on  approach  to  service. 


If  you  are  struggling  to  piece  together  a 
sound  medical  liability  insurance  pic- 
ture, compare  the  quality  and  scope  of 
TMLT's  products  and  services: 

e Reduced  Cost  Tail  Coverage 

• Opportunities  for  Premium  Discount 
e New  Master  Policy  Designed  for 

Groups 

e Strong  Claims  Management  and 
Defense 

e Loss  Prevention  Programs 

• Optional  Prior  Acts  Coverage 
e Non-assessable  Policies 


TEXAS  MEDICAL  LIABILITY  TRUST 


For  further  information,  contact  Marketing  and  Development,  P.O.  Box  14746,  Austin,  Texas  78761 

STATEWIDE  SERVICES  CENTER:  1-800-580-TMLT  Business  Offices:  512-454-6781 
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Countdown  to  RBRVS 

Like  a whistle  sigttaling  the  hminnent  arrival  of  a fast-moving  train,  the  re- 
lease in  early  June  of  proposed  rules  for  Medicare  payment  reform  alerted 
physicians  that  big  change  is  just  around  the  bend.  Schedided  to  begin  Jan- 
uary 1,  1992,  the  Medicare  fee  schedule  based  on  the  Resource-Based  Rela- 
tive Value  Scale  (RBRVS)  has  been  the  talk  of  medical  circles  at  least  since 
Congress  passed  the  Omnibus  Budget  Reconciliation  Act  (OBRA  ’89),  which 
promised  the  reforms. 

Though  long  anticipated,  the  new  Medicare  fee  schedule  had  remained 
something  of  a mystery  to  physicians  and  health  economists  until  June  5 
when  the  Health  Care  Financing  Administration  (HCFA)  released  a Notice 
for  Proposed  Rule  Making  (NPRM).  The  NPRM  shows  just  how  dramatical- 
ly the  new  Medicare  fee  schedule  will  change  the  way  physicians  in  this  coun- 
try are  reimbursed  for  services  to  Medicare  recipients. 

This  month,  Texas  Medicine  features  reactions  to  the  NPRM  from  a num- 
ber of  experts  reflecting  a variety  of  viewpoints.  In  coming  months,  Texas 
Medicine  luill  publish  articles  that  will  simplify  what  you  need  to  know  to 
live  with  the  new  Medicare  fee  schedule  in  1 992,  attd  beyond. 


Short-sighted  politics 
undermine  physician 
payment  reforms 


Sam  A.  Nixon,  MD 

Texas  Medical  Association  president.  Dr 
Nixon  also  is  director,  Division  of  Continuing 
Education,  and  special  assistant  to  the  presi- 
dent for  community  and  professional  rela- 
tions at  The  University  of  Texas  Health  Sci- 
ence Center  at  Houston;  and  assistant  dean 
for  continuing  education  at  The  University  of 
Texas  Medical  School  at  Houston. 

In  the  hands  of  the  federal  bureau- 
cracy, even  a good  idea  can  turn 
dangerous,  and  in  the  beginning,  a 


Debi  Martin,  associate  editor,  writes  and  edits  the  Law 
and  Medical  Economics  sections  o/ Texas  Medicine. 


Medicare  fee  schedule  was  a good 
idea.  Properly  implemented,  a fee 
schedule  would  have  simplified  life 
for  patients,  physicians,  and  even 
the  Medicare  bureaucracy.  But  the 
proposed  rules  for  implementing  the 
fee  schedule  focus  primarily  on  cost 
containment  and  lose  sight  of  the 
goals  of  equity  and  simplicity  that 
ought  to  form  the  underpinnings  of 
the  RBRVS  and  of  payment  reform, 
generally. 

The  specifics  of  the  proposed  rules 
are  discussed  elsewhere  in  this  issue. 
My  concern  is  that  we  as  physicians 
speak  out  for  our  profession  and  our 
patients  and  communicate  as  broadly 
as  we  can  that  Medicare  is  being  un- 
dermined by  the  politics  of  budgetary 
expedience  in  which  access  to  care 
and  equitable  payment  for  services 
take  a distant  second  place  to  cost 
containment.  The  rules  that  HCFA  is 
proposing  are  much  like  Jonathan 
Swift’s  description  of  the  mad  archi- 
tect who  insisted  that  construction  of 
a new  building  could  logically  begin 
only  with  the  roof. 


In  the  coming  months,  the  Texas 
Medical  Association  is  going  to  speak 
directly  to  HCFA  and  the  Texas  Con- 
gressional delegation  on  those  critical 
areas  in  which  major  corrections  have 
to  be  made  in  the  course  of  payment 
reform.  For  example,  the  time  has 
come  to  replace  gaseous  guesses  with 
accurate  data  in  determining  regional 
variations  in  the  cost  of  practice  and 
particularly  in  determining  practice 
costs  in  rural  areas. 

The  time  also  has  come  to  take  a 
hard  look  at  the  many  cost  contain- 
ment measures,  most  of  them  su- 
perfluous to  payment  reform,  that 
HCFA  has  tacked  onto  the  proposed 
rules: 

• the  insulting  “behavioral  offset” 
that  on  the  flimsiest  of  supposi- 
tions will  reduce  physician  fees 
by  6%; 

• overly  restrictive  multiple  surgery 
payment  rules  that  fly  m the  face 
of  what  the  Physician  Payment 
Review  Commission  recom- 
mends; and 

• blind  slashing  at  the  fees  of  assis- 
tant surgeons  without  an  under- 
standing of  circumstances  that 
make  their  services  necessary  and 
appropriate. 

Beyond  these  and  other  specifics, 
TMA  will  continue  speaking  out  to 
remind  our  Congressional  represen- 
tatives, HCFA,  and  the  public  of  the 
goals  of  payment  reform  and  of  the 
need  not  just  to  revise  but  to  rethink 
the  proposed  rules  in  light  of  those 
goals.  As  physicians,  we  have  to 
consider  the  care  our  elderly  patients 
deserve,  and  that  requires  a longer- 
term  perspective  than  the  short- 
sighted budget-driven  federal  poli- 
tics of  1991. 
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Behind  the  scenes 
at  the  PPRC:  what 
happened  to  ‘fair’  and 
‘equitable’? 


Jim  Bob  Brame,  MD 

Member  since  1986  of  the  Physician  Payment 
Review  Commission  (PPRC).  Dr  Brame,  a 
family  physician  in  Eldorado,  was  president 
of  Texas  Medical  Association  in  1986-1987. 

The  opening  salvo  for  imple- 
menting the  way  physicians 
are  to  be  paid  under  Medicare  has 
been  fired.  By  direction  from 
Congress  through  OBRA  ’89,  HCFA 
has  issued  the  NPRM  that  reveals 
what  physician  payment  reforms 
may  look  like  beginning  1992. 

Congress  put  the  reforms  into 
law  based  on  recommendations 
from  the  PPRC.  As  a member  of 
that  commission,  I have  some  seri- 
ous concerns  about  the  direction  of 
the  new  payment  system. 

“Fair”  and  “equitable”  were  used 
early  on  as  guides  for  developing  pol- 
icy for  physician  payment  reform. 
The  RBRVS,  as  determined  by  physi- 
cian consensus  groups,  was  to  devel- 
op a fair  and  equitable  system.  By 
changing  the  distortions  in  the  histor- 
ical customary,  reasonable,  and  pre- 
vailing method  of  payment,  the 
RBRVS  created  a level  playing  field 
by  placing  values  on  procedural  work 
on  par  with  visits  and  consultations. 

Efforts  to  achieve  balance  by 
considering  the  actual  work  done 
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would  have  been  more  acceptable  if 
it  had  not  been  for  recent  changes  in 
the  national  budget.  Responding  to 
budgetary  pressures  from  Congress, 
the  NPRM  is  directed  more  toward 
reducing  physicians’  fees  than  to- 
ward creating  a system  that  is  “fair” 
and  “equitable.” 

The  major  concern  is  the  de- 
crease in  the  conversion  factor  by  at 
least  16%,  and  perhaps,  when  all  is 
said  and  done,  by  as  much  as  20%. 
Simply  stated,  all  fees  — those  that 
were  expected  to  increase  as  well  as 
those  that  were  to  decrease  — will 
be  reduced  by  the  lowered  conver- 
sion factor.  As  I warned  last  year, 
the  fee  schedule  in  1996  will  have 
little  resemblance  to  what  was  envi- 
sioned in  1988.  The  proposed  rule 
by  HCFA  is  unconscionable. 

Optometrists  and  podiatrists 
get  a raise 

Practicing  physicians  on  the  com- 
mission witnessed  several  decisions 
that  clearly  are  detrimental.  Perhaps 
we  were  a bit  blind-sided  by  com- 
missioners who  are  more  experi- 
enced in  health  policy  development, 
and  health  economists  who  interact 
intensely  with  Congress.  For  exam- 
ple, optometrists  and  podiatrists  are 
among  the  largest  benefactors  of  this 
new  payment  system. 

When  the  debate  was  going  on 
about  who  should  be  paid  as  physi- 
cians, it  was  pointed  out  that  limited- 
license  practitioners  were  not  on  the 
RBRVS  panels  that  determined 
whether  the  services  they  offered 
should  be  considered  the  same  as 
when  performed  by  MDs  and  DOs 
with  more  years  of  training.  The 
chairman  was  adamant  that  the  issue 
of  defining  who  is  a physician  under 
Medicare  not  be  brought  before 
Congress  from  this  commission.  A 
vote  was  then  taken,  and  surprising- 
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ly,  the  orthopedic  surgeon  and  gener- 
al surgeon  on  the  commission  voted 
in  favor  of  paying  optometrists  and 
podiatrists  the  same  as  physicians, 
and  the  motion  carried. 

However,  because  of  budget-neu- 
trality demands,  other  funding 
sources  to  cover  increases  to  limited- 
license  practitioners  will  have  to  be 
found.  Some  of  these  funds  will 
come  out  of  monies  intended  for  in- 
creases to  primary  care  physicians. 
Primary  care  physicians  will  contin- 
ue to  realize  less  than  the  anticipated 
fee  increases,  which  were  implicitly 
promised  2 years  ago. 

The  problem  is  further  com- 
pounded by  the  proposed  limits  on 
new  physicians’  fees  to  80%  of  the 
fee  schedule  during  the  first  year  of 
practice.  In  many  cases,  the  amount 
would  be  greater  than  the  fees  for 
rural  physicians.  The  scenario  seems 
unfair  to  new  physicians,  especially 
in  light  of  the  fact  that  the  concept 
of  equal  pay  for  equal  services  was 
used  to  justify  payment  increases  for 
limited-license  practitioners. 

Rural  physicians  need  increases  now 

The  NPRM  suggested  that  payments 
85%  below  and  1 15%  above  the  fee 
schedule  be  paid  at  the  full  fee 
schedule  amount  beginning  January 
1992.  However,  because  rural  physi- 
cians’ fees  are  generally  lower,  they 
may  not  reach  parity  for  more  than 
4 years. 

TMA  has  adopted  a policy  that 
rural  physicians  who  practice  in 
counties  of  25,000  or  less  be  paid  at 
the  full  fee  schedule  immediately 
(without  the  long  transition)  and  that 
the  policy  be  communicated  to  the 
Texas  Congressional  delegation.  The 
Texas  Academy  of  Family  Physicians 
has  adopted  a similar  resolution.  If 
legislated,  this  single  action  would 
have  the  most  curative  value  of  any 
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policy  in  assuring  access  in  rural 
America.  Where  organized  medicine 
has  acted  promptly  to  maintain  ac- 
cess, PPRC  and  HCFA  have  more 
than  dragged  their  heels. 

There  are  many  problems  with 
payment  localities  and  the  method 
used  to  determine  geographic  practice 
cost  variations.  Texas  would  receive 
less  than  the  national  average  amount 
for  practice  expense.  The  issue  has 
been  under  continuous  scrutiny  by 
the  division  of  medical  economics  of 
the  Texas  Medical  Association,  which 
has  become  the  leader  in  suggesting 
critical  changes.  Other  medical  orga- 
nizations have  adopted  the  stance 
taken  early  on  by  TMA. 

What  really  drives  health-care  costs 

A final  issue  of  personal  concern  is 
the  general  attitude  that  the  level  at 
which  physicians  are  paid  is  unac- 
ceptable in  our  society.  Whenever  the 
effect  of  beneficiary  demands  on 
health-care  costs  are  brought  before 
the  commission,  a retort  has  been 
that  doctors’  incomes  are  five  times 
that  of  the  average  worker,  and  after 
all.  Medicare  is  an  entitlement  pro- 
gram. Yet  we  know  that  more  than 
20  million  people  still  smoke,  at  least 
10  million  abuse  alcohol,  not  to  men- 
tion the  devastating  financial  burden 
that  results  from  other  substance 
abuse.  An  estimated  $4  billion  is 
spent  yearly  on  crack  babies  and  oth- 
er infants  suffering  from  preventable 
diseases,  and  more  than  that  amount 
will  be  spent  on  defensive  medicine. 
How  can  intelligent  people  point  to 
the  physician  as  the  culprit  in  the 
health-care  cost  dilemma? 

As  physicians,  we  treat  some  35 
million  people  with  heart  disease, 
hypertension,  diabetes,  arthritis,  and 
stroke.  And  we  know  that  many  of 
the  diseases  are  preventable,  at  least 
controllable,  in  our  greatest  of  all 
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medical  care  system.  By  applying 
cost  figures  to  these  and  other  esti- 
mates, it  is  irrational  to  assume  that 
only  physicians  are  responsible  for 
the  escalating  health-care  costs.  Sad- 
ly, these  estimates  often  fall  on  the 
deaf  ears  of  those  individuals  who 
have  a vested  interest  in  decreasing 
physician  income. 

Even  though  some  minor  inroads 
are  being  made,  be  assured  that  the 
concerns  of  practicing  physicians 
will  be  addressed  vociferously  at 
each  commission  meeting. 

The  HCFA  perspective: 
continued  dialogue 
is  vital 


Gale  A.  Drapala 

Regional  administrator.  Health  Care  Financ- 
ing Administration. 

With  the  publication  of  the 
NPRM  for  physician  pay- 
ment reform,  the  conversion  to  a na- 
tional Medicare  fee  schedule  for  pay- 
ing physician  services  is  once  again 
being  brought  to  the  forefront  for 
discussion.  Important  decisions  have 
been  made,  but  a number  of  signifi- 
cant issues  remain  to  be  resolved. 

Consideration  of  all  issues  that 
concern  the  physician  community  is 
vital,  and  the  importance  of  contin- 
ued dialogue  cannot  be  underesti- 
mated. For  example,  the  TMA  has 
raised  concerns  about  the  validity  of 


the  statistical  data  used  to  calculate 
geographic  adjustment  factors  for 
the  state.  However,  because  of  the 
paucity  of  alternative  data,  the  ex- 
tensive nature  of  the  recalculation 
that  would  be  required,  and  the  far- 
reaching  effect  that  changes  in  one 
particular  geographic  area  might 
have  on  other  parts  of  the  country,  it 
is  highly  unlikely  that  any  changes 
to  these  indices  will  be  considered 
until  after  the  necessary  1990  census 
data  becomes  available  in  1995. 

The  NPRM  does  resolve  one  is- 
sue of  particular  concern  to  Texas 
physicians.  The  locality  structure  in 
Texas  is  being  changed  to  recognize 
all  specialists  in  all  localities  for  pur- 
poses of  calculating  both  transition 
and  fee  schedule  payment  amounts. 

Other  issues  concerning  some  of 
the  more  basic  provisions  of  physi- 
cian payment  reform,  for  example 
the  amount  of  the  national  conver- 
sion factor,  will  have  to  be  addressed 
through  the  formal  NPRM  comment 
process. 

From  the  perspective  of  HCFA 
and  its  regional  offices,  the  steps  that 
must  be  taken  to  ensure  a smooth 
transition  to  the  new  system  are  of 
immediate  concern.  There  are  many 
obstacles  yet  to  overcome  and  many 
tasks  yet  to  be  completed.  For  exam- 
ple, the  Historical  Payment  Basis 
amounts,  to  be  used  in  determining 
transition  payments,  must  be  calcu- 
lated; and,  the  electronic  data  pro- 
cessing software  that  will  be  used  to 
price  claims  must  be  developed  and 
installed.  Most  of  these  tasks  are  in- 
ternal to  HCFA  or  its  contractors. 
However,  a number  of  revisions  also 
will  require  changes  in  physician 
billing.  To  a great  extent,  successful 
transition  to  the  new  payment  system 
will  depend  upon  the  cooperation  of 
the  physician  community  in  learning 
about  the  changes  and  modifying 


26 


TEXAS  MEDICINE 


VOLUME  87  NO.  8 


AUGUST  1991 


Medical  Economics 


their  billing  practices. 

The  need  for  all  physicians  to 
have  a general  knowledge  of  the 
new  system  and  how  it  will  work  is 
obvious.  In  addition,  we  currently 
are  focusing  our  efforts  on  two 
specific  areas. 

First,  FiCFA  has  proposed  a na- 
tional standard  definition  for  global 
surgery.  The  new  policy  should  be 
available  in  late  summer,  and  ITCFA’s 
contractors  will  in  September  begin 
sending  educational  letters  to  physi- 
cians who  bill  outside  the  parameters 
of  the  new  definition.  This  education- 
al process  will  continue  through  the 
end  of  the  year,  and  will  be  supple- 
mented by  discussions  of  the  new 
rules  in  newsletters,  and  perhaps 
provider  workshops.  However,  be- 
ginning January  1,  1992,  incorrectly 
billed  claims  will  be  denied. 

Second,  also  effective  January  1, 
the  Physicians’  Current  Procedural 
Terminology  (CPT)  definitions  for 
physician  visit  codes  will  be  changed 
dramatically.  The  new  definitions 
are  expected  during  the  summer,  and 
HCFA  will  coordinate  an  education- 
al campaign  this  fall  to  inform 
physicians  of  the  new  definitions. 
The  CPT  coding  book  incorporating 
these  and  other  coding  changes  is 
expected  in  October. 

It  is  of  particular  importance  that 
physicians  take  the  time  to  educate 
themselves  on  use  of  the  new  codes. 
Because  there  is  no  clear  correlation 
of  nomenclature  between  the  old 
and  the  new  codes,  rigid  reliance  on 
a one-to-one  crosswalk  will  result  in 
inaccurate  coding  and  inappropriate 
payments.  HCFA  has  developed  a 
temporary  crosswalk  to  be  used  for 
processing  incorrectly  coded  claims 
during  a short  phase-in  period  fol- 
lowing January  1.  However,  this 
crosswalk  was  developed  for  admin- 
istrative purposes  only  and  should 


not  be  used  by  physicians  to  deter- 
mine coding  of  actual  claims. 

The  Medicare  program  is  expect- 
ed to  pay  out  approximately  $19 
billion  for  surgical  and  visit  services 
in  1992.  This  is  about  two-thirds  of 
the  total  payments  for  physician  ser- 
vices. The  overall  inaccuracy  and 
timeliness  of  payments  during  the 
transition  to  the  new  payment  sys- 
tem, therefore,  will  depend  directly 
on  the  extent  to  which  physicians 
are  knowledgeable  about  the 
changes  in  billing  requirements  in 
these  two  major  areas. 

This  is  the  biggest  change  in  reim- 
bursement policy  for  physician  ser- 
vices since  the  Medicare  program  be- 
gan. Between  now  and  January,  and 
probably  beyond,  specific  components 
of  the  proposal  face  many  challenges. 
It  is  our  hope  that  concurrent  with 
this  necessary  dialogue,  the  physician 
community  will  recognize  the  need  for 
continued  interaction  with  HCFA  in 
planning  for  implementation. 

Texas:  one  of  the 
biggest  RBRVS  losers? 


Larry  Oday,  JD 

Partner,  Vinson  & Elkins  Attorneys  at  Law, 
Washington,  DC,  and  former  director  of 
HCFA’s  Bureau  of  Eligibility,  Reimbursement, 
and  Coverage. 


HCFA  finally  published  in 
June  its  proposed  rule  to  im- 


plement the  new  fee  schedule  payment 
system  for  physicians  under  Medicare, 
based  on  the  RBRVS.  This  proposed 
rule  comes  complete  with  the  data 
needed  to  compute  payment.  Other 
than  the  relative  value  units,  the  single 
biggest  factor  affecting  payment  is  the 
adjustor  called  the  Geographic  Prac- 
tice Cost  Index  or  “GPCI.” 

Table  1,  which  shows  payments 
for  performing  percutaneous  translu- 
minal coronary  angioplasty  (PTGA) 
in  various  localities,  demonstrates 
that  no  Texas  physicians  will  be  paid 
as  much  as  the  hypothetical  national 
average  for  this  procedure.  This  is 
true  across  all  specialties  and  for  all 
procedures  and  visits;  PTCA  is  but 
one  example  out  of  thousands. 

Table  1.  Payment  amounts  for  percu- 
taneous transluminal  coronary  an- 
gioplasty (PTCA),  CPT-4  code  92982, 
performed  on  or  after  January  1, 
1992. 


Location 


Payment 
(in  doliars) 


Chicago 

862.26 

National  (hypothetical) 

773.85 

Midland 

758.00 

Houston 

755.58 

Dallas 

740.27 

St  George,  Utah 

738.93 

Las  Cruces,  New  Mexico 

723.07 

Ft  Worth 

716.09 

Texas  tatewide 

(hypothetical) 

715.01 

El  Paso 

703.19 

Waco 

691.10 

Temple 

690.29 

Lubbock 

687.60 

McAllen 

680.08 

The  data  on  which  the  GPCIs  are 
based  is  flawed.  Most  significantly, 
the  data  are  based  on  the  1980  Cen- 
sus. They  are  also  all  proxies.  For 
example,  private  housing  costs  were 
used  in  the  calculation  instead  of 
commercial  rental  costs.  Further- 
more, HCFA  says  it  may  be  1995 
before  more  accurate  data,  based  on 
the  1990  Census,  will  be  reflected  in 
the  GPCIs. 
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A closer  examination  of  the  three 
different  GPCIs  — for  malpractice 
costs,  practice  expenses,  and  work 
costs,  which  together  make  up  the 
geographic  adjustment  factor  — re- 
veals that  the  malpractice  compo- 
nent is  still  the  most  problematic. 
Except  for  Houston,  every  area  of 
Texas  is  assigned  a malpractice 
GPCI  of  0.504.  In  other  words,  rela- 
tive malpractice  costs  in  Texas  are 
only  about  half  of  the  national  aver- 
age, according  to  HGFA. 

Also  note  the  significant  variation 
within  the  state.  Probably  bene- 
fitting  from  the  continued  use  of 
1980  data.  Midland  physicians  will 
receive  on  average  more  money 
from  Medicare  than  other  physi- 
cians in  the  state,  including  those  in 
Dallas  and  Houston.  An  interven- 
tional cardiologist  in  Irving,  Texas, 
which  is  part  of  the  Dallas  locality, 
will  receive  roughly  $24  more  per 
PTCA  than  a counterpart  a few 
short  miles  away  in  Arlington,  part 
of  the  Fort  Worth  locality,  for  exact- 
ly the  same  procedure. 

Is  this  fair?  Who  knows?  HGFA 
is  giving  physicians  in  a specific  state 
the  option  of  converting  to  a single 
statewide  locality  “if  overwhelming 
support  from  the  physician  commu- 
nity for  the  change”  can  be  shown. 
But,  HGFA  does  not  specify  what 
“overwhelming”  means  (presumably 
it  is  something  less  than  unanimity 
but  more  than  a bare  majority);  nor 
does  it  indicate  how  such  support 
could  be  demonstrated.  It  does  say  it 
has  received  such  a demonstration 
of  support  from  the  doctors  in  Okla- 
homa and  Nebraska. 

In  short,  it  comes  as  no  surprise 
that  HCFA’s  own  impact  analysis 
shows  Texas  to  be  one  of  the  biggest 
losers  under  this  proposal.  The  ques- 
tion now  becomes  what  the  physi- 
cians in  Texas  do  in  response  to  it. 


The  Medicare  fee 
schedule:  like  it  or  not, 
here  it  comes 


Louis  J.  Goodman,  PhD 

Director,  TMA  Division  of  Medical  Eco- 
nomics. 

The  new  Medicare  fee  schedule 
for  physician  services  — 
about  which  so  much  ballyhoo  has 
been  made  — and  its  5-year  transi- 
tion period  are  sure  to  prove  just  as 
daunting  as  the  development  of  rela- 
tive values  for  physician  services. 
According  to  HGFA  administrator 
Gail  R.  Wilensky,  the  schedule  is 
“the  biggest  change  that  has  oc- 
curred for  physicians  and  physician 
fees  since  the  inception  of  Medi- 
care” in  1965. 

While  supporting  in  principle  the 


concept  of  physician  payment  re- 
form, TMA  has  from  the  beginning 
been  a vocal  critic  of  unfounded  ge- 
ographic adjustments,  the  closed 
and  inscrutable  process  of  develop- 
ing relative  values,  and  the  lack  of 
adequate  physician  participation 
and  peer  review  of  bureaucratic  and 
untested  “think-tank”  assumptions. 

Many,  but  not  nearly  all  of 
TMA’s  concerns  regarding  the  Geo- 
graphic Adjustment  Factor  are  ad- 
dressed in  the  187-page  NPRM, 
thanks  in  large  part  to  the  efforts  of 
US  Sen  Floyd  Bentsen  (D-Texas)  and 
his  expert  Senate  staff.  However,  the 
bottom  line  is  that  Texas  is  project- 
ed to  receive  21%  less  in  payments 
per  service  and  a whopping  9%  less 
in  total  Medicare  payments  to  physi- 
cians when  the  RBRVS  is  fully  im- 
plemented in  1996  (see  Table  1). 

The  impact  by  specialty  is  espe- 
cially disappointing.  While  Medicare 
payments  per  service  to  family  and 
general  practitioners  would  by  1996 
increase  14%-15%  compared  to 
current  allowed  charges,  payments 
to  ophthalmologists  and  anesthesiol- 
ogists would  be  cut  by  35%,  in  ad- 
dition to  previous  reductions  to  so- 
called  over-valued  procedures. 


Table  1 . Percent  change  in  allowed  charges  for  physician  fee  schedule  by 
state  in  1996. 


State 

% Change  in 

Payments  Per  Service 

% Change  in 

Total  Medicare  Payments 

Arkansas 

-16 

- 7 

California 

-21 

- 9 

Florida 

-25 

-10 

Illinois 

-14 

- 6 

Louisiana 

-17 

- 7 

Michigan 

- 6 

- 3 

New  Jersey 

-13 

- 6 

New  Mexico 

-19 

- 8 

New  York 

-13 

- 5 

Ohio 

-16 

- 7 

Oklahoma 

-14 

- 6 

Pennsylvania 

-14 

- 6 

Texas 

-21 

- 9 

Wisconsin 

-12 

- 5 

Source:  HCFA,  NPRM,  June  5,  1991 
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Table  2.  Percent  change  in  allowed  charges  for  physician  fee  schedule  by  spe- 
cialty in  1996. 


All  specialties 


-16®/o 


Podiatry 


40%  30%  20%  10%  0%  10%  20%  30% 

Payment  per  service  BH  Total  payments 
Source:  HCFA,  NPRM,  June  5,  1991 


Inexplicably,  optometry  and  po- 
diatry have  been  grandfathered  into 
the  payment  reform  and  are  project- 
ed to  benefit  from  12%-16%  in- 
creases in  payments  for  services  by 
1996  (see  Table  2).  Based  on  recom- 
mendations of  the  PPRC,  Medicare 
services  provided  by  optometrists 
and  podiatrists  are  treated  like 
physician  services,  and  are  paid  at 
the  same  relative  value  schedule. 

On  the  positive  side  of  the  ledger, 
HCFA  projects  total  budget  outlays 
for  Medicare  to  rise  at  an  average 
annual  rate  of  10%  through  1996, 
about  2%  less  than  under  the  cur- 
rent system. 

The  so-called  “transition  rules” 
were  developed  to  slowly  and  pur- 
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posefully  blend  the  existing  system 
with  the  new  RBRVS  Medicare  fee 
schedule.  The  transition  will  occur 
over  a 5-year  period,  with  a 100% 
RVS-based  system  implemented  by 
1996.  In  1992,  payments  for  ser- 
vices 15%  above  or  below  the  cur- 
rent fee  schedule  will  immediately 
move  to  the  new  fee  schedule 
amount.  Thereafter,  the  transition 
rules  specify  25%  RVS  in  1993, 
33%  RVS  in  1994,  50%  RVS  in 
1995,  and  100%  RVS  in  1996. 

In  theory,  this  approach  should 
cushion  the  impact  and  allow  plan- 
ning and  preparation.  In  practice, 
however,  more  than  40%  of  the  pay- 
ment reduction  side  of  the  transition 
has  been  achieved  over  the  past  3 

AUGUST  1991 


years  through  overvalued  procedure 
reductions.  Consequently,  by  1996 
the  transition  will  result  m 7%  less 
in  payments  to  physicians  than  a so- 
called  budget  neutral  approach 
would  produce. 

Learn  the  vocabulary 

Without  an  understanding  of  the 
terminology  of  Medicare’s  new  pay- 
ment system,  physicians  will  be  at  a 
loss  both  to  live  with  and  to  critique 
the  system.  Following  is  a “short 
course”  in  RBRVS  vocabulary  with 
comments  about  the  flaws  in  the 
various  concepts. 

The  overall  formula  for  the 
Medicare  fee  schedule  is: 


Medicare  Fee  Schedule  (MFS)  = 


Relative 

Conversion 

Geographic 

Value  Unit  x 

Factor  X 

Adjustment 

(RVU) 

(CF) 

Factor 

(GAF) 

Relative  Value  Units 

Relative  val 

ue  units  are 

simply  the 

measurement  tool  that  allows  the 
complexity,  time,  risk,  overhead 
cost,  and  malpractice  exposure  of 
diverse  procedures  to  be  compared 
to  one  another.  By  integrating  sur- 
veys of  practitioners,  the  opinions 
of  expert  panels,  and  existing  eco- 
nomic data  available  from  a number 
of  diverse  sources.  Harvard  re- 
searchers developed  the  relative  val- 
ue scale  in  two  stages. 

In  the  first  stage,  they  essentially 
created  a series  of  specialty  specific 
relative  value  scales  in  which  practi- 
tioners ranked  relative  to  one  anoth- 
er the  various  procedures  within 
their  own  areas  of  specialization. 

In  the  second  stage,  researchers 
created  a series  of  specialty  to  spe- 
cialty linkages,  largely  by  using 
physician  review  of  clinical  vignettes 
to  establish  procedures  with  equiva- 
lent relative  values  in  different  spe- 
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Table  3.  1991  Medicare  prevailing  fees  for  internists  and  general  surgeons  compared  to  1992  Medicare  fee  schedule 
fees  for  selected  CPT-4  codes.* 


Houston 

Dallas 

Rural  West  Texas 

Brownsville 

CPT-4 

Code 

Description 

Current 

Fee 

RVS  Fee 

Current 

Fee 

RVS  Fee 

Current 

Fee 

RVS  Fee 

Fee 

Current 
RVS  Fee 

90260 

Internists: 

TVpical  hospital  visit  (IM)** 

$35 

$27 

$35 

$26 

$23 

$24 

$23 

$25 

90050 

Typical  office  visit  (IM) 

$25 

$27 

$25 

$26 

$15 

$24 

$18 

$25 

49505 

General  surgeons: 

Repair  inguinal  hernia 

$475 

$282 

$436 

$274 

$388 

$254 

$399 

$261 

33207 

Insert  heart  pacenrtaker 

$758 

$476 

$807 

$464 

$671 

$426 

$695 

$439 

47605 

Gallbladder  removal 

$794 

$564 

$782 

$549 

$747 

$511 

$765 

$525 

58150 

Total  hysterectomy 

$830 

$570 

$81 1 

$553 

$759 

$512 

$768 

$526 

66984 

Remove  cataract, 
insert  lens 

$1,312 

$818 

$1,352 

$803 

$1,214 

$732 

$1,226 

$756 

27132 

Total  hip  replacement 

$2,384 

$1 ,606 

$2,342 

$1,563 

$2,176 

$1,433 

$2,209 

$1,478 

33512 

Coronary  artery  bypass 

$3,257 

$1,845 

$3,407 

$1,793 

$2,964 

$1,645 

$3,337 

$1 ,695 

* RVS  fees  represent  what  would  be  paid  beginning  January  1,  1992,  if  the  fee  schedule  were  fully  implemented  then. 
In  actuality,  1992  fees  will  be  a blend  of  the  fee  schedule  amount  and  updated  prevailing  fees. 


cialties.  These  bridge  procedures  al- 
low the  integration  of  specialty 
specific  relative  value  scales  into  a 
single  RVS  covering  all  specialties. 

The  Harvard  study  at  first  en- 
compassed only  a limited  range  of 
specialties.  The  so-called  Phase  I re- 
sulted in  establishing  relative  value 
units  for  only  1,400  CPT  codes.  The 
Phase  I relative  values  were  the  basis 
of  HCFA’s  first,  tentative  model  fee 
schedule  that  HCFA  published  in  the 
Federal  Register  last  September. 
Phase  II  — which  is  the  basis  of  the 
model  fee  schedule  published  on 
June  5 — is  much  broader.  The 
5,757  relative  values  in  the  June  5 
publication  cover  the  procedures 
that  account  for  85%  of  Medicare 
expenditure  on  physician  services.  A 
Phase  III  study  will  produce  RVUs 
for  all  remaining  procedure  codes. 

Table  3 compares  current  prevail- 
ing fees  for  a sample  of  procedures 
to  what  would  be  paid  for  those 
procedures  beginning  January  1, 
1992,  if  the  fee  schedule  were  fully 
implemented  then.  In  actuality,  how- 
ever, 1992  fees  will  be  a blend  of  tbe 
fee  schedule  amount  and  updated 
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prevailing  fees. 

What  surprised  and  angered  most 
observers  when  HCFA  released  the 
proposed  rules  in  June,  was  that 
there  will  be  even  fewer  “winners” 
under  the  RBRVS  than  was  antici- 
pated. Family  and  general  physi- 
cians’ fee  increases  will  be  smaller 
than  expected,  and  no  other  special- 
ties in  Texas  stand  to  gain.  As  men- 
tioned earlier,  only  optometry  and 
podiatry  will  see  increases  in  pay- 
ments by  1996. 

Conversion  Factor 
In  the  September  1990  Model  Fee 
Schedule,  the  conversion  factor  — the 
dollar  value  that  translates  a relative 
value  unit  into  a fee  — was  set  at 
1.00.  In  the  NPRM,  the  entire  fee 
schedule  was  rescaled  with  the  RVU 
for  a typical  office  visit  set  at  “1”  and 
the  conversion  factor  set  at  $26.87. 
No  explanation  is  given  for  this 
change  in  direction.  The  rule  contains 
a lengthy  discussion  around  the  con- 
version factor,  never  once  touching 
on  the  numbers  used  in  calculating 
this  value.  (At  press  time.  Congress 
was  considering  a proposal  from 
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Medicare  officials  to  raise  the  conver- 
sion factor  multiplier  to  $27.46.) 

The  conversion  factor  must  by 
Congressional  mandate  (OBRA  ’89) 
provide  a “budget  neutral”  MFS  base 
for  future  updates.  It  includes  a so- 
called  volume  reduction  tactic  that 
TMA  and  AMA  strongly  oppose  on 
the  grounds  that  there  is  scant  empir- 
ical evidence  to  support  such  a reduc- 
tion. It  apparently  is  HCFA’s  belief 
that  physicians  will  increase  the  vol- 
ume of  services  to  make  up  for  losses 
resulting  from  lower  RBRVS-based 
payments.  That  assumption  results  in 
a conversion  factor  base  that  is  16% 
less  than  it  would  have  been  other- 
wise. (Coincidentally,  16%  also  just 
happens  to  be  the  expected  percent- 
age reduction  in  payments  per  service 
by  1996.) 

Geographic  Adjustment  Factor 
The  geographic  adjustment  factor  is 
the  weighted  average  of  three  geo- 
graphic practice  cost  indices  (GPCIs) 
based  on  physician  work,  profes- 
sional liability  insurance  expense, 
and  practice  overhead  expense. 

The  GPCIs  modify  the  RV$,  based 
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Table  4.  Geographic  Adjustment  Factor,  based  on  physician  work,  professional 
liability  insurance  expense,  and  practice  overhead  expense,  by  Texas  locality. 


Geographic  Geographic 

Adjustment  Adjustment 

Locality  Factor  Locality  Factor 


on  costs  of  practice  in  different  geo- 
graphic locales.  According  to  this 
deficient  measure,  none  of  Texas’  33 
payment  locales  is  even  equal  to  the 
national  average  of  1.00.  In  fact,  in 
all  areas  but  Houston  (0.64),  the 
Texas  malpractice  GPCI  is  estimated 
to  be  about  one-half  the  national  av- 
erage cost  of  professional  liability  in- 
surance in  the  US. 

OBRA  ’89,  which  enabled  physi- 
cian payment  reform,  did  not  specify 
the  methodology  to  be  used  in  devel- 
oping GPCIs.  HCFA  and  its  think 
tank  — the  Urban  Institute  — devel- 
oped this  complex  and  unfair  geo- 
graphic adjustment. 

Over  the  past  year,  TMA  has 
been  in  the  forefront  of  a national 
effort  to  either  greatly  improve  or 
completely  eliminate  geographic  ad- 
justments in  the  RVS.  To  date,  TMA 
has  achieved  the  following: 

• technical  correction  in  assigning 
rural  GPCIs  to  urban  areas; 

• raising  the  malpractice  GPCI 
data  to  $l-$3  million  limits; 

• revision  of  GPCI  data  resulting  in 
a 1%  to  5%  increase  in  some 
Texas  areas;  and 

• legislative  review  of  the  GPCI  at 
least  every  3 years  instead  of  no 
review  at  all. 

But  the  key  issue  still  remains: 
the  GPCIs  are  unjustly  low  in  Texas. 
For  example,  the  malpractice  GPCI 
is  based  on  old  St  Paul  insurance 
company  data.  St  Paul  insures  fewer 
than  150  physicians  in  Texas.  Fur- 
thermore, data  just  obtained  from 
the  Medical  Protective  Company  — 
the  largest  carrier  in  Texas  — shows 
that  Texas  has  some  of  the  highest 
liability  rates  in  the  country. 

For  the  third  time  this  year,  better 
data  are  being  provided  to  the  Ur- 
ban Institute,  HCFA,  and  others.  In 
response  to  the  September  1990 
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Austin 
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Houston 
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Laredo 

0.897 
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0.926 

Model  Fee  Schedule,  TMA  prepared 
a detailed  simulation  analysis 
demonstrating  the  need  to  use  actual 
practice  related  data  and  not  so- 
called  proxy  data  composed  of  pro- 
fessional wages,  residential  rents, 
and  nurse  wages. 

Our  suggestions  are  finally  being 
considered.  The  NPRM  requests  data 
to  improve  the  malpractice  GPCI. 
PPRC  is  advocating  commercial  in- 
stead of  residential  rent  data  be  used 
to  estimate  the  practice  expense 
GPCI.  While  this  is  an  improvement, 
it  is  not  quite  the  actual  price  per 
square  foot  of  office  space  in  the 
practicing  physicians’  overhead  equa- 
tion. If  a geographic  adjustment  is  re- 
tained, it  must  be  based  on  the  actual 
prices  of  physician  overhead,  not  on 
suburban  housing  costs,  technician 
wages,  and  nurse  salaries  that  cur- 
rently compose  the  GPCI. 

Unless  the  Geographic  Adjust- 
ment Factor,  particularly  the  mal- 
practice GPCI  portion,  is  raised  for 
Texas,  we  must  seriously  question 
the  validity  of  the  entire  fee  schedule. 
Since  the  NPRM  says  the  earliest  that 
1990  census  data  will  be  available  is 
1995,  perhaps  the  GPCI  adjustment 
should  be  withheld  until  reliable  data 
are  collected  and  available. 

Payment  Localities 
Nationwide,  there  are  240  individu- 
al payment  localities,  each  with  its 
own  assigned  GPCI  value.  Texas, 
with  33  areas,  has  more  payment  lo- 


Lubbock 

0.897 

McAllen 

0.891 

Midland 
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Northeast  rural 

0.909 

Odessa 

0.965 

Orange 

0.953 

San  Angelo 

0.908 

San  Antonio 

0.929 

Southeast  rural 

0.915 

Temple 

0.910 

Texarkana 

0.900 

Tyler 

0.936 

Victoria 

0.948 

Waco 

0.910 

0.892 

Wichita  Falls 

0.914 

calities  than  any  other  state  (see 
Table  4).  The  NPRM  allows  states 
— based  on  a consensus  from  the 
state  medical  society  — to  adopt  a 
single  state  locality  instead  of  multi- 
ple localities.  TMA  simulations 
demonstrate  this  to  be  an  unaccept- 
able option  for  Texas  at  this  time. 
Why?  Because,  for  example,  raising 
rates  for  rural  areas  would  reduce 
reimbursements  to  urban  areas,  a 
tactic  commonly  known  as  robbing 
Peter  to  pay  Paul.  What  Texas 
physicians  need  is  revisions  that 
translate  into  increases  across-the- 
board,  all  over  the  state. 

TMA  strategy:  hang  tough 

TMA  has  been  an  active  participant 
and  at  times  vocal  critic  in  the  form- 
ing of  payment  reform  policy.  While 
TMA  policy  supports,  in  principle,  a 
Medicare  fee  schedule  based  on  the 
RBRVS,  the  NPRM  raises  the  ques- 
tion of  whether  HCFA  is  indeed  im- 
plementing OBRA  ’89  and  OBRA 
’90  as  Congress  intended.  It  seems 
fairly  clear  that  what  Congress  was 
trying  to  accomplish  with  Medicare 
payment  reform  was: 

• budget  neutrality; 

• help  to  rural  areas; 

• an  increase  in  primary  care  ser- 
vices; and 

• a simplification  of  the  physician 
payment  system. 

Unfortunately,  the  current 
NPRM  misses  the  mark,  especially 
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in  its  attempt  to  achieve  budget  neu- 
trality through  a 16%  reduction  in 
the  conversion  factor. 

TMA  will  again  conduct  simula- 
tions of  the  expected  impact  of  the 
RVS  and  use  these  data  to  bolster 
appropriate  regulatory  and  legisla- 
tive efforts.  And  TMA’s  Board  of 
Trustees,  Council  on  Socioeco- 
nomics, and  its  expert  consultants 
will  this  month  forward  comments 
and  recommendations  on  the  rules 
to  HCFA. 

Before  the  NPRM  was  released, 
Washington  health  economist  Allen 
Dobson,  PhD,  predicted  in  an  article 
in  the  June  issue  of  the  AGFA  Group 
Practice  Journal  that  “the  govern- 
ment will  underfund  the  RBRVS  and 
eventually  the  entire  RBRVS  system 
will  collapse  on  itself.” 

Regardless  of  the  eventual  out- 
come, TMA  is  committed  to  assur- 
ing the  fairest  and  most  reasonable 
Medicare  payment  system  for  Texas 
physicians  and  their  patients.  The  al- 
ternative is  reduced  access  to  medi- 
cal services  and  a Medicaid-type  cri- 
sis in  the  delivery  of  services. 


Saudi 

Arabia 


An  Experience  Worth  Saving. 

There  are  some  things  in  life  you  can’t  put  a dollar  value  on.  Like  seeing  foreign 
lands.  Growing  as  a professional.  And  making  memories  that  last  a lifetime. 

Physicians  who  join  AMI  Saudi  Arabia  Ltd.  have  it  all.  They’re  within  traveling 
distance  of  Africa,  Asia  and  Europe.  Yet  they’re  based  at  just  one  location  for 
their  entire  assignment.  Immediate  1 and  2 year  contracts  and  locum  positions 
available  for  American  Board  Certified  Physicians. 

Bring  your  commitment  and  skills  to  a foreign  country  while  enjoying  the  sights 
and  sounds  of  a different  culture.  Realize  your  financial  goals  by  earning  a taxfree 
income,  as  qualified. 

The  benefits  of  wotking  with  AMI  Saudi  Arabia  Ltd.  include: 

■ Generous  holiday  and  vacation  leave 

■ Fully  furnished  housing  and  utilities 

■ Aetna  worldwide  insurance  coverage  for  Medical/Dental/Life,  Disability  and 
Malpractice 

■ Free  round-trip  airfare  to  and  from  the  Kingdom  of  Saudi  Arabia 

■ Emergency  and  sick  leave  programs 

■ Recreation/community  centers  on  or  near  housing  compounds  available  for  a 
variety  of  spotting  and  leisure  activities 

■ Planned  social  events  and  field  trips 

■ Free  transportation  into  the  city  on  a daily  basis 

Opportunities  are  available  in  the  prestigious  King  Fahad  National  Guard 
Hospital,  Security  Forces  Hospital  and  The  King  Kahled  Eye  Specialist  Hospital 
in  Riyadh. 

ACCEPTING  RESUMES  FOR  FUTURE 
OPENINGS  - ALL  SPECIALTIES 

Working  with  AMI  Saudi  Arabia  Ltd.  It’s  one  of  life’s  great  personal  — and 
financial  — ventures. 

Call  us  today  or  send  your  resume  to:  Arabian  Medical  International,  Inc., 
Dept.  TM'891,  5718  Westheimer,  Suite  1810,  Houston,  TX  77057.  In  U.S. 
or  Canada,  call  (800)  537-1026.  In  Houston,  call  (713)  975-9000.  24-hour 
FAX  (713)  975-8926. 
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unless  you  settle  the  issue  by  signing 
on  the“Dispense  as  Written”  line. 


V^IUM 

^Mxpam/Rochee 

2-mg  5-mg  W-mg 
scored  tablets 

The  final  choice  should  really  be  yours 

The  cut  out  “V”  design  is  a registered  trademark  of  Roche  Products  Inc. 
Copyright  © 1991  by  Roche  Products  Inc.  All  rights  reserved. 


Roche  Products 

Roche  Products  Irtc 
Manati,  Puerto  Rico  00701 


* According  to  the  Orange  Book,  10th  ed.  US  Department  of  Health 
and  Human  Services,  1990,  diazepam  tablets  may  be  avadable  from  as  many 
as  17  companies  Tablets  shown  represent  5 mg  diazepam  tablets 


Science  and 
Education 


From  Vesalius  classic 
to  an  artificial  heart, 
TMA  showcases 
medical  history 

The  leather  medical  bag  looks 
as  though  the  Texas  physician 
who  used  it  grew  too  old  or  too 
tired  to  deliver  babies  anymore, 
came  home  from  his  last  case,  and 
never  opened  it  again. 

Gauze  remains  wound  inside  and 
a bottle  of  Johnson  & Johnson 
Synol  Soap  is  capped  and  about  one- 
quarter  full.  Another  bottle  holds  a 
viscous  solution  of  Amphyl  Antisep- 
tic and  Germicide  ordered  from 
Bloomfield,  NJ. 

Unused  ampules  are  still  enclosed 
in  a cardboard  tube  labeled  “Caf- 
feine Sodio-benzoate,”  produced  by 
Sharp  & Dohme.  There  are  forceps, 
hypodermic  needles,  and  Obstet- 
rical Emergencies  “by  an  experi- 
enced obstetrician,”  copy- 
right 1912. 

This  bag,  con- 
taining technology 
used  by  the  country 
doctor  of  the  early  1900s, 
is  but  one  artifact  in  the 
first  exhibit  staged 
in  the  new  TMA 
headquarters 
building  by 
the  TMA  Histo- 
ry of  Medicine 
Committee. 

“Technology  in  Medicine:  150 
Years  of  Medical  Innovation” 
officially  opened  July  26  at  the  dedi- 
cation of  the  headquarters  building 
in  downtown  Austin.  The  exhibit  in- 
cludes highlights  from  Texas  medical 
history,  including  a Civil  War  surgi- 
cal kit  and  the  world’s  first  implanted 


Jim  Busby,  associate  editor,  writes  and  edits  the  Public 
Health  and  Science  and  Education  sections  o/Texas  Medicine. 


artificial  heart.  The  exhibit  will 
continue  through  November 
10,  1991. 

Housed  with  the  Tech- 
nology in  Medicine  ex- 
hibit are  three  per- 
manent History  of 
Medicine  exhibits 
showing  the  pro- 
gress of  organized 
medicine  from  the 
founding  of  TMA 
in  1853  to  the 
present. 

“What  makes 
this  exhibit  so  valu- 
able is  that  all  the 
items  on  display  were  owned  or  do- 
nated by  Texas  physicians  and  their 
families,”  says  TMA  library  director 
Susan  Brock.  “Because  no  funds  are 
currently  available  to  purchase 
historical  materials  or  artifacts, 
we  rely  entirely  on  the 
generosity  of  TMA 
members.” 

Among  the  first 
objects  that  visitors 
entering  the  exhibits 
from  the  main  head- 
quarters entrance  at 
West  15th  and  Guada- 
lupe streets  see  is  the  first 
artificial  human 
heart,  implanted 
by  Texas  physi- 
cian Denton  Coo- 
ley. The  heart  is  on  loan  from  the 
Smithsonian  Institute.  In  addition, 
several  heart  valves  studied  in  Texas 
are  on  display  along  with  major 
publications  in  Texas  Heart  Institute 
history. 

Featured  nearby  under  filtered 
light  is  a 1555  edition  of  Vesalius’ 
De  Humani  Corporis  Eabrica  Libri 
Septem.  The  work,  given  to  the 
TMA  Library  by  Hampton  C. 
Robinson,  MD,  of  Houston,  has 


been  described  by  one  historian  as 
“the  greatest  event  in  medical  histo- 
ry since  the  work  of  Galen.” 

Physicians’  notebooks  describe 
practices  of  the  19th  century,  and 
instruments  from  those  times  re- 
veal a great  deal  about  the  chal- 
lenges physicians  (and  pa- 
tients) faced.  Surgical 
instruments  used  during 
the  Civil  War  demon- 
strate the  frequent  re- 
liance on  amputation, 
and  letters  from  19th 
century  Texas  doctors 
contain  colorful  com- 
ments on  patients,  politics, 
and  procedures. 

“By  studying  the  enormous 
progress  of  medicine  over  the  last 
century,”  Ms  Brock  says,  “you  get  a 
glimpse  of  what  the  future  holds  in 
technological  advances  in  medicine.” 

Exhibit  hours  are  from  8:15 
am-5:15  pm,  Monday  through  Fri- 
day, and  9 am-1  pm  on  Saturday. 
The  exhibit  will  close  for  some  holi- 
days. For  additional  information, 
contact  Susan  Brock,  Texas  Medical 
Association  Library,  401  W 15th  St, 
Austin,  TX  78701,  (512)  370-1540. 
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1886  report  catalogs  surgeries  in  Texas 

Among  treasures  in  the  TMA  library’s  permanent  History  of  Medicine 
exhibit,  is  one  of  three  remaining  copies  of  Report  of  the  Special  Com- 
mittee on  Surgery  of  the  Texas  State  Medical  Association.  The  report  was 
presented  at  the  association’s  annual  meeting  in  1886.  San  Antonio  civic 
leader  and  Scotland-trained  physician  George  Guppies  was  chairman  of  the 
committee  and  author  of  the  report,  which  opens  a window  on  the  life  of  pa- 
tients and  physicians  of  that  time. 

Tending  to  his  committee  duties  with  care.  Dr  Guppies  and  colleagues  pro- 
duced the  report  from  questionnaires  mailed  to  more  than  6,000  Texas  physi- 
cians. The  result  was  76  pages  of  data.  Physician’s  name,  patient  age,  diagno- 
sis, sex,  race,  outcome,  complications,  anesthetic,  antiseptic,  physician 
comments  . . . It’s  all  there. 

Gangrene,  of  course,  was  a common  problem  in  surgical  patients,  and  while 
the  high  incidence  of  gunshot  wounds  confirms  the  rugged  image  of  the  West, 
the  common  occurrence  of  railroad-related  accidents  is  more  of  a surprise. 

Several  cases  stand  out,  partly  because  of  their  extreme  nature,  but  mostly 
because  of  the  surgeon’s  courage  in  tackling  them. 

There  was  one  case  of  “congenital  elephantiasis  of  the  foot  (the  foot 
weighed  5 pounds);”  another  physician  noted  an  “immense  tumor,  haunch” 
in  a 19-year-old  woman.  The  tumor  weighed  42  pounds  and  had  a circumfer- 
ence of  36  inches.  The  patient  did  not  survive.  A 30-year-old  patient  suffered 
“alarming  symptoms  from  chloroform”  during  a leg  amputation.  In  another 
case,  the  surgeon  reported  a 4 x 5-inch  tumor  “suppurating  and  full  of  mag- 
gots.” That  patient  died  too. 

But  most  patients  lived,  even  those  undergoing  relatively  delicate  surgeries. 
Of  the  39  patients  undergoing  cranial  trephining,  33  survived.  Their  injuries 
resulted  from  a variety  of  accidents,  diseases,  and  assaults,  including  a horse 
kick,  a hatchet  blow,  “a  punctured  [wound]  of  brain,”  and  “blow  with  pistol.” 

One  surgeon  described  removing  a “fragment  which  had  penetrated  dura 
mater,  and  was  encysted  in  frontal  lobe  of  brain.”  He  reported  using  chloro- 
form and  opening  the  frontal  sinus.  The  patient  experienced  a “quick  recov- 
ery,” but  his  “epilepsy  [was]  no  better.” 

In  his  introduction  to  the  report.  Dr  Guppies  defends  Texas  surgeons  as  “sec- 
ond to  those  of  no  country  in  the  variety,  the  boldness  and  the  success  of  their 
operations,  in  practical  skill,  in  fertility  of  resources,  and  in  that  self-reliance 
founded  on  knowledge,  without  which  no  man  can  be  a successful  surgeon.” 

He  extols  the  “hard,  every-day  work  of  the  surgeon;  not  in  well-appointed 
hospitals,  supplied  with  every  means  and  appliance  that  modern  science  and 
the  marvelous  ingenuity  of  this  age  have  placed  at  his  disposal,  but  under  the 
most  difficult  circumstances,  deprived  even  of  necessary  instruments,  and,  as 
has  fallen  to  the  lot  of  some  of  our  number,  compelled  to  amputate  a limb  in 
a negro  cabin  with  a bowie  knife  and  a carpenter’s  saw.” 


The  next  scheduled  History  of 
Medicine  Committee  exhibit  is 
“Closing  in  on  Cancer,”  November 
15,  1991,  to  February  10,  1992, 
sponsored  by  the  National  Cancer 
Institute.  Future  exhibits  will  feature 
military  medicine,  public  health,  and 
women  physicians. 

Telemedicine 
sends  clear 
message  in 
Texas 

by  Charles  Hannasch 

Although  it  seems  only  natural 
for  Texas,  famous  for  its 
“miles  and  miles  and  miles,”  to  be 
the  global  center  for  long-distance 
electronic  medical  diagnostics,  it’s  the 
presence  of  NASA  in  Houston  and 
the  Microelectronics  and  Computer 
Technology  Corp  (MCC)  research 
consortium  in  Austin  that  is  provid- 
ing the  momentum  to  Texas’  devel- 
opment as  the  center  of  telemedicine. 

A Texan,  Bruce  Houtchens,  MD, 
an  associate  professor  specializing  in 
surgery,  space  technology,  and  bio- 
engineering at  The  University  of 
Texas  Health  Science  Center  at 
Houston  (UTHSC-H),  has  even  of- 


fered the  first  definition  of  tele- 
medicine for  future  dictionaries. 

Telemedicine,  he  says,  is  “the  elec- 
tronically mediated  rapid  exchange  of 
medical  information  between  different 
sites  of  clinical  medical  practice  or 
health  care  education.  The  sites  are 
separated  geographically  and  repre- 
sent the  environments  of  relatively 
greater  and  lesser  specialty  expertise.” 

Telemedicine  in  Texas  took  its 
most  recent  step  forward  on  June  20, 


when  representatives  from  NASA, 
the  Texas  Space  Grant  Consortium, 
and  space  technology  experimenters 
met  at  The  University  of  Texas  at 
Austin  to  discuss  potential  new  tech- 
nologies to  be  made  available  with 
the  scheduled  launch  in  early  1993  of 
a new  Advanced  Communications 
Technology  Satellite  (ACTS). 

Intended  to  be  a high-speed,  high 
data  rate  telecommunications  pro- 
ject, ACTS  will  be  the  centerpiece  of 
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Science  end  Education 


NASA’s  2-year  test  of  commercial- 
ized high-speed  space  communica- 
tions, says  Laura  Randall,  ACTS 
manager  for  the  Public  Service  Satel- 
lite Consortium,  an  Arlington,  Va- 
based  contractor  to  NASA. 

Medically-oriented  telecommuni- 
cations projects  in  Texas  date  back 
to  STARPAHC,  a NASA-sponsored 
telemedicine  project  with  the  Papago 
Indian  reservation.  Other  projects 
include  Texas  Tech’s  MEDNET  pro- 
gram, the  Center  for  Remote  Medi- 
cal Consultation  at  Texas  Chil- 
dren’s Hospital  in  Houston, 
and  the  Nursing 
Education  Tele- 
vision Satellite 
System  based  at 
The  University  of  Texas 
at  Arlington  School  of 
Nursing.  Another  sys- 
tem, the  Texas  Telemedicine  Project, 
links  Austin  and  Giddings,  65  miles 
away,  with  a two-way,  fully  interac- 
tive video  and  audio  network. 

In  addition,  UTHSC-H  was  one 
of  four  participating  US  health  facil- 
ities in  the  US/USSR  Telemedicine 
Spacebridge  project,  providing  two- 
way  interactive  live  video  consulta- 
tion, via  a US  and  a USSR  satellite 
to  the  125,000  casualties  of  the  De- 
cember 1988  earthquake  in  Yerevan, 
Armenia,  and  the  June  1989  train 
disaster  in  Ufa,  northern  Russia. 

Although  the  deadline  for  sub- 
mitting proposals  for  the  first  round 
of  experiments  on  the  ACTS  pro- 
gram passed  June  21,  Ms  Randall 
anticipates  an  additional  round  of 
experiment  proposals  will  be  opened 
in  October  1991. 

“NASA  hopes  to  accommodate  all 
US  experimenters  who  bring  their 
own  resources  and  do  not  cause  tech- 
nical harm  to  the  network,”  said  Ms 
Randall.  “In  addition,  GE  has  been 
providing  terminals  to  universities  at 


no  cost  for  ACTS  experiments.” 

Interested  parties  may  contact 
Laura  Randall  at  Public  Service 
Satellite  Consortium,  1235  Jefferson 
Davis  Highway,  Suite  904,  Arling- 
ton, VA  22202,  phone  (703)  979- 
0801,  fax  (703)  979-0810. 

Charles  Hannasch  is  an  Austin-based  free-lance 
journalist  specializing  in  health-care  issues. 


NASA’s  Advanced 
Technology  Com- 
munications 
Satellite  (ACTS) 
will  carry  high- 
speed telecom- 
munications ex- 
periments in  early 
1993.  The  NASA 
contractor  work- 
ing on  the  project 
expects  to  request 
additional  pro- 
posals (beginning 
in  October  1991) 
for  experiments. 


HIV  information 
available  from  TDH 

The  May/June  1991  issue  of 
HIV  Prevention  News,  pub- 
lished by  the  Texas  Department  of 
Health,  lists  the  following  sources  of 
information  for  physicians: 

• HIV  Early  Care  — AMA  Physi- 
cian Guidelines.  Order  from  the 
American  Medical  Association, 
Division  of  Health  Science,  515 
North  State  St,  Chicago,  IL 
60610,  $2.  ' 

• “Guidelines  for  Prophylaxis 
against  Pneumocystis  carinii 
pneumonia  for  children  infected 
with  human  immunodeficiency 
virus.”  Published  in  MMWR 
1991;  40  (No.  RR-2).  Order 
from  the  TDH  HIV  Division, 
1100  W 49th  St,  Austin,  TX 
78756,  (512)  458-7304. 

• Recommendations  for  Use  of 
Aerosolized  Pentamidine  (AP). 
Order  from  TDH  Tuberculosis 
Control  Division,  1100  W 49th 
St,  Austin,  TX  78756,  (512) 
458-7447. 

• “Guidelines  for  preventing  the 
transmission  of  tuberculosis  in 
health-care  settings,  with  special 
focus  on  HIV-related  issues.” 
Published  in  MMWR,  1990;39 
(No.  RR-17).  Order  from  TDH 
Tuberculosis  Control  Division, 
1100  W 49th  St,  Austin,  TX 
78756,  (512)  458-7447. 
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THENEWBMW3-SERIES. 

ENGINEERED10PUT 
MORE  DISTANCE  BETWEEN 
YOU  AND  YOUR  MECHANIC 

Picture  yourself  on  the  road  of  your  choice, 
far;  faraway  Miles  from  your  office.  And  home. 
And  nearest  hydraulic  lift. 

Because  with  the  dramatically  new  325i, 
BMW  has  literally  stretched  the  time  between 
servicings-by  stretching  the  very  possibilities 
of  internal  combustion. 

A formidable  feat  accomplished,  in  part, 
by  a computerized  engine  management  sys- 
tem that  constantly  adjusts  ignition  timing  and 
fuel  flow  for  optimum  performance. 

By  tappets  that  automatically  fine-tune 
themselves.  Which  means  the  valves  never 
need  to  be  re-synchronized. 

And  by  a direct  ignition  system  that  has 

‘ See  your  BMW  dealer  for  details  on  this  limited  warranty.  "Services  provided  by  Cross  Country  Motor  Club.  Inc . B<. 


totally  eliminated  the  need  for  a distributor 
In  short,  a car  whose  189-horsepower; 
24-valve,  6-cylinder  engine  requires  no  valve, 
timing  or  belt  adjustments  during  regularly 
scheduled  maintenance.  Just  the  periodic 
changing  of  oil,  filters  and  plugs. 

A simple  routine  which  could  end  up 
saving  you  a tidy  sum  in  parts  and  labor 
Of  course,  the  new  3-Series  could 
also  save  you  unexpected  expenses,  as  well. 
Backed,  as  it  is,  by  a 4-year/50,000-mile 
bumper-to-bumper  warranty *and  by  BMW's 
nationwide  Roadside  Assistance** 

So,  if  the  thought  of  owning  such  a 
car  intrigues  you,  we  invite  you  to  visit  your 
nearest  authorized  BMW  dealer 

After  all,  we  think  a driver’s  time  is  far 
better  spent  out  on  the  road,  than 
in  a service  garage  waiting  lounge.  IpJ 
THE  ULTIMATE  DRIVING  MACHINE:  V8^ 

on.  MA  02155.  except  in  CA.  where  services  are  provided  by  Cross  Country  Motor  Club  of  Calif.  Inc . Boston.  MA 


VISIT  YOUR  AUTHORIZED  BMW  DEALER.  OR  EOR  MORE  INFORMATION,  CALL  1-800-334-4BMW. 


The  web  of  CME 
and  medical 
industry  profit 


The  scene  opens  on  network  television  with  a surgical  team  leaning  over  a pa- 
tient who  suffers  from  seizures.  This  is  “delicate  surgery  requiring  the  most  advanced 
techniques,”  says  the  announcer. 

Then  she  shifts  to  the  real  point  of  the  broadcast.  Her  message:  physicians  need  continuing 
medical  education  (CME)  to  stay  abreast  of  such  delicate  procedures,  but  they  often  cheat  by  fail- 
ing to  attend  the  courses  that  make  some  of  their  travel  and  registration  expenses  tax  deductible. 

Next  the  camera  travels  to  Aspen,  Colo,  where  15  doctors  allegedly  are  receiving  CME  cred- 
its while  they  frolic  on  the  ski  slopes. 

“Today  is  gorgeous,”  says  one  truant  on  the  slopes.  “No  wind,  30  degrees,  sun  shining  . . . 
and  we’re  all  here  on  a medical  meeting,  writing  off  this  trip.  Ha  Ha.”  He’s  speaking  to  a hid- 
den camera  and,  ultimately,  to  millions  of  Americans. 

The  Expose  segment,  aired  in  sensational  style  earlier  this  year,  turned  up  a case  of  physician 
abuse  of  CME  and  claimed  the  problem  is  widespread. 

Physicians  who  deceive  Uncle  Sam  and  claim  credit  they  haven’t  earned  understand  clearly 
they  are  cheating  the  system.  There  is  no  question  in  such  cases  that  legal  and  ethical  bound- 
aries have  been  crossed. 

But  there  is  much  more  to  the  story  of  CME  abuse.  And  many  physicians  with  good  inten- 
tions inhabit  the  gray  zone  between  complete  innocence  and  clear  fraud.  By  analogy,  cruising 
down  an  interstate  highway  at  67  mph  may  be  unacceptable  in  the  eyes  of  an  onlooking  high- 
way patrolman;  55  mph  in  a busy  school  zone  is  a crime  in  the  eyes  of  everyone. 

Yet  physicians  may  not  be  fully  aware  of  what’s  ethical  or  not  in  some  instances.  Is  it  okay  to 
accept  cash  for  attending  a drug-company  seminar.^  Should  you  even  accept  medical  industry 
trinkets,  such  as  luggage  tags,  paperweights,  or  ballpoint  pens,  which  are  routine  giveaways  in 
almost  every  other  area  of  American  marketing? 

Organized  medicine  has  already  clarified  its  position  on  such  questions,  and  Congress  and 
the  EDA  may  offer  clarifications  of  their  own.  If  you  don’t  know  what’s  afoot,  read  on.  As  one 
Texas  physician  puts  it,  “Old  game,  new  rules.” 


By  I i m Busby,  Associate  Editor 
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A view  from 
the  US  Senate 

uch  of  the 
bigger 
picture 
was  r e - 
vealed  in 
US  Senate  hearings  in  the  1970s  and, 
most  recently,  in  December  1990, 
when  Sen  Edward  M.  Kennedy  ID- 
Mass)  and  the  Committee  on  Labor 
and  Human  Resources  heard  stories 
of  luxurious  “CME  vacations”  paid 
for  by  pharmaceutical  firms  promot- 
ing their  products.  The  committee 
also  heard  stories  of  industry  gifts  to 
physicians,  everything  from  ballpoint 
pens  to  nice  dinners  to  cash  pay- 
ments. And  they  heard  tales  of  drug 
promotion  by  physicians  paid  to  of- 
fer “CME”  to  their  colleagues.  But 
perhaps  most  important,  they  learned 
that  pharmaceutical  education  or 
promotion,  depending  on  how  you 
view  it,  is  everywhere. 

One  scheme  given  as  an  example 
by  Washington,  DC,  internist  Sidney 
M.  Wolfe,  MD,  at  the  Kennedy  hear- 
ings was  the  “frequent  prescriber” 
program,  which  he  said  offered  a free 
airline  ticket  to  physicians  prescrib- 
ing Inderal  LA  to  50  patients  and 
submitting  a “short  form  about  what 
the  drug  is  being  used  for,  several 
pieces  of  information  about  the  pa- 
tient, and  what  drug  Inderal  LA  re- 
placed.” That  promotion.  Dr  Wolfe 
told  the  committee,  resulted  in  action 
by  the  Massachusetts  attorney  gener- 
al and  eventually  led  to  a $195,000 
payment  to  Massachusetts  by  Wyeth 
Ayerst.  The  company  also  agreed  to 
stop  the  frequent  prescriber  program. 

A similar  program,  offered  by  an- 
other pharmaceutical  firm,  allowed 
physicians  to  cash  in  their  points  for 
“a  variety  of  items  such  as  videocas- 
sette recorders,  personal  computers, 
or  television  monitors,”  according 
to  US  Department  of  Health  and 
Human  Services  Inspector  General 
Richard  P.  Kusserow.  The  Kusserow 
letter,  which  was  submitted  to  the 
Kennedy  committee,  pointed  out 
that  “the  federal  anti-kickback 
statute  prohibits,  among  other 
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things,  the  offer,  solicitation,  pay- 
ment, or  receipt  of  anything  of  value 
to  induce  the  purchase  of  items 
which  are  reimbursed  under  Medi- 
care or  Medicaid.” 

One  Texas  internist  says  he’s  seen 
firms  give  doctors  shotguns,  fishing 
trips,  videocassette  recorders,  and 
even  a free  trip  to  Europe  to  tour  a 
medical  device  factory.  But  the  more 
typical  scenario,  he  says,  is  the  sales 
rep’s  invitation:  “Come  to  this  meet- 
ing where  we  tell  you  about  this 
product  and  we’ll  give  you  dinner 
and  you  can  go  to  a play  afterward. 

“A  couple  of  years  ago,  shortly 
after  I came  into  practice,  the  [drug 
company]  guys  would  come  by  and 
say,  ‘Every  new  patient  you  put  on 
this  medication  is  a chance  to  win 
such  and  such,”’  he  says. 

While  he’s  never  accepted  such 
offers,  he  has  received  reimburse- 
ment for  lecturing  at  rural  hospitals 
and  for  “filling  out  paperwork”  on 
drug  responses  for  clinical  trials  for 
a drug  company. 

Until  December  1990,  when  AM  A 
issued  guidelines  on  the  ethics  of  tak- 
ing gifts,  he’d  never  considered  the 
implications  of  such  arrangements. 

“When  the  AMA  guidelines  came 
out,  it  really  did  make  me  take  a sec- 
ond look,”  he  says.  “It  really  hit  me 
like  a rock,  because  I said,  ‘Wow,  I 
wonder  if  they’re  talking  about  the 
kinds  of  things  I do.’” 


AIVIA  in  search 
of  the  fine  line 

about  a year  before  the  Kennedy 
hearings.  And  a week  before  the 
Kennedy  hearings,  the  AMA  formal- 
ly announced  its  own  conclusions  in 
the  debate  over  how  much  and  what 
kind  of  gifts,  support,  and  compen- 
sation physicians  should  accept  from 
industry.  Now  those  conclusions  are 
part  of  AMA’s  policy  (see  p 41). 

Two  days  later  the  Pharmaceuti- 
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cal  Manufacturers  Association 
(PMA)  adopted  the  AMA  guidelines 
as  part  of  its  Code  of  Pharmaceuti- 
cal Marketing  Practices.  And  in 
March  of  this  year,  the  Accreditation 
Council  for  Continuing  Medical  Ed- 
ucation (ACCME)  issued  its  Guide- 
lines for  Commercial  Support  of 
Continuing  Medical  Education, 
which  outlines  proper  behavior  for 
CME  sponsors,  faculty,  and  atten- 
dees (see  p 41). 

The  AMA  guidelines  were  based 
on  a CEJA  report  that  acknowledges 
“growing  concern  about  the  poten- 
tial, negative  consequences  of  the  re- 
lationship” with  industry. 

But  none  of  the  guidelines  say  in- 
dustry funding  is  a bad  thing.  Quite 
the  contrary.  The  AMA  guidelines 
note  that  “many  gifts  that  are  given 
to  physicians  by  companies  in  the 
pharmaceutical,  device,  and  medical 
equipment  industries  serve  an  impor- 
tant and  socially  beneficial  function.” 

Other  sources,  some  of  them  less 
sympathetic  to  the  firms’  tactics,  say 
such  support  is  here  to  stay  or  that 
finding  alternate  sources  of  support 
would  be  difficult. 

Examples  given  by  the  CEJA  re- 
port include  some  of  those  men- 
tioned at  the  Kennedy  hearings,  ev- 
erything from  pens  to  vacations.  The 
report  states  that  “companies  will 
direct  their  subsidies  at  conferences 
that  provide  the  most  favorable  view 
of  their  products.” 

The  report  found  little  to  indicate 
that  physicians  consciously  stray 
from  what  is  best  for  their  patients, 
but  it  cites  another  study  {American 
Journal  of  Medicine,  1982;  73:4-8) 
that  suggests  physicians  may  be  un- 
consciously swayed  by  “promotion- 
al techniques.” 

The  study,  according  to  the  CEJA 
report,  showed  that  physicians  “in 
substantial  numbers”  prescribed  a 
specific  medication  as  suggested 
by  advertising  — not  by  scientific 
evidence. 


Physicians 
attending  TIVIA 
Annual  Session 
programs  are  bound 
only  by  tbeir 
conscience,  a 
sign-in  sheet,  and 
forms  for  CIVIE 
credit  hours. 

■ 


TMA  — deep 
in  the  heart 
of  CME 

nyone  aware  of 
TMA’s  Annual  Ses- 
sion, its  CME  accredi- 
tation program,  prac- 
tice management  courses,  and  travel 
program  knows  of  the  association’s 
heavy  involvement  in  CME.  The 
1991  Annual  Session,  the  16th 
largest  medical  meeting  in  the  United 
States,  featured  260  hours  of  CME. 
In  1990,  TMA-accredited  programs 
reached  almost  20,000  physicians, 
the  association’s  practice  manage- 
ment department  conducted  103 
workshops,  and  more  than  3,000 
physicians  and  staff  attended  risk 
management  seminars. 

But  just  how  well  does  TMA 
conduct  its  dealings  with  pharma- 
ceutical and  other  medical  industry 
firms? 

Pretty  well,  says  Dennis  Eactor, 
MD,  chairman  of  TMA’s  Council  on 
Annual  Session  and  Scientific  Pro- 
gramming. “We’re  right  up  there” 
with  the  AMA  guidelines  and  “on  the 
forefront  for  medical  associations.” 

“We’ve  always  tried  to  be  very 
ethical  about  it,”  says  Dale  Willi- 
mack,  director  of  TMA’s  Depart- 
ment of  Annual  Session  and  Scien- 
tific Programming.  “For  many. 


many  years,  the  council  would  let 
pharmaceutical  firms  have  no  input 
in  CME  except  for  exhibits.  In  the 
past  decade,  that  has  changed  to  al- 
low industry  sponsorship  of  CME 
with  council  control.” 

Who  controls  content  of  CME  is 
a key  point  of  both  the  AMA  guide- 
lines and  those  of  the  ACCME. 
AMA  guidelines  end  with  a state- 
ment that  CME  planners  are  respon- 
sible for  “control  over  selection  of 
content,  faculty,  educational  meth- 
ods.” ACCME  guidelines  begin  with 
similar  words. 

TMA  pays  $1,100  for  out-of- 
state  speakers  at  Annual  Session, 
$400  of  it  an  honorarium,  Mrs 
Willimack  says.  If  a company  funds 
a speaker,  however,  it  usually  pays 
for  two  nights’  lodging  and  an  hono- 
rarium. The  honorarium  in  such  cas- 
es is  not  limited  by  TMA,  but  the  as- 
sociation does  try  to  find  out  how 
much  the  company’s  honorarium  is. 
And  all  proposed  speakers  at  TMA 
scientific  programs,  including  lectur- 
ers selected  from  drug  company  ros- 
ters, must  be  approved  by  the  Coun- 
cil on  Annual  Session  and  Scientific 
Programming.  While  TMA  does  al- 
low company-recommended  physi- 
cians to  speak,  Mrs  Willimack  says 
she  can’t  recall  any  instances  in 
which  a company  refused  to  accept  a 
TMA  program  coordinator’s  alter- 
nate suggestion. 


Besides,  says  Dr  Factor,  to  com- 
pletely avoid  physicians  from  indus- 
try rosters  would  exclude  a number 
of  prominent,  well-informed  re- 
searchers. 

TMA  does  not  link  a speaker  with 
a company  sponsor,  but  the  compa- 
ny, along  with  all  other  sources  of 
support,  is  recognized  in  TMA  print- 
ed materials.  For  example,  a poster 
recognizing  support  from  two  phar- 
maceutical companies  was  placed  at 
the  podium  of  the  morning  session  of 
the  Annual  Session  Symposium  on 
Cardiovascular  Diseases,  but  none  of 
the  individuals  speaking  were  pub- 
licly linked  to  that  support. 

AMA  guidelines  also  say  industry 
support  of  speakers  should  be  fun- 
neled  through  the  CME  planner,  and 
TMA  attempts  to  do  so.  But  it’s 
probably  difficult  for  a speaker  not 
to  know  who’s  picking  up  the  tab 
and  why.  Nonetheless,  Dr  Factor 
says  TMA  tries  to  act  as  the  clearing- 
house for  industry  funds  contributed 
for  CME  programs. 

“This  has  been  discussed  in  the 
Council  on  Annual  Session,  which  has 
also  communicated  to  program  direc- 
tors and  pharmaceutical  firms  that 
this  is  our  preference,”  says  Dr  Factor. 

Still,  the  difficulty  comes  in  part 
from  distancing  a speaker  from  his 
or  her  source  of  funding.  How  could 
a program  planner  keep  a company 
from  communicating  with  a speaker 
who  has  been  scheduled? 

The  honor 
system 

Another  issue  is  Expose- 
style  hooky.  Physicians 
attending  TMA  Annu- 
al Session  programs 
are  bound  only  by  their  conscience, 
a sign-in  sheet,  and  forms  for  CME 
credit  hours. 

That’s  the  way  it  should  be,  says 
Dale  Willimack.  “The  council  doesn’t 
feel  it  can  police  physicians’  ethics,” 
she  says,  reflecting  the  opinion  of 
most  TMA  members  contacted  for 
this  article.  “You  have  some  room- 
hopping, when  a doctor  goes  from 
one  symposium  to  another,  for  exam- 
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Guidelines  at  a glance 

Listed  below  are  highlights  from  the  AMA  guidelines  for  gifts  to  physicians  and  the  ACCME 
guidelines  for  industry  support  of  CME  activities.  Eor  the  complete  AMA  guidelines,  see  the 
Journal  of  the  American  Medical  Association  (January  23/30,  1991,  page  501). 


AMA  guidelines 

• Gifts  to  physicians  should  benefit  patients  and  “not  be 
of  substantial  value.” 

• Gifts  of  “minimal  value”  pertinent  to  a physician’s 
work  (eg,  pens  and  note  pads)  are  acceptable. 

• Funding  intended  to  reduce  the  registration  fee  for  a 
CME  program  should  be  given  to  the  program  sponsor, 
not  directly  to  the  physician. 

• Industry  money  should  not  be  accepted  to  pay  for  trav- 
el, lodging,  time,  or  other  personal  expenses  of  a physician 
attending  a conference. 


ACCME  guidelines 

• Program  organizers  must  control  content,  quality, 
scientific  integrity,  enduring  materials,  and  program 
evaluation. 

• CME  presentations  must  offer  “all  therapeutic 
options.” 

• Commercial  exhibits  “should  not  influence  planning 
or  interfere  with  the  presentation  of  CME  activities.” 

• CME  program  planners  should  control  all  funding  ar- 
rangements. Industry  money  should  be  offered  as  educa- 
tional grants  payable  to  the  CME  program  planner. 


• Industry  support  for  hospitality  should  be  confined 
only  to  “modest  meals  or  social  events  that  are  held  as 
part  of  a conference  or  meeting.” 

• CME  faculty  may  receive  “reasonable  honoraria”  and 
“reimbursement  for  reasonable  travel,  lodging,  and  meal 
expenses.” 

• Consultants  providing  “genuine  services”  may  accept 
compensation  and  reimbursement  for  reasonable 
expenses. 

• Scholarships  for  students,  residents,  and  fellows  “to 
attend  carefully  selected  educational  conferences”  are 
acceptable  if  the  training  institution  selects  those  to  re- 
ceive them. 

• “No  gifts  should  be  accepted  if  there  are  strings  at- 
tached.” Regardless  of  funding,  program  planners  must 
control  “the  selection  of  content,  faculty,  educational 
methods,  and  materials.” 


• Reasonable  honoraria  and  reimbursement  to  faculty 
are  acceptable. 

• Program  planners  must  acknowledge  industry  sup- 
port in  printed  announcements  and  brochures,  but 
specific  products  should  not  be  mentioned. 

• Social  events  supported  by  industry  “should  not 
compete  with,  or  take  precedence  over,  the  educational 
events.” 

• Program  planners  must  have  policy  on  possible 
conflicts  of  interest  involving  industry  support  for 
CME  programs  or  speakers. 

• Industry  sources  must  not  pay  for  “travel,  lodging, 
honoraria,  or  personal  expenses  for  attendees.”  Program- 
associated  hospitality  provided  by  commercial  sources 
should  include  only  “modest  meals  or  social  events.” 

• Commercial  scholarships  to  students,  fellows,  or  res- 
idents are  permissible  only  if  the  training  institution  or 
accredited  CME  sponsor  selects  recipients. 


pie.  This  is  legitimate  if  the  doctor 
counts  only  the  time  in  actual  atten- 
dance at  each  educational  workshop.” 

When  a physician  asks  TMA  for 
documentation  of  his  or  her  atten- 
dance, however,  the  Annual  Session 
department  does  check  CME  forms  to 
ensure  there  are  no  inconsistencies, 
such  as  supposed  attendance  at  con- 
current lectures,  or  reporting  of  an  im- 
possible number  of  hours.  In  addition. 


TMA’s  travel-CME  program  requires 
sign-in  and  sign-out  at  its  courses. 

But  what  about  those  physicians 
who  slip  through  the  honor  system.^ 
“I  think  they’re  just  cheating 
themselves,”  Dr  Factor  says.  “And  I 
think  they’re  putting  a bad  image 
onto  physicians  as  a whole.” 

Yet,  one  physician  contacted  for 
this  article  is  frustrated  by  CME  re- 
quirements. Physician  income  is  going 


down,  he  says,  and  CME  require- 
ments are  increasing.  This  hyper- 
attentiveness to  CME  by  hospitals 
and  medical  specialty  boards,  and 
even  licensing  boards  in  some  states, 
is  ridiculous,  he  says,  and  physicians 
are  fed  up.  Thus  they  will  “cheat”  a 
system  they  consider  unfair. 

This  attitude  is  growing,  he  says, 
“but  there’s  no  way  doctors  can  ex- 
press this  and  not  look  bad.” 
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Dr  Factor  dismisses  this  as  the 
cry  of  a small  minority  and  says 
physicians  are  responsible  for  main- 
taining competence  through  contin- 
uing education. 

Bribery,  pure 
and  simple? 

Aggressive,  even  inap- 
propriate, medical  in- 
dustry promotion 
does  occur.  Everyone 
contacted  by  Texas  Medicine  agreed 
with  that.  But  just  where  to  draw 
the  line  between  acceptable  and  un- 
acceptable is  the  focal  point  of  the 
debate,  which  in  all  but  the  most 
blatant  cases  depends  on  how  one 
interprets  physicians’  motives  for  ac- 
cepting gifts.  And  like  any  issue  in- 
volving potentially  conflicting  forces 
— profit  on  one  hand,  education 
and  ethics  on  the  other  — opinions 
run  the  gamut. 

For  example,  is  the  acceptance  of 
cash  for  filling  out  a questionnaire 
on  patients  a bribe  — or  is  it  legiti- 
mate compensation  for  participating 
in  a clinical  or  marketing  study? 
Can  a physician  be  unconsciously 
swayed  to  favor  one  drug  over  an- 
other just  because  of  advertising  or 
biased  educational  programs?  How 
far  will  a prominent  researcher  — 
one  funded  by  a pharmaceutical  firm 
— go  in  either  consciously  or  uncon- 


sciously pushing  a medication?  How 
vulnerable  are  physicians  to  biased 
reporting  of  clinical  findings? 

Some  people  feel  that  physicians 
should  avoid  any  gifts  from  indus- 
try, including  trivial  items  like  pa- 
perweights. The  Texas  Orthopaedic 
Association,  for  example,  accepts  no 
pharmaceutical  funding  for  its  edu- 
cational programs.  This  appears  to 
be  a minority  voice,  although  some 
contacts  indicated  that  alternate 
sources  of  funds  would  be  prefer- 
able, if  possible. 

Among  the  most  vocal  critics  of 
the  physician-pharmaceutical  rela- 
tionship is  Dr  Wolfe,  director  of 
Public  Citizen  Health  Research 
Group.  Public  Citizen  is  a nonprofit, 
consumer-protection  organization 
founded  in  1971  by  Ralph  Nader. 
Dr  Wolfe  says  much  of  the  pharma- 
ceutical industry  “support”  of  CME 
is  crass  promotion,  conducted  with 
indifference  or  even  contempt  for 
patients’  well  being.  It’s  bribery, 
pure  and  simple,  he  says,  and  he  and 
Sen  Orrin  G.  Hatch  (R-Utah)  ex- 
changed some  lively  debate  on  this 
issue  at  the  December  Senate  com- 
mittee hearings  (see  next  page). 

TMA  President  Sam  A.  Nixon, 
MD,  agrees  there  are  abuses,  but 
notes  that  the  pharmaceutical  rela- 
tionship, at  its  best,  is  something 
that  should  be  encouraged  — in  ac- 
cordance with  adopted  guidelines. 

“I  think  [pharmaceutical  fund- 


indliistiry  are  a part 
of  time  liealth 


dialogue  witlm 


ing]  would  be  very  difficult  to  be 
without,”  says  Dr  Nixon.  “I  think  it 
would  be  unnecessary  to  live  with- 
out. Our  friends  in  the  pharmaceuti- 
cal industry  are  a part  of  the  health 
services  profession  and  we  need  to 
have  open  and  honest  dialogue  with 
them.  These  guidelines  greatly  assist 
in  that  dialogue.” 

Dr  Nixon,  who  is  director  of  the 
Division  of  Continuing  Education  at 
The  University  of  Texas  Health  Sci- 
ence Center  at  Houston,  says  his 
office  has  “sponsored  several  lun- 
cheons for  local  pharmaceutical  rep- 
resentatives” to  discuss  the  AMA 
and  ACCME  guidelines. 

“They  get  a nice  meal  and  then 
they  listen  to  me  explain  the  [AC- 
CME] essentials  and  guidelines,  ex- 
plain the  commercial  aspects,  ex- 
plain enduring  materials,  explain  a 
lot  of  things  they  had  never  had  ex- 
plained before.  It  has  cleared  the  air, 
and  our  relationships  with  these 
people  are  at  a very  high  level.” 

University  of  Texas  Southwestern 
Medical  Center  professor  and  re- 
searcher Norman  M.  Kaplan,  MD, 
says  that  while  there  have  been  some 
“rather  promiscuous”  abuses  of  CME 
by  pharmaceutical  firms,  pharmaceu- 
tical funding  allows  lecturers  to  pro- 
vide postgraduate  CME  courses. 

“My  attitude  is  we  couldn’t  live 
without  pharmaceutical  support,” 
he  says,  noting  that  funding  usually 
goes  to  courses  at  “major  medical 
meetings,”  where  most  presentations 
are  more  disease-related  than  drug- 
related. 

Dr  Kaplan  says  he  is  seldom  in- 
vited to  speak  on  a specific  drug, 
“but  they  don’t  ask  people  they 
think  are  not  already  positive  about 
their  drug. 

“Nobody’s  ever  said  to  me,  ‘You 
can  speak  if  you’ll  mention  x-y-z 
drug.’  They’ll  sometimes  say  they 
would  appreciate  a kind  word  for 
their  product.” 

“Most  physicians  respond  poorly 
when  doctors  hype  drugs,”  he  says, 
and  he  prefers  to  speak  “on  a whole 
range  of  drugs,  not  just  a given 
product.” 

Dr  Kaplan  has  attempted  to  form 
a consortium  allowing  drug  compa- 
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What  do  you  mean  by  ‘bribe’? 


At  one  point  in  the  December  11-12,  1990,  hearings  before  the  US  Senate  Committee  on  Labor  and  Human  Resources, 
Sidney  Wolfe,  MD,  director  of  Public  Citizen  Health  Research  Group,  and  Sen  Orrin  G.  Hatch  (R-Utah)  expressed  dif- 
ferent world  views  of  the  influence  of  industry  promotion  on  CME  and  physicians.  Excerpts  from  their  debate: 

J I. 


Senator  Hatch:  As  I under- 


stand, the  reason  [physicians  pre- 
scribe certain  drugs]  is  because  they 
find  there  is  some  efficacy,  and  they 
have  learned  something  about  the 
drug.  And  I don’t  think  it  is  just 
from  watching  a videotape  or  read- 
ing just  one  promotional  article 
about  it.  I have  to  believe  that  these 
people  are  going  to  look  at  this  sci- 
entifically — at  least  the  doctors  I 
know  do. 

Dr  Wolfe:  Well,  it  depends  what 
the  information  is.  If  objective  in- 
formation, giving  as  much  emphasis 
to  the  risks  as  the  benefits,  is  given, 
I think  you  would  be  right.  But  the 
advertising  and  promotion  coming 
out  of  these  marketing  divisions  is 
not  tilted  in  that  direction.  It  is  tilt- 
ed to  maximize  the  benefit  informa- 
tion and  minimize  the  risk. 


Senator  Hatcb:  I understand, 
but  when  they  go  to  these  symposia, 
they  don’t  just  sit  there  like  sheep 
and  take  whatever  is  given  to  them. 
I am  sure  they  ask  some  questions.  I 
am  sure  they  compare  it  with  their 
already-acquired  knowledge.  I’m 
sure  they  compare  it  with  other 
pharmaceuticals  they  have  used  in 
the  past. 


Dr  Wolfe:  But  enough  of  them 
are  influenced  by  these  campaigns 


that  the  companies  spend  $5  billion 
a year  promoting  drugs.  ...  I think 
hundreds  of  drugs  are  involved  and 
the  majority  of  companies  . . . 


Senator  Hatcb:  I have  some 
trouble  with  [your]  use  of  the  word 
“bribe”  . . .,  although  I can  see  . . . 
what  you  feel. 


Dr  Wolfe:  Well,  how  do  you  use 
the  word  “bribe”? 


Senator  Hatcb:  I don’t  know, 
but  it  seems  to  me  that  to  get  a doc- 
tor out  of  his  office  to  attend  some 
of  these  seminars,  they  may  want  to 
offset  some  of  the  costs  in  doing  so, 
just  to  get  them  to  come.  But  the  im- 
plication from  what  you  are  saying 
here  is  that,  okay,  they  give  them 
$100  to  come,  to  offset  their  office 


costs  and  their  expenses,  but  then 
they  don’t  give  them  the  full  scoop 
on  what  the  drug  is.  . . . 

Dr  Wolfe:  The  evening  dinner 
meetings  — I think  that  is  the  cate- 
gory you  are  talking  about.  As  I cit- 
ed from  [a  previous  example],  it  is 
easier  to  get  their  full  attention  in 
the  evening  when  they  don’t  have 
any  patients  scheduled,  and  they  just 
want  to  have  some  wine,  some  din- 
ner, and  some  pocket  lining. 

Senator  Hatcb:  I agree,  but 
most  doctors,  like  senators,  are  fed 
up  with  being  out  in  the  evening. 
We  can  be  gone  every  evening  if  we 
want  to.  The  fact  is  that  you  want 
to  be  home;  you  want  to  get  home 
because  you  are  worn  out  and  you 
are  tired,  and  you  don’t  feel  like  it. 

Dr  Wolfe:  But  $100  apparently 
makes  the  difference.  That’s  what 
the  market  research  shows. 


Senator  Hatcb:  But  the  fact  is 
that  I’m  not  so  sure  that  should  be 
categorized  as  a bribe.  I don’t  think 
any  doctor  is  going  to  sell  his  patient 
down  the  drain  for  $100,  for  $1,000, 
or  for  $15,000,  or  $20,000  . . . Most 
of  them  would  not  do  that. 

Dr  Wolfe:  We  agree  to  disagree. 

Senator  Hatcb:  Okay.  Well,  we 
do  disagree  on  that. 


nies  to  pool  money  so  education 
could  be  provided  without  even  the 
appearance  of  indiscretion.  But  he 
was  unable  to  rouse  adequate  indus- 
try participation. 

Like  Dr  Kaplan,  Dr  Eactor  points 
out  that  pharmaceutical  firms,  while 


not  likely  to  eagerly  support  outspo- 
ken critics  of  their  drug,  often  select 
prominent  researchers  who  already 
hold  a scientifically-based  opinion 
that  the  drug  is  effective  or  superior 
in  some  way. 

Dr  Wolfe,  of  Public  Citizen,  on 


the  other  hand,  views  this  type  of  ar- 
rangement as  bribery.  That  is,  drug 
companies  pay  speakers  in  hopes  of 
influencing  what  they  will  say  about 
a product. 


But  Dr  Kaplan  notes  that  his  de- 
partment receives  support  from 
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many  pharmaceutical  firms  and  that 
if  there  were  any  bias  associated 
with  receiving  funds,  it  would  be 
counterbalanced  by  contributions 
from  competing  companies. 

TMA’s  Dr  Nixon  says  drug  com- 
pany motives  aren’t  all  that  onerous. 
Their  aim,  he  says,  is  “so  obvious 
that  you  look  right  past  it. 

“The  more  physicians  know 
about  new  drugs  and  how  to  use 
them,  the  better  results  they  will  get 
with  their  patient  care.  And  the  bet- 
ter the  company  will  come  off  look- 
ing, either  through  sales  or  through 
a contribution  to  society. 

“So  the  companies  have  a stake 
in  seeing  that  their  products  are  well 
detailed  and  that  they  are  prescribed 
properly.  The  company  doesn’t  want 
its  products  mis-prescribed  and 
that’s  a very  obvious  reason  as  far  as 
I’m  concerned.” 

A spokesman  for  a major  pharma- 
ceutical firm  supports  that  opinion 
with  a quote  from  his  company’s 
founding  father:  “He  said  we  must  re- 
member that  the  medicines  are  for  the 
people.  And  the  better  we’re  aware  of 
that,  the  more  the  profits  follow.  . . . 
We  basically  point  to  the  fact  that  if 
there’s  good  therapy  out  there,  then 
you  tend  to  profit  from  it.” 

A physician  burned  once  by  fail- 
ing to  observe  contraindications  for 
a drug  is  not  likely  to  use  it  again, 
he  says.  “So  we  want  him  to  be  fully 
informed  about  exactly  when  and 
how  to  use  the  medication. 

“We’re  certainly  not  trying  to 
promise  more  than  the  actual  clini- 
cal trials  have  indicated  that  the 
drug  would  do.  That  has  clear  legal 
overtones.” 


Tough  words 
from  AIVIA 


Cn 


L 


he  AMA  guidelines 
were  established  with 
input  from  medical  in- 
dustry and  a number 
of  organizations  devoted  to  proper 
delivery  of  continuing  medical  edu- 
cation. But  where  does  the  issue  go 
from  here? 

The  Pharmaceutical  Manufactur- 


“In  light  of  the 
litigiousness  off  our 
society,  don’t  you 
think  it  may  be 
unrealistic  to 
intagine  that 
physicians  would 
prescribe  drugs 


solely  on  the  basis 


ers  Association  says  it  can’t  discipline 
any  of  its  100  members  who  choose 
not  to  abide  by  the  guidelines.  So 
what’s  to  keep  members  from 
profligate  ways?  Wouldn’t  guideline 
violators  have  a marketing  advantage 
over  companies  that  comply? 

PMA  spokesmen  say  their  associ- 
ation has  begun  a complaint-for- 
warding program  in  which  PMA  di- 
rectly notifies  top  management  of 
complaints  about  possible  guideline 
violations.  The  spokesman  says 
PMA  has  received  only  one  com- 
plaint since  the  Kennedy  hearings. 

So  it  goes  for  PMA,  but  what 
bearing  will  the  AMA  guidelines 
have  on  its  members?  Will  AMA 
members  be  ousted  for  failing  to 
abide  by  the  ethics  of  organized 
medicine?  It’s  possible,  but  this 
probably  would  require  enough  in- 
dignation at  the  county  medical  so- 
ciety to  motivate  formal  procedures, 
say  TMA  attorney  Hugh  Barton  and 
AMA’s  director  of  continuing  medi- 
cal education,  Dennis  Wentz,  MD. 

Disciplinary  action  stronger  than 
censure  — expulsion  from  AMA  or 
probation,  for  example  — is  report- 
ed to  the  Texas  State  Board  of  Medi- 
cal Examiners  (TSBME)  and  to  the 
National  Practitioner  Data  Bank, 


TEXAS  MEDICINE 


Mr  Barton  says.  At  that  point  the 
TSBME  becomes  aware  of  the  na- 
ture of  the  complaint  and  can  take 
action  of  its  own  if  the  complaint  is 
also  a violation  of  the  Medical  Prac- 
tice Act  of  Texas. 

And  then  there’s  the  specter  of 
malpractice.  A blatant  disregard  for 
valid  CME,  if  documented  in  court, 
could  result  in  legal  vulnerability. 
Sen  Hatch  raised  this  point  at  the 
Senate  hearings  in  December: 

“In  light  of  the  litigiousness  of 
our  society,  especially  with  regard  to 
medical  malpractice,  don’t  you  think 
it  may  be  unrealistic  to  imagine  that 
physicians  would  prescribe  drugs 
solely  on  the  basis  of  a promotional 
campaign?”  he  asked. 

“As  learned  intermediaries,  it 
seems  to  me  that  these  doctors 
would  be  concerned  about  the  risk 
that  they  are  going  to  assume  if  ad- 
verse results  occur.” 

Sources  who  favor  guidelines 
over  regulation  say  there  are  signs  of 
success,  that  physicians  and  industry 
are  changing  old  habits.  Others  are 
more  skeptical. 

Senator  Kennedy:  “We  have 
heard  [at  these  hearings],  and  we 
heard  in  1974  and  1975,  ‘Let  the  in- 
dustry police  itself;  we  don’t  want  to 
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get  the  federal  government  into  this’ 
— even  though  we  are  talking  about 
matters  that  directly  affect  the 
health  of  the  American  people  and 
what  they  are  spending.  The  record 
is  just  replete  with  those  examples: 
‘Let  us  police  ourselves.’ 

“There  will  be  some  who  say 
those  lahuses]  are  just  isolated  inci- 
dents. Well,  that  is  just  hogwash,  as 
somebody  who  has  been  watching 
this  issue  now  for  a period  of  some 
18  years.  I daresay  we  could  be  hav- 
ing these  hearings  every  single  year, 
and  we  will  have  similar  problems.” 

Thus  the  threat  of  additional  reg- 
ulation or  new  legislation  may  be  the 
cudgel  that  achieves  voluntary  com- 
pliance. At  the  Senate  hearings  in  De- 
cember, Senator  Kennedy  clearly  re- 
served the  right  to  seek  more 
government  involvement.  And  a 
spokeswoman  for  Mr  Kennedy  as- 
sured Texas  Medicine  in  June  that 
the  senator  will  continue  to  scrutinize 
the  industry-physician  relationship. 

Like  Senator  Kennedy,  supporters 
of  the  guidelines  have  adopted  a 
watchful  attitude.  And  efforts  to 
lend  further  credibility  to  the  guide- 
lines have  not  stopped. 

Enforcement  is  the  topic  of  an 
AMA-sponsored  conference  sched- 
uled for  October  9-10,  1991,  in 
Chicago.  The  conference  is  a follow- 
up to  the  August  1990  conference 
that  led  to  the  ACCME  guidelines. 

Dr  Nixon  and  Lawanda  Hart- 
man, director  of  the  TMA  medical 
education  department,  say  quality 
control  and  limited  enforcement  ex- 
ist in  the  form  of  AMA/PRA  Cate- 
gory 1 credit.  If  a CME  program  of- 
fers AMA/PRA  Category  1 credit,  it 
must  meet  rigorous  criteria,  includ- 
ing proper  funding  and  content 
guidelines  of  the  ACCME. 

“It’s  when  people  who  are  not  ac- 
credited or  those  who  are  accredited 
do  not  follow  the  guidelines  that 
trouble  ensues,”  says  Dr  Nixon. 
And  that  is  what  results  in  such  bla- 


And  what  about  those  who  vio- 
late ACCME  principles.^  Dr  Nixon 
says  ACCME  is  “scrutinizing  very 
carefully”  the  recertification  of 
“jointly  sponsored  offerings  and 
those  which  appear  to  be  commer- 
cial rather  than  educational.  ...  At 
times,  if  the  violation  is  extraordi- 
nary, the  ACCME  will  mandate  an 
immediate  resurvey  on  site.” 

Ms  Hartman  says  TMA  receives 
accreditation  inquiries  from  firms 
seeking  credit  that  is  clearly  not  war- 
ranted. “They  try  and  try  again,  but 
basically  what  they’re  doing  is  mar- 
keting a product.  They  simply  do 
not  meet  the  AMA  and  ACCME 
guidelines  for  accrediting  programs. 
That  doesn’t  mean  they  can’t  do 
them,  but  they  won’t  have 
AMA/PRA  Category  1 designation.” 

Despite  accreditation  screening, 
however,  some  firms  abuse  the  ac- 
creditation process.  Barry  Hafkin, 
MD,  warns  physicians  to  recognize 
the  drive  behind  commercial  sup- 
port: “The  problem  is  that  so  often 
we  don’t  remember  that  the  only 
reason  a drug  company  is  there  with 
that  checkbook  is  because  they  get 
something  out  of  it.  They  wouldn’t 
do  it  if  it  didn’t  work.” 

Dr  Hafkin  is  chairman  of  the 
TMA  Subcommittee  on  Joint  Spon- 
sorship, a position  that  gives  him  a 
front-row  seat  in  the  theater  of  deal- 
ings with  commercial  funding. 

One  technique  used  with  in- 
creasing sophistication  by  companies 
is  to  approach  an  unsuspecting  doc- 
tor who  has  a good  relationship 


with  the  company’s  local  drug  repre- 
sentative, says  Dr  Hafkin.  The  local 
rep  may  introduce  the  doctor  to  a 
top  company  executive  who  offers 
to  subsidize  and  develop  a needed 
CME  program,  at  a small  hospital, 
for  example,  and  take  care  of  appli- 
cations for  accreditation. 

Once  the  application  has  been 
completed,  the  company  representa- 
tive submits  it  for  the  physician’s  sig- 
nature. Armed  with  the  signed  appli- 
cation, the  proposed  program  is 
more  likely  to  receive  accreditation. 
With  this  approach,  the  actual  pro- 
gram developer  becomes  invisible  to 
the  accrediting  body.  The  physician 
is  happy,  the  accrediting  body  is 
satisfied,  and  the  company  is  no 
doubt  pleased  to  provide  its  own 
programming. 

Dr  Hafkin  says  the  CME  system 
“occasionally  allows  an  awful 
speaker  to  get  through,  and  that 
translates  into  a very  strong  recom- 
mendation for  the  product.”  Physi- 
cians, especially  those  responsible 
for  planning  CME  programs,  simply 
must  be  aware  that  this  is  going  on, 
he  says. 

Nonetheless,  he  acknowledges 
that  some  physicians  do  “beautiful 
jobs  getting  pharmaceutical  help” 
and  then  using  it  appropriately. 

Responsibility  for  CME  lies  both 
with  physicians  and  drug  compa- 
nies, Ms  Hartman  says.  “I  think  the 
pharmaceutical  industry  would  serve 
physicians  if  they  were  to  separate 
their  continuing  education  initiatives 
from  their  marketing.”  But  the 


I 


“The  problem  is  that 
so  often  we  don’t 
remember  that  the 
only  reason  a drug 


tant  abuse  as  that  shown  on  Expose, 
he  says.  In  addition  to  his  duties  at 
UTHSC-Houston  and  TMA,  Dr 
Nixon  serves  on  the  AMA  Council 
on  Medical  Education  and  repre- 
sents AMA  at  the  ACCME. 


with  that  checkbook 

they  get 
out  of  it.” 
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physician  is  also  responsible  for 
“knowing  how  to  distinguish  a qual- 
ity CME  program  from  one  that’s 
just  a marketing  ploy.” 

Dr  Nixon  says  physicians  are 
aware  of  the  possible  conflict  of  in- 
terest and  that  he’s  even  complained 
to  CME  sponsors  or  speakers  whose 
frequent  references  to  brand  names 
were  so  outrageous  it  became  un- 
comfortable for  the  audience. 

“People  who  have  been  through 
4 years  of  college,  4 years  of  medical 
school,  and  3 to  7 years  of  arduous 
postgraduate  education  are  trained 
to  be  skeptical,  questioning,  show- 
me  type  people.  There  may  be  a few 
gullible  ones,  but  you  aren’t  going  to 
get  many,”  says  Dr  Nixon. 

Are  the 
guidelines 
working  so  far? 

Dr  Nixon  says  he’s 
“had  an  inkling” 
that  some  firms  op- 
pose the  PMA 
guidelines.  “I  just  told  them,  ‘You’ve 
come  to  the  wrong  place.  If  you 
want  to  play  this  game,  you  play  by 
the  rules.  That’s  what  we  do.’” 

Since  the  guidelines  were  estab- 
lished, at  least  one  Dallas  marketing 
firm  representing  drug  companies 
has  danced  along  the  edge  of  propri- 
ety and  some  say  the  firm  has  clearly 
violated  the  spirit  of  the  AMA/PMA 
guidelines. 

A letter  sent  to  one  Texas  physi- 
cian in  April  invited  him  to  “an 
evening  medical  marketing  discussion 


panel  . . . where  the  topic  of  discus- 
sion will  be:  The  Management  of 
Pain.”  The  invitation  added  that 
“you  will  receive  a $100  educational 
certificate”  that  “can  be  used  towards 
payment  of  any  educational  or  ac- 
credited CME  course  of  your  choice.” 

In  June  a spokesman  for  the  firm 
said  it  was  promoting  “lots”  of  such 
panels  on  “different  drugs  and  differ- 
ent subjects”  in  various  Texas  cities. 

Complex  issue, 
simple  formula 

Once  again  medicine 
is,  in  a way,  victim  of 
its  own  high  stan- 
dards. In  most  other 
businesses,  wining  and  dining  is  an 
accepted  part  of  doing  business.  Rare 
is  the  company  rep  who  takes  a client 
to  lunch  “Dutch  treat.”  Meals,  gifts, 
advertisements  are  “business  expens- 
es” passed  along  to  the  client  eventu- 
ally. Consumers  know  that. 

Yet,  while  the  public  expects  sales 
people  to  win  their  clients  with  good 
products  and  appropriate  cultural 
rituals,  they  expect  more  from 
physicians  and  companies  that  deal 
with  the  physical  welfare  of  patients 
who  trust  them. 

Much  of  what  physicians  face  in 
this  issue  is  not  blatant  bribery  or 
even  subliminal  influence.  Crass 
abuses  are  easy  to  identify,  and  lead- 
ers in  medicine  and  CME  continue 
to  delineate  acceptable  from  inap- 
propriate. While  some  physicians 
may  disagree  with  the  various  guide- 
lines, at  least  they  provide  a stan- 


difficult 


dard  and  a starting  point. 

The  most  difficult  task  for  physi- 
cians, perhaps,  is  avoiding  even  the 
appearance  of  impropriety.  Dr  Eac- 
tor  suggests  that  physicians  faced 
with  the  “gray  zone”  of  ethics  ask 
themselves  the  question  posed  by  the 
American  College  of  Physicians: 
“Would  you  be  willing  to  have  these 
arrangements  generally  known?” 

“We  deal  from  the  outset  of  our 
programs  with  honest  physicians,” 
says  Dr  Nixon.  “That’s  our  concept. 
If  physicians  choose  to  be  dishonest, 
I feel  sorry  for  them,  I pity  them,  I 
grieve  for  them.  But  that’s  their 
black  mark,  not  mine.  We  are  not 
policemen.” 

“We’re  in  an  era  of  accountabili- 
ty,” says  Dr  Wentz.  “And  the  pa- 
tient’s trust  is  the  most  important 
thing  we  have.  Doctors  are  in  a 
unique  position  because  they  pre- 
scribe medications  and  treatments. 
They  have  to  make  sure  their  actions 
are  perceived  to  be  totally  in  their 
patients’  interest  and  not  skewed.  I 
think  that’s  the  message.”  ■ 


even  the 
appearance  of 
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More  than  35,000  physicians 
manage  the  business  end  of  medicine  with 

The  Medical  Manager 

P hysicians  in  over  70  different  specialties  manage  their  practices  with  The 
Medical  Managerf  the  leader  in  practice  management  software  since  1982. 

The  Medical  Manager  handles  all  aspects  of  practice  management,  including 
accounts  receivable;  insurance  billing;  appointment  scheduling;  recalls; 
hospital  rounds;  and  financial,  procedure  and  clinical  history. 

Optional  capabilities  include  electronic  claims  processing;  UB-82  billing; 
custom  report  writing  and  a new  hospital-physician  network. 


Texas  Medical  Systems,  Inc 
Dallas,  TX  214  253-6188 

Intercity  Consultants 

Dallas,  TX  214  412-2110 

Management  Solutions 

Arlington,  TX  800  275-5266 

Valcom  Computer  Center 

Temple,  TX  817  778-8444 

Advanced  Medical  Management,  Inc 

Houston.  TX  713  789-0030 

Healthcare  Computers,  Inc 

Houston,  TX  713  498-2596 

Cypress  Creek  Management  System 

Houston,  TX  713  580-671-7 

Marist  Medical 

Kingwood,  TX  713  358-5226 

United  Software  Architects 

San  Antonio,  TX  800  460-7575 

Medplans  and  Programs 

San  Antonio,  TX  800  525-3427 

Automated  Professional  Services,  Inc 
San  Antonio,  TX  800  486-6610 

Advanced  Medical  Management  Systems 

McAllen,  TX  800  336-3183 

Medical  Design  & Images 

Austin,  TX  512  454-6774 

The  Baker  Company 

Lubbock,  TX  806  763-2500 

Malone  Business  Systems,  Inc 
Midland,  TX  800  992-6092 


For  more  information  and  a thorough  demonstration  of  The  Medical  Manager, 
contact  one  of  the  dealers  listed  to  the  right.  If  a dealer  is  not  listed  for  your 
area,  call  Systems  Plus  at  (800)  222-7701  or  (800)  222-7707  in  California. 


Diamond  Computers 

Midland,  TX  915  684-3766 


Systems  Plus,  Inc.® 

500  Clyde  Avenue 
Mountain  View,  California  94043 


The  Medical  Manager  is  a registered  trademark  of  Personalized  Programming.  Inc  Systems  Plus,  Inc.  and  its  logo  are  registered 
trademarks  of  Systems  Plus,  Inc.  ©1S)90  Systems  Plus.  Inc. 


I AM  SEEKING LOCUM  OR  PERMANENT  OPPORTUNITY. 

NAME  

ADDRESS  

CITY,  STATE,  ZIP  

DATE  OF  BIRTH 

PHONE  

GEOGRAPHIC  PREFERENCE  

STATE  LICENSURE(S)  

SPECIALTY  

WHITAKER  MEDICAL  SERVICES  820  Gessner,  Suite  1 500 

Houston,  TX  77024 


"Working  locum 
tenens,  I have  no 
administrative 
headaches  to 
deal  with " 


As  a locum  tenens  doctor,  you  can  avoid\^ 
the  headaches  of  running  a business  and 
concentrate  on  practicing  medicine. 


Our  locum  doctors  don't  have  to  worry  about  overhead,  | 
management  problems,  or  malpractice  insurance.  In 
addition,  they  have  the  luxury  of  choosing  where  they  work, 
when  they  work,  and  how  often  they  work. 


More  and  more  physicians  are  choosing 
the  locum  tenens  lifestyle.  Maybe  you 
should.  It  never  hurts  to  check  all  your 
options. 


Send  us  the  information  form  or  call  Dr.  Linda  Bruce  at: 
1-800-444-5628 


^ Whitaker 

Medical  Services 

A Whitaker  Fellows  Company. 


Endorsed  by  the  Texas  Medical  Association 


American  Physicians  Insurance  Exchange 

MALPRACTICE 

Ifs  an  allegation  that  can  happen  to  anyone. 


You  don't  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 


In  San  Antonio: 

Bill  Sweet 
(512)  525-0152 


Law 


Gag  order  represents 
serious  intrusion  into 
medical  matters 

The  US  Supreme  Court’s  deci- 
sion that  federally-funded 
family  planning  clinics  cannot  offer 
abortion  counseling  or  referrals  has 
outraged  physicians  who  feel  that 
the  government  is  intrusively  tread- 
ing upon  sacred  medical  ground. 

“The  government’s  already  got  its 
hand  in  my  pocketbook.  Now  it’s 
standing  in  the  examining  room,  be- 
tween me  and  my  patient,  putting  a 
hand  over  my  mouth,”  says  Edwin 
R.  Franks,  MD,  chairman  of  TMA’s 
Board  of  Councilors  and  a family 
practitioner  in  Iraan. 

The  court’s  decision  last  May  in 
Rust  V Sullivan  to  uphold  1988  regu- 
lations that  prohibit  discussing  abor- 
tion at  clinics  receiving  federal  funds 
under  the  Title  X Public  Health  Ser- 
vice Act  could  affect  millions  of  low- 
income  women  served  by  4,000  fami- 
ly planning  centers  nationwide.  In 
Texas,  180  clinics  receive  $7.5  mil- 
lion in  federal  Title  X money. 

Political  observers  say  the  court’s 
opinion  could  be  overcome  if  legisla- 
tion being  considered  this  summer 
by  Congress  passes.  However,  the 
bill,  which  would  allow  clinics  to 
counsel  and  refer  for  abortions, 
could  face  a presidential  veto,  and  it 
is  not  clear  if  there  would  be 
sufficient  votes  to  override. 

The  American  Medical  Associa- 
tion objects  to  the  ruling  because  it 
prohibits  a physician  from  mention- 
ing abortion  to  a pregnant  woman 
even  when  the  pregnancy  represents 
health  risks  and  the  termination  of 
the  pregnancy  is  medically  indicated. 


Debi  Martin,  associate  editor,  writes  and  edits  the  Law 
and  Medical  Economics  sections  o/ Texas  Medicine. 


Under  the  regulations,  a physi- 
cian working  in  clinics  receiving  Ti- 
tle X funds  can  discuss  abortion 
only  when  a pregnancy  places  a 
woman’s  life  in  imminent  peril. 

“It  is  a physician’s  ethical  duty  to 
deal  honestly  with  a patient  in  dis- 
cussing all  her  medical  options  and 
this  decision  by  the  court  is  the  ulti- 
mate in  governmental  interference  in 
medicine,”  says  Dr  Franks. 

In  deciding  the  case,  the  high 
court  said  that  its  ruling  was  not  un- 
constitutional, and  would  not  vio- 
late physicians’  First  Amendment 
free  speech  rights. 

Dr  Franks  does  not  agree. 

“The  ramifications  of  this  deci- 
sion trouble  me,”  he  says.  “The  gov- 
ernment is  now  controlling  a physi- 
cian’s speech.  What  we  are  being 
told  is  that  physicians  cannot  per- 
form their  professional  responsibili- 
ties. Does  this  mean  that  if  you  get 
any  kind  of  funding  from  the  gov- 
ernment, it  can  tell  you  what  you 
can  and  cannot  say?  What  if  a 
woman  comes  in  and  she  has  breast 
cancer  and  there  are  three  options 
but  I only  discuss  two  of  them? 


Where  does  this  end? 

“The  poor  patient  will  face  a 
double  standard  of  care  in  this  coun- 
try. The  middle  class  woman  has 
and  can  afford  other  options.  This  is 
particularly  distressing  in  rural  areas 
of  our  state.  In  the  large  cities,  there 
are  multiple  clinics.  But  in  some 
small  towns,  it  could  have  a very 
large  impact  because  there  are  fewer 
clinics.  I don’t  do  abortions  and  I do 
not  believe  in  abortion  as  a family 
planning  method,  but  suppose  I 
were  prohibited  in  discussing  abor- 
tion as  an  option  with  patients?  I am 
the  only  doctor  in  this  town  and  I 
have  10,000  active  patients.” 

The  high  court’s  decision  more 
directly  affects  physicians  like  Herb 
Brown,  MD,  medical  director  of 
Planned  Parenthood  of  San  Antonio 
and  chairman  of  the  Association  of 
Reproductive  Health  Professionals. 

“The  ruling  violates  the  rights  of 
patients  and  physicians,”  says  Dr 
Brown,  a TMA  member  who  has 
served  on  the  National  Medical 
Committee  of  the  Planned  Parent- 
hood Federation  of  America  since 
1982.  “The  quality  of  health  care 
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and  access  to  quality  health  care 
goes  down  and  it  puts  the  physician 
in  a medically  and  legally  liable  po- 
sition. The  Supreme  Court  said  that 
a physician  does  not  have  the  obli- 
gation to  give  complete  information 
to  patients  when  government  funds 
are  involved. 

“They  never  sat  in  a doctor’s 
office.  They  do  not  have  the  interests 
of  my  patients  at  heart;  they  have 
some  political  agenda  at  heart.  The 
people  who  take  care  of  patients 
should  be  entitled  to  have  the  ability 
to  advise  their  patients.  The  decision 
is  seen  as  part  of  a tide  turning  to- 
ward unborn  children,  and  people 
who  know  about  this  issue  know 
that  ‘unborn’  children  is  a code  word 

— it  makes  people  think  that  physi- 
cians who  provide  abortions  are 
murderers.  People  who  provide  abor- 
tion services  do  so  because  they  are 
needed,  safe,  and  legal.  Little  by  lit- 
tle, by  removing  financial  support  for 
those  services,  the  government  is  tak- 
ing away  access  to  those  services.” 

The  ruling  riled  but  did  not  sur- 
prise Austin  attorney  Sarah  Wed- 
dington,  JD.  Her  argument  in  the 
1973  landmark  Roe  v Wade  case  be- 
fore the  Supreme  Court  won  women 
the  right  to  terminate  a pregnancy. 

“The  ruling  came  out  this  way 
because  [David]  Souter  was  appoint- 
ed and  [William]  Brennan,  Jr,  retired 

— the  margin  was  close  [the  vote 
was  5-4],  and  it  showed  that  one 
person  can  make  a tremendous  dif- 
ference,” says  Ms  Weddington.  “A 
few  years  ago,  it  was  the  older  mem- 
bers of  the  Supreme  Court  who  were 
consistent  in  saying  that  abortion 
was  a personal  matter  between  a 
woman  and  her  physician  — and 
back  then,  I was  fond  of  saying  that 
I am  for  mandatory  life  support  sys- 
tems for  all  Supreme  Court  justices. 

“If  you  look  at  the  entire  judicia- 
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ry  system.  President  Reagan  filled 
slightly  more  than  50%  of  all  federal 
judiciary  positions  and  Congress  has 
created  some  new  judicial  positions, 
and  when  those  are  filled  by  Presi- 
dent Bush,  Bush  and  Reagan  will 
have  filled  75%  of  all  judicial  posi- 
tions. We  know  Reagan  made  a 
point  of  putting  those  on  the  bench 
who  opposed  abortion.  We  don’t 
know  what  Bush  thinks. 

“What’s  surprising  about  the  rul- 
ing is  that  it  has  nothing  to  do  with  a 
woman’s  right  to  have  an  abortion 
and  it  didn’t  even  have  to  do  with 
paying  for  an  abortion.  It  had  to  do 
with  what  a doctor  can  say.  The  gov- 
ernment says  that  he  cannot  honestly 
discuss  abortion  even  in  a nonjudg- 
mental,  nondirective  way.  In  the  past, 
the  court  always  reflected  a great  def- 
erence to  the  doctor-patient  relation- 
ship and  to  the  physician’s  profes- 
sional autonomy.  But  this  ruling  is 
putting  a muzzle  on  the  doctor  and 
reaches  far  beyond  the  abortion  is- 
sue. It  means  that  if  you  give  some- 
one money,  you  have  the  right  to  tell 
them  what  they  can  and  cannot  say.” 

Ms  Weddington  is  working  on  a 
book  on  Roe  v Wade,  due  to  be  pub- 
lished next  year,  that  will  discuss 
several  Texas  physicians  who  played 
key  roles  in  her  victory  for  women’s 
reproductive  rights  in  1973. 

TMA  General  Counsel  Donald  P. 
Wilcox  is  concerned  about  what 
might  happen  if  the  high  court’s  rul- 
ing last  May  were  applied  to  man- 
aged care  plans.  Medicare,  and  other 
kinds  of  medical  treatment  options. 

“An  extension  of  this  ruling,” 
says  Mr  Wilcox,  “could  mean 
severely  restricting  patient  choices 
through  denial  of  payment,  and 
physicians  not  even  being  able  to 
mention  procedures  or  treatment  al- 
ternatives not  covered  by  the  plan.” 

According  to  the  American  Civil 
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Liberties  Union,  an  estimated  90% 
of  all  physicians  receive  federal 
monies  in  some  form  for  at  least  a 
portion  of  the  care  they  provide. 

OIG  fraud  alert: 
cracking  down  on 
charity  or  crime? 

If  an  elderly  patient  who  needs 
immediate  medical  attention  for 
a serious  problem  cannot  cover  his 
or  her  Medicare  deductible  or  co- 
payment, and  you  waive  that 
amount,  is  it  charity  or  is  a crime? 

Under  certain  circumstances,  it 
could  be  fraudulent,  says  Hugh  Bar- 
ton, JD,  TMA  assistant  general 
counsel. 

In  late  June,  Texas  Medicine 
learned  that  the  Department  of 
Health  and  Human  Services,  Office 
of  Inspector  General  (OIG),  was 
planning  to  send  to  physicians  and 
others  a special  fraud  alert  address- 
ing the  routine  waiver  of  copay- 
ments or  deductibles  under  Medi- 
care Part  B. 

The  alert  says  that  a pattern  of 
waiving  copayments  and  deductibles 
is  unlawful,  that  it  results  in  false 
claims,  is  a violation  of  the  anti-kick- 
back statute,  and  constitutes  excessive 
use  of  services  paid  for  by  Medicare. 

The  fraud  alert  encourages  physi- 
cians and  other  health-care  profes- 
sionals to  tattle  on  others  whose 
practices  may  be  suspect,  and  a list 
of  telephone  numbers  for  reporting 
incidents  is  included. 

Implementation  of  Medicare’s 
Resource-Based  Relative  Value  Scale 
(RBRVS)  next  January  will  not  af- 
fect regulations  concerning  the  rou- 
tine non-collection  of  coinsurance  or 
deductibles,  says  David  Marcus, 
PhD,  director  of  TMA’s  health  care 
financing  department. 
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Mr  Barton  says  physicians  should 
take  the  alert  seriously. 

“This  topic  has  been  discussed  in 
Medicare  newsletters  routinely  sent 
out  to  participating  physicians,”  says 
Mr  Barton.  “What  the  OIG  has  done 
now  is  elevate  cautionary  language 
we’ve  seen  in  Medicare  newsletters  to 
the  level  of  a threat.  To  go  to  the 
trouble  of  putting  one  of  these  flyers 
out  means  they  are  serious.  They  are 
gearing  up  to  go  after  somebody,  and 
an  investigation  will  ensue  if  a 
provider  is  suspected  of  violations.” 

The  notice  discusses  practices  the 
OIG  considers  suspect; 

• Advertisements  that  promise  dis- 
counts to  Medicare  patients  or 
contain  statements  such  as 
“Medicare  accepted  as  payment 
in  full”  or  “insurance  accepted  as 
payment  in  full”  or  “no  out-of- 
pocket  expenses.” 

• Routine  use  of  “financial  hard- 
ship forms”  that  state  the 
beneficiary  is  unable  to  pay  the 
coinsurance/deductible  when  no 
good  faith  attempt  has  been 
made  to  determine  the  beneficia- 
ry’s actual  financial  condition. 

• The  collection  of  copayments  and 
deductibles  only  if  the  beneficiary 
has  supplemental  Medicare  insur- 
ance coverage  (such  as  Medigap), 
making  the  items  and  services 
free  to  the  patient. 

• Charges  to  Medicare  beneficiaries 
that  are  higher  than  those  made 
to  other  patients  for  similar  ser- 
vices and  items  in  order  to  offset 
the  waiver  of  coinsurance. 

• Failure  to  collect  copayments  and 
deductibles  from  a specific  group  of 
Medicare  patients  for  reasons  unre- 
lated to  indigency  (eg,  a supplier 
waives  coinsurance  or  deductible 
for  all  patients  from  a particular 
hospital  in  order  to  get  referrals). 
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• Shady  insurance  programs  that 
cover  copayments  or  deductibles 
only  for  items  or  services  provided 
by  the  same  entity  offering  the  in- 
surance. The  insurance  premium, 
in  these  cases,  could  be  as  low  as 
$1  a month  or  even  $1  a year. 
These  premiums  are  not  based  on 
actuarial  risks  and  are  a sham 
used  to  disguise  the  routine  waiv- 
er of  copayments  and  deductibles. 
Mr  Barton  says  he  is  concerned 
that  physicians  who  have  legitimate 
reasons  for  waiving  coinsurance  and 
deductibles  might  be  unnecessarily 
alarmed  by  this  alert.  Fie  says  the 
notice  is  not  an  all-out  assault  on 
charitable  giving. 

“You  should  not  be  considered 
suspect  if  you  waive  in  the  case  of  a 
true  financial  hardship  situation, 
have  made  an  effort  to  determine 
the  patient’s  financial  condition,  do 
it  on  a case-by-case  basis,  do  not  do 
this  all  the  time,  do  not  advertise 
that  you  do  it,  and  do  not  charge 
Medicare  more  to  make  up  the  dif- 
ference,” says  Mr  Barton. 

The  OIG  currently  is  developing  a 
set  of  regulations  that  would  clarify 
when  it  is  appropriate  to  waive  col- 
lecting deductibles  or  copayments  as 
they  relate  to  services  covered  by 
Medicare  Part  A.  Those  rules  would 
define  correct  business  practices  that 
would  not  be  considered  kickbacks. 
Mr  Barton  says  the  fraud  alert  might 
have  been  timed  to  come  out  before 
the  release  of  the  new  rules  for  Part  A. 

“Those  rules  are  expected  to  be 
out  soon,”  he  says.  “Perhaps  what  is 
happening  is  that  the  OIG  is  draw- 
ing a bright  line,  making  a clear  dis- 
tinction of  what  is  not  legal,  before 
it  releases  information  on  what  will 
be  allowed.” 
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The  physician’s 
guide  to  medical 
waste  regulations 

Lynne  M.  Sehulster,  PhD,  M(ASCP) 

Infectious  Diseases  Program,  Epidemiology 
Division,  Texas  Department  of  Health 

Leonard  E.  Mohrmann,  PhD,  CPC 

Special  Wastes  Branch,  Bureau  of  Solid  Waste 
Management,  Texas  Department  of  Health 

C.J.  Francisco  III,  JD 

TMA  Assistant  General  Counsel 

In  the  last  2 years,  there  has  been  so 
much  activity  in  the  area  of  medical 
waste  regulations  at  the  state  and 
federal  levels  that  the  practitioner  is 
left  wondering  “whose  rules  pre- 
vail?” and  “what  waste  is  subject  to 
the  rules?”  and  “how  do  I get  the 
wastes  from  point  A to  point  B?”  In 
Texas,  the  two  major  sources  for 
rules  regarding  medical  waste  are 
the  Texas  Department  of  Health 
(TDH)  and  the  federal  Occupation- 
al Safety  and  Health  Administration 
(OSHA).  This  article,  part  one  of  a 
three-part  series  to  be  published  in 
upcoming  issues  of  Texas  Medicine, 
defines  what  is  considered  medical 
waste  and  discusses  the  kinds  of  fa- 
cilities subject  to  regulations  regard- 
ing the  treatment  of  medical  waste. 

n 1989,  TDH  promulgated  its 
first  set  of  medical  waste  rules  en- 
titled “Definition,  Treatment  and 
Disposal  of  Special  Wastes  from 
Health-Care  Related  Facilities.” 
Since  then,  TDH  has  addressed  relat- 
ed medical  waste  issues  of  collection, 
storage,  transport,  and  documenta- 
tion. These  new  rules,  which  became 
effective  July  1,  1991,  appear  as 
amendments  to  the  Municipal  Solid 
Waste  Management  Regulations. 

OSHA’s  proposed  rules  address- 
ing the  prevention  of  occupational- 
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Table  1 . Techniques  for  treatment  of  special  waste  from  health-care  related  facilities. 


Treatment  Techniques  — Decontamination'* 


Type  of  Special  Waste 

Steam 

Thermal 

Chemical 

from  Health-Care  Related  Facilities 

Sterilization^ 

Incineration 

Inactivation^ 

Disinfection^ 

Other 

Animal  waste: 

Carcasses 

A 

A 

EF 

Body  parts 

Whole  blood,  serum,  plasma. 

AB 

A 

E 

other  blood  components 

AB 

A 

AB 

AB 

E 

Animal  bedding 

A 

A 

E 

Bulk  blood  and  blood  products 

A 

A 

A 

AB 

B 

Microbiological  wastes  (all  types) 

A 

A 

A 

A 

Pathological  wastes; 

The  following  materials 

removed  during  surgery, 
labor,  and  delivery,  autopsy, 
or  biopsy: 

Body  parts 

C 

A 

C 

Tissues,  fetuses,  or  organs 

C 

A 

BC 

Bulk  blood  and  body  fluids 

Products  of  spontaneous 

A 

A 

AB 

AB 

B 

human  abortion: 

Body  parts,  tissues,  or  organs 

C 

A 

C 

Bulk  blood  and  body  fluids 

Laboratory  specimens  of 

A 

A 

AB 

AB 

B 

blood  and  tissue 

AB 

A 

B 

Anatomical  remains 

C 

C 

Sharps: 

Hypodermic  needles,  syringes 

with  needles,  scalpel  blades, 
razor  blades 

D 

D 

D 

G 

Pasteur  pipettes  and  broken 

glass  from  laboratory 

D 

D 

D 

’Any  one  of  the  decontamination  treatments  listed  for  a given  item  may  be  used. 

“Steam  sterilization;  autoclaving  at  120°  C,  at  15  psi  for  at  least  30  minutes.  Longer  times  are  required  depending  on  the  amount  of  waste,  the  presence  of  water,  and 
the  type  of  container  used. 

^Thermal  inactivation:  dry  heat  at  160°  C,  under  atmospheric  conditions  for  at  least  2 hours.  This  relates  to  time  of  exposure  after  attaining  the  specific  temperature 
and  does  not  include  lag  time.  Use  of  a lower  temperature  requires  a longer  exposure  time. 

‘'Chemical  disinfection;  the  use  of  a household  bleach  or  EPA-approved  chemical  disinfectant/sterilant.  Check  manufacturer’s  direction  for  use. 

Treatment  Methods — Waste  Disposal  Following  Decontamination: 

A Deposition  in  a sanitary  landfill  in  accordance  with  Solid  Waste  Management  rules  (25  TAC  325)  for  disposal. 

B Grinding  and/or  flushing  into  a sanitary  sewer  system  in  accordance  with  local  sewage  discharge  requirements. 

C Interment. 

D Placed  in  a puncture-resistant  container  and  deposited  in  a sanitary  landfill  in  accordance  with  the  Solid  Waste  Rules. 

E For  non-contagious  pathogens,  burial  on  site  under  supervision  of  Texas-licensed  veterinarian. 

F Non-contagious  pathogens,  send  to  rendering  plant. 

G Encapsulation  in  solid  matrix  and  landfill  disposal. 


ly-acquired  bloodborne  diseases, 
first  published  in  May  1989,  are  ex- 
pected to  be  finalized  in  the  coming 
months.  In  the  meantime,  an  OSHA 
enforcement  procedures  document 
(1),  dated  February  1990,  provides 
standards  for  medical  waste  han- 
dling where  OSHA  rules  prevail  — 
at  facilities  where  one  or  more  em- 
ployees are  engaged  in  business  af- 
fecting commerce  (2). 

The  state  and  federal  medical 
waste  regulations  are  imposing  and 
complex  and  each  practitioner  must 
sift  through  the  rules  to  ascertain 
what  sections  are  pertinent  to 
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his/her  practice.  In  an  effort  to  sim- 
plify this  task  for  Texas  physicians, 
the  following  overview  of  medical 
waste  rules  in  Texas  emphasizes  the 
rules  pertaining  to  the  physician  as  a 
generator  of  medical  wastes. 

Q:  Where  can  I get  copies  of  current 
medical  waste  regulations? 

A:  Texas  state  regulations  concern- 
ing special  wastes  from  health- 
care related  facilities  (SWHCRF) 
and  medical  wastes  can  be  found 
in  a number  of  documents  (3), 
available  from  the  Bureau  of  Sol- 
id Waste  Management,  Texas  De- 
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partment  of  Health,  1100  West 
49th  St,  Austin,  TX  78756-3199. 
The  Hospital  Licensing  Standards 
are  available  from  the  TDH  Bu- 
reau of  Licensing  &:  Certification 
at  the  same  address.  At  the  feder- 
al level,  the  OSHA  document  dis- 
cussed in  this  article  is  currently 
in  effect  and  copies  can  he  ob- 
tained from  the  regional  OSHA 
office  in  your  area. 

Q:  What  wastes  are  subject  to  regu- 
lations and  why? 

A:  The  answer  to  this  fundamental 
question  depends  on  whether  one 
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is  looking  at  wastes  from  an  oc- 
cupational exposure  point-of- 
view  or  from  an  environmental 
impact  perspective.  OSHA  stan- 
dards prevail  within  all  facilities 
— except  those  that  are  sub-units 
of  state  or  local  government  — 
and  the  intent  of  the  rules  is  to 
prevent  occupational  exposure  to 
infectious  wastes.  While  infec- 
tious wastes  are  not  specifically 
defined  as  part  of  the  standard 
(1),  it  is  strongly  implied  that  in- 
fectious wastes  are  discarded 
items  that  have  had  any  contact 
with  any  of  the  body  fluids  sub- 
ject to  universal  precautions  — 
such  as  blood,  semen,  or  vaginal 
secretions  — and  the  standard 
provides,  in  part,  procedures  for 
the  handling,  packaging,  and  la- 
beling of  infectious  waste  (4). 

TDH,  on  the  other  hand,  has 
no  regulatory  authority  within 
the  facility  from  a solid  waste 
management  perspective.  TDH 
medical  waste  rules  focus  on  the 
definition,  treatment,  packaging, 
collection,  transport,  and  dispos- 
al of  medical  wastes  from  the  en- 
vironmental and  public  health 
point-of-view.  The  general  public 
frequently  associates  the  term 
“infectious  waste”  with  wastes 
from  almost  any  health-care  en- 
deavor. Through  the  years,  how- 
ever, health-care  professionals 
have  come  to  recognize  which 
wastes  carry  the  greatest  poten- 
tial for  causing  infection  during 
handling  and  disposal. 

The  Centers  for  Disease  Con- 
trol (CDC),  in  its  guidelines  on 
infectious  wastes,  states  (5): 

“Hospital  wasces  for  which 
special  precautions  appear 
prudent  include  microbiology 
laboratory  waste,  pathology 


Table  2.  Facilities  whose  medical  wastes  are  subject  to  SWHCRF  rules. 


Abortion  clinics* 

Ambulatory  surgical  centers* 

Birthing  centers* 

Blood  banks  and  blood  drawing  centers 

Clinics,  including  but  not  limited  to  medical,  dental,  veterinary 
Clinical,  diagnostic,  pathological,  or  biomedical  research  laboratories 
Educational  institution  health  centers 
Educational  institution  research  laboratories 
Emergency  medical  service  providers* 

End-stage  renal  dialysis  facilities 
Funeral  establishments 
Home  health  agencies* 

Hospitals* 

Long-term  care  facilities* 

Mental  health  & mental  retardation  facilities,  including  but  not  limited  to  hospitals,  schools,  and  community 
centers 

Minor  emergency  centers 

Occupational  health  clinics  and  research  laboratories 
Pharmacies 

Pharmaceutical  manufacturing  plants  and  research  laboratories 

Professional  offices,  including  but  not  limited  to  the  offices  of  physicians  and  dentists 

Special  residential  care  facilities* 

Veterinary  clinical  & research  laboratories* 


*Facilities  licensed  by  the  Texas  Department  of  Health. 


waste,  and  blood  specimens  or 
blood  products.  Moreover, 
the  risk  of  either  injury  or  in- 
fection from  certain  sharp 
items  (eg,  needles  and  scalpel 
blades)  contaminated  with 
blood  also  needs  to  be  consid- 
ered when  such  items  are  dis- 
posed of.” 

The  guidelines,  however,  clari- 
fy the  issue  about  other  discarded 
items  that  have  had  blood  or 
body  fluid  contact  (6): 

“While  any  item  that  has  had 
contact  with  blood,  exudates, 
or  secretions  may  be  potential- 
ly infective,  it  is  not  normally 
considered  practical  or  neces- 
sary to  treat  all  such  waste  as 
infective.” 

CDC,  in  its  statement  on  uni- 
versal precautions,  reinforces  this 
position  (7,8),  noting  that  while 
blood  and  other  body  fluids 
should  be  considered  infectious 
during  patient  care: 

“Universal  precautions  are  not 
intended  to  change  waste 
management  programs  previ- 
ously recommended  by  CDC 
for  health-care  settings.” 

TDH  used  the  CDC  guidelines 
as  the  foundation  of  its  medical 
waste  rules.  In  a medical  waste 
management  scheme,  those  wastes 
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identified  as  having  the  greatest 
potential  for  causing  infection  in 
the  event  of  mishandling  are  gen- 
erally treated  or  decontaminated, 
thereby  reducing  the  microbial 
load  present  in  the  wastes.  Wastes 
treated  as  such  are,  in  practical 
terms,  no  longer  considered  “in- 
fectious” and  can  be  handled  as 
routine  solid  waste.  TDH  chose 
the  term  “special  wastes  from 
health-care  related  facilities” 
(SWHCRF)  to  identify  these 
wastes  from  ordinary  trash,  there- 
by indicating  that  the  wastes  re- 
quire special  handling  during  the 
disposal  process. 

The  terms  used  in  the  rules 
include: 

Special  waste  from  health- 
care related  facilities 
(SWHCRF)  — a solid  waste 
that  if  improperly  treated  or 
handled  may  serve  to  transmit 
an  infectious  disease(s)  and 
that  is  composed  of  the 
following: 

1.  animal  waste; 

2.  bulk  blood  and  blood 
products; 

3.  microbiological  waste; 

4.  pathological  waste;  and 

5.  sharps. 

These  five  major  categories  of 
SWHCRF  have  several  subcate- 
gories, listed  in  Table  1,  along 
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with  recommended  methods  of 
treatment  or  decontamination 
and  final  sites  of  deposition.  The 
following  waste  items  are  exempt 
from  the  rules: 

1.  teeth; 

2.  human  tissue,  including  fe- 
tal tissue,  donated  for  re- 
search or  teaching  purpos- 
es; and 

3.  placentas  designated  for 
sale  and  obtained  from  li- 
censed hospitals  or  licensed 
birthing  centers. 

Medical  waste  — waste  gener- 
ated by  health-care  related  fa- 
cilities that  is  associated  with 
health-care  activities  not  in- 
cluding garbage  or  rubbish 
generated  from  offices, 
kitchens,  or  other  non-health- 
care activities.  Examples  of 
waste  that  comes  under  this 
category  might  be  the  discard- 
ed outer  packaging  of  patient- 
care  items,  or  disposable  pa- 
tient-care items  that  have  had 
no  blood  or  body  fluid  contact. 

Other  regulated  medical  waste 
— medical  waste  not  included 
within  SWHCRF  but  subject  to 
special  handling  requirements 
within  the  generating  facility  by 
other  state  or  federal  agencies, 
excluding  medical  waste  subject 
to  rules  relating  to  Occupation- 
al Safety  and  Radiation  Control 
(9).  In  terms  of  waste  manage- 
ment, this  category  of  waste  is 
currently  the  most  controver- 
sial. Examples  of  waste  in  this 
category  include  discarded  pa- 
tient-care items,  such  as  gauze 
pads  or  cotton  balls,  that  have 
had  blood  or  body  fluid  con- 
tact. These  waste  items  are  con- 
sidered potentially  infectious 


from  the  OSHA  perspective, 
but  would  not  be  included  as 
SWHCRE  under  TDH  rules. 
Medical  waste  that  is  radioac- 
tive is  subject  to  the  rules  per- 
taining to  Occupational  Safety 
and  Radiation  Control.  The  ra- 
dioactive aspect  of  these  wastes 
must  be  considered  first,  before 
any  other  handling  and  disposal 
procedure  is  undertaken  (10). 

Q:  Who  is  subject  to  the  regulations? 

A;  The  SWHCRE  rules  and  medical 
waste  rules  impact  three  main 
groups:  generators,  transporters, 
and  receivers,  or  those  operations 
that  receive  such  wastes  for  treat- 
ment and/or  final  deposition.  In 
general,  physicians  and  their 
practices  or  facilities  are  consid- 
ered generators,  but  they  may 
also  act  as  transporters  under  cer- 
tain circumstances. 

Generators  are  those  facilities 
that  produce  SWHCRE  and  med- 
ical wastes.  There  are  two  factors 
related  to  generators:  the  type  of 
facility  and  the  amount  of 
SWHCRE  produced  per  month 
by  the  facility.  Fifty  pounds  per 
month  is  used  to  distinguish 
small-quantity  generators  from 
large-quantity  generators.  This 
factor  becomes  important  in  the 
areas  of  waste  documentation  re- 
quirements and  transportation 
options.  Generators  can  be  pub- 
licly or  privately  owned  and/or 
operated  (11).  These  include,  but 
are  not  limited  to  the  facilities 
listed  in  Table  2. 

Conclusion 

This  article  has  covered  the  various 
categories  of  medical  waste  and  the 
kinds  of  facilities  subject  to  rules  re- 
garding medical  waste.  Part  two  of 
the  series  will  discuss  how  wastes 
from  health-care  facilities  are  to  be 


handled.  Part  three  will  review  the 
rules  governing  the  disposal  and 
transport  of  medical  waste. 
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Legal  articles  in  Texas  Medicine  are  intended 
to  help  physicians  miderstand  the  law  by  pro- 
viding legal  information  on  selected  topics. 
This  article  is  published  with  the  understand- 
ing that  TMA  is  not  engaged  in  providing  le- 
gal advice.  When  dealing  with  specific  legal 
matters,  readers  should  seek  assistance  from 
their  attorneys. 
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The  Farm 
Credit  Bank  of 
Texas  is 
offering  prime 
farms,  ranches, 
investment  and 
recreational 
properties  for 
sale.  These 
properties 
consist  of 
various  acreage 
along  with  a 
number  of  rural 
home 
properties. 
Attractive 
financing  on  a 
negotiated  basis 
is  available. 


are  the  following  four  VMS  videos: 

Texas  Prime 

37  select  properties  - $10.00 
Hondo  Creek  Ranch 

2,076  acres  in  Bandera  County  - $10.00 

East  Texas  Showplace 

1,271  acres  in  Tyler  County  - $10.00 

Houston-City  With  No  Limits 
multi-opportunity  property 
in  Harris  County  - $10.00 

When  ordering  two  or  more  • first  video  = $10.00, 
aH  additional  videos  a $5.00  each 


Obtain  a free  sales  brochure  featuring  all  properties  for  sale  in  Texas,  Louisiana,  Mississippi 
and  Alabama  by  sending  name  and  address  to  address  shown  below. 


FARM  CREDIT  BANK  OF  TEXAS 

AMLO-MD  P.O.  Box  15919  Austin,  Texas  78761-5919  1-800-447-5731 
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Fax  or  phone  in  your  ad  to 
Texas  Medicine  with  your 
Visa  or  Mastercard  number 


For  more  classified 
advertising  informarion  call 
the  Texas  Medical  Association 
Advertising  Department 
at  (512) 370-1376 
FAX  (512)  370-1632 


TEXAS  PHYSICIAN  PLACEMENT  SERVICE 


Save  yourself  time 
and  frustration. 

Put  the  Texas  Physician  Placement  Service  and  its  computer  data  bank  of  practice  opportunities  and 
physician  applicants  to  work  for  you. 

• Fast,  personalized  service  • All  specialties  accepted 

• Low  placement  fees  • Urban  and  rural  placements 

• Free  service  for  physician  applicants  • More  than  200  Texas  practice  opportunities  currently  on  file 
A Texas-based  matching  service  offering  Texas  practice  opportunities. 

Call  us  today  at  (512)  370-1403 

A joint  service  of  Texas  Medical  Association  and  Texas  Academy  of  Family  Physicians 


Trust,  Confidence.  And  people  who  care.  These  are  some 
of  the  things  that  have  made  Medical  Personnel  Pool,  one 
of  the  nation’s  largest  providers  of  health  care  specialists. 

For  home  care  or  staffing,  short-term  or  long-term, 
call  us  first. 
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Relief!  A legislative 
end  to  UR  abuse 

Do  the  following  examples 
sound  all  too  familiar? 

— A utilization  review  (UR) 
company  notified  the  parents  and 
physician  of  a newborn  that  the  in- 
fant’s 2-day  hospital  stay  was  not 
authorized  for  payment  because  the 
physician  refused  to  provide  medical 
information  to  them.  In  fact,  the 
physician,  who  keeps  a log  of  UR 
calls,  was  never  contacted  by  the 
company  for  information. 

— A Victoria  physician  recom- 
mended upper  gastrointestinal  en- 
doscopy to  determine  the  cause  of 
right-side  abdominal  pain  in  a fe- 
male patient.  The  UR  agent  for  the 
patient’s  insurance  company,  howev- 
er, refused  to  pay  for  the  test  and  re- 
quired a different  test.  The  test  did 
not  properly  diagnose  the  problem, 
and  the  reviewer  eventually  agreed 
to  the  endoscopy.  The  patient,  how- 
ever, refused  further  testing.  Result? 
The  insurance  company  paid  for 
nondefinitive  tests  and  the  patient 
did  not  get  treatment  she  needed. 

— A patient  who  suffered  from 
depression  received  a letter  from  a 
UR  firm  stating  that  his  insurance 
company  would  not  pay  for  treat- 
ment he  had  received  for  ulcers  and 
hypertension.  The  patient  returned 
to  his  physician  severely  depressed 
and  voicing  suicidal  tendencies  be- 
cause of  the  letter.  Result?  The 
physician  had  to  appeal  the  denial 
on  behalf  of  the  patient  and  reinsti- 
tute antidepressant  treatment. 

These  were  familiar  scenes  in 
Texas  in  recent  years  because  of  the 
proliferation  of  “hired  gun”  UR  op- 
erations in  the  state.  Such  decisions 


Ken  Ortolon,  legislative  affairs  editor,  writes  and  edits 
the  Legislative  Affairs  section  o/Texas  Medicine. 


negatively  affected  patient  care  and 
left  physicians  fuming.  But,  because 
of  legislation  initiated  by  TMA  and 
jointly  lobbied  with  the  Texas  Hos- 
pital Association  (THA),  these  kinds 
of  abuses  of  the  UR  process  will 
soon  be  a thing  of  the  past. 

“The  pattern  of  hassles  and  abuse 
that  physicians  and  patients  have  en- 
dured from  these  unregulated  compa- 
nies has  been  almost  endless,  but  those 
abuses  will  soon  grind  to  a halt  here  in 
Texas,”  says  Kim  Ross,  director  of 
TMA’s  division  of  public  affairs. 

The  TMA-backed  legislation  was 
enacted  by  the  72nd  Texas  Legisla- 
ture as  part  of  House  Bill  2 by  Sen 
Carl  Parker  (D-Port  Arthur)  and 
Reps  Eddie  Cavazos  (D-Corpus 
Christi)  and  Mark  Stiles  (D-Beau- 
mont).  HB  2,  a sweeping  insurance 
regulatory  reform  bill,  will  affect  all 
facets  of  the  insurance  industry.  The 
UR  provisions  will  have  a profound 
impact  on  how  private  reviewers 
conduct  their  business: 

• All  UR  entities  must  be  certified 
by  the  State  Board  of  Insurance 
and  meet  specific,  rigid  standards. 

• All  review  companies  must  devel- 
op written  criteria  for  conducting 
UR.  Companies  also  must  seek 
physician  input  in  developing 
those  criteria. 

Other  selected  provisions: 

• prohibit  companies  from  paying 
reviewers  bounties  or  financial  in- 
centives based  on  number  of 
claims  denied; 

• establish  a formal  appeals  process 
that  includes  appeals  to  a licensed 
physician; 

• prohibit  contact  or  intervention 
with  a patient  while  the  patient  is 
actually  undergoing  examination, 
treatment,  or  therapy; 

• require  denials  to  be  in  writing  and 
to  explain  the  reasons  for  denial; 


• establish  a procedure  for  com- 
plaints to  the  insurance  board; 

• require  prompt  response  to  pa- 
tient or  provider  inquiries;  and 

• set  minimum  qualifications  for 
reviewers. 

The  bill  was  signed  into  law  by 
Gov  Ann  Richards;  the  UR  provi- 
sions will  be  implemented  over  the 
next  several  months  and  will  go  into 
full  effect  in  June  1992. 

“No  longer  will  a physician  have 
to  argue  on  the  phone  with  someone 
with  a high  school  education  in 
California  who’s  looking  up  codes  in 
a book  and  doesn’t  even  know 
what  side  the  appendix  is  on,”  says 
Mr  Ross. 

TMA’s  victory  on  the  UR  issue 
was  the  culmination  of  efforts  that 
began  more  than  a year  before  the 
legislative  session  when  the  TMA 
Physician-Patient  Advocacy  Com- 
mittee began  documenting  the  abus- 
es that  were  occurring  in  the  review 
process.  The  committee  compiled  an 
extensive  list  of  “horror  stories”  and 
developed  model  legislation  to  ad- 
dress the  problem.  The  issue  also 
was  among  those  discussed  by  the 
Ad  Hoc  Committee  on  Financing 
and  Availability  of  Health  Insurance. 
Legislation  ultimately  was  filed  by 
Sen  Chet  Brooks  (D-Pasadena)  and 
Reps  Jack  Harris  (R-Pearland)  and 
Steve  Wolens  (D-Dallas). 

“It  was  obvious  that  we  essential- 
ly had  an  unregulated,  profit-moti- 
vated operation  going  on  out  there 
that  was  arbitrarily  denying  needed 
and  appropriate  medical  care,”  ex- 
plains Mike  Dabbs,  TMA’s  director 
of  quality  assurance  and  utilization 
review.  Mr  Dabbs  gathered  the 
emerging  data  for  TMA’s  advocacy 
committee  and  assisted  in  drafting 
the  model  bill. 

Filing  the  legislation,  though,  was 
only  the  beginning  of  the  battle.  Mr 
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Ross  says  the  insurance  industry  im- 
mediately began  efforts  to  bring 
business  and  trade  groups  into  the 
fight  against  TMA  by  claiming  the 
bill  would  drive  up  the  cost  of  medi- 
cal care  in  Texas  and  that  the  legis- 
lation actually  was  an  attempt  by 
physicians  and  trial  lawyers  to  gut 
the  workers’  compensation  reforms 
passed  in  1989. 

“Thankfully,  our  credibility  with 
those  conservative  groups  who  had 
supported  cost  containment  measures 
in  the  workers’ 
comp  legislation 
that  was  passed  in 
1987  and  1989, 
and  our  credibility 
developed  through 
the  ad  hoc  commit- 
tee (on  health  in- 
surance), kept  that 
alliance  from  form- 
ing, and  the  busi- 
ness lobby  didn’t 
take  the  bait,”  Mr 
Ross  says. 

Representatives 
of  TMA’s  public 
affairs  division  and 
general  counsel’s 
office,  along  with 
TH  A general 
counsel  Charles 
Bailey,  met  in 
lengthy  negotia- 
tions with  a small 
army  of  insurance 
industry  lobbyists. 

After  protracted  negotiations  over 
several  weeks,  a compromise  bill 
was  hammered  out,  but  it  was  held 
hostage  in  a hostile  House  Insurance 
Committee. 

“It  seemed  to  us  the  bill  was  be- 
ing talked  to  death.  Frankly,  this 
was  expected,  so  we  had  been  work- 
ing closely  with  the  governor’s 
office,  consumer  groups,  and  even 


the  trial  lawyers  on  the  insurance 
regulatory  reforms,”  says  Mr  Ross. 
“We  had  a tacit  agreement  that,  at 
the  appropriate  time,  we  would  have 
an  opportunity  to  consider  the  uti- 
lization review  bill  as  an  amendment 
to  the  omnibus  insurance  regulatory 
bill  (HB2).” 

The  House  Insurance  Committee 
eventually  sent  the  UR  bill  to  the 
House  floor  calendar,  but  on  the  last 
day  of  the  session,  leaving  little 
chance  of  passage.  With  the  help  of 
Sen  Carl  Parker, 
who  led  a group  of 
other  senators  — 
John  Montford  (D- 
Lubbock),  Steve 
Carriker  (D-Roby), 
and  Don  Hender- 
son (R-Houston) 
— TMA  got  the 
UR  provisions  at- 
tached to  HB  2 in 
Senate  committee 
and  passed  by 
the  Senate  in  the 
closing  hours  of 
the  session. 

“We  had  our 
House  bill  fast 
asleep  on  tbe 
House  calendar 
and  running  out 
of  time,”  explains 
TMA  lobbyist 
Harold  Freeman, 
who  was  one  of 
the  negotiators. 
“So  we  went  straight  to  the  Senate 
where  HB  2 had  already  passed  and 
was  pending  in  subcommittee. 
Parker,  the  subcommittee  chair,  ac- 
cepted the  amendment.” 

Since  the  insurance  industry  had 
signed  off  on  identical  provisions  in 
the  bill  still  buried  on  the  House  cal- 
endar, they  could  not  object. 

“Essentially,  one  of  the  most 


sweeping  anti-hassle,  pro-medicine 
bills  to  be  passed  in  a very  long  time 
was  a war  fought  without  a single 
shot  being  fired,  without  a single 
floor  vote  being  cast,”  said  TMA 
President-Elect  William  G.  Gamel, 
MD,  of  Austin. 

TMA  scores  numerous 
victories  in  72nd 
Legislature 

No  budget  was  written,  the  $4 
billion-plus  revenue  shortfall 
was  not  resolved,  and  expensive 
health  insurance  reform  initiatives 
were  largely  ignored.  Yet  the  72nd 
Texas  Legislature  was  not  idle  in  the 
140-day  regular  session  that  ended 
May  27,  and  TMA  scored  a number 
of  successes  in  its  legislative  efforts. 

The  TMA  Council  on  Legislation 
and  staff  of  the  division  of  public  af- 
fairs tracked  and  actively  lobbied 
several  hundred  pieces  of  legislation 
during  the  session. 

“By  keeping  a low  profile  and 
working  in  coalitions,  we  were  able 
to  achieve  some  significant  insurance- 
related  reforms  without  expending 
any  political  capital,”  said  TMA 
President-Elect  William  G.  Gamel, 
MD,  of  Austin,  who  chaired  the 
Council  on  Legislation  through  most 
of  the  session.  “This  strategy  will 
prove  invaluable  as  we  enter  a long, 
hot  summer  of  special  sessions  on 
taxes  and  appropriations.” 

Dr  Gamel  said  TMA  also  greatly 
enhanced  its  growing  coalitions  with 
business,  consumers  and  other 
groups  on  access  to  care  issues,  leav- 
ing the  association  well-positioned 
for  the  expected  special  session  on 
health  issues  in  early  1992. 

The  following  is  an  issue-by- 
issue summary  of  TMA’s  legislative 
victories. 


“One  of 
the  most 
sweeping 
anti-hassle, 
pro-medicine 
bills  to  be 
passed  in  a 
very  long  time 
was  a war 
fought  without 
a single  shot 
being  fired, 
without  a 
single  floor 
vote  being 
cast.” 
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Liability 

Every  major  liability  reform  measure 
pursued  by  any  organization  died, 
primarily  due  to  the  reluctance  of 
lawmakers,  particularly  in  the  Sen- 
ate, to  debate  potentially  divisive  is- 
sues. Those  included  product  liabili- 
ty, Deceptive  Trade  Practice  Act 
amendments,  and  medical  malprac- 
tice reforms. 

TMA  did  achieve,  however,  some 
minor  gains  m the  liability  area,  most 
notably  legislation  eliminating  vicari- 
ous liability  in  partnerships.  This  leg- 
islation, filed  by  Rep  Steve  Wolens 
(D-Dallas)  and  Sen  John  Montford 
(D-Lubbock),  essentially  does  away 
with  the  doctrine  of  joint  and  several 
liability  for  partners.  It  provides  that 
a partner  in  a professional  partner- 
ship is  not  individually  liable  for  the 
errors,  omissions,  negligence,  incom- 
petence, or  malfeasance  of  another 
partner  in  the  course  of  rendering  a 
professional  service. 

Other  liability  measures  passed 
repeal  the  scheduled  1993  “sunset” 
of  the  Texas  Medical  Liahility  Trust 
and  require  it  and  other  medical 
malpractice  carriers  to  file  basic  sta- 
tistical and  financial  data  with  the 
State  Board  of  Insurance. 


Insurance  reforms 

While  some  health  insurance  re- 
forms have  been  postponed  until  a 
1992  special  session,  TMA  won  pas- 
sage of  several  key  measures  with 
positive  impacts  on  patient  care  and 
physician  reimbursement.  These 
provisions  were  incorporated  in 
House  Bill  2,  the  omnibus  insurance 
regulatory  reform  bill  backed  by 
Gov  Ann  Richards. 

Foremost  among  those  measures 
is  strong  regulation  of  utilization  re- 
view (UR)  agents.  The  HB  2 provi- 
sions require  that  UR  entities  be  cer- 
tified by  the  State  Board  of 


no 


Insurance  and  that  they  develop 
written  criteria  for  performing  re- 
views. Review  firms  also  wi" 
longer  be  able  to 
provide  bounties  or 
other  financial  in- 
centives to  review- 
ers based  on  the 
number  of  claims 
denied.  (See  “Re- 
lief! A legislative 
end  to  UR  abuse,” 
p58.) 


'By  keeping 
a low  profile 
and  working 
in  coalitions, 
we  were  able 
to  achieve 


able  to  the  public.  The  second  bill 
expands  the  definition  of  charity 
care  under  the  program  to  include 
care  rendered  by  a 
physician  in  an 
emergency  room 
when  there  is  no 
reasonable  expecta- 
tion of  remunera- 
tion and  extends 
the  life  of  the  pro- 
gram for  2 years  to 
1995. 


Other  insurance 
reforms  passed  re- 
quire prompt  pay- 
ment of  undisputed 
claims  and  require 
insurance  compa- 
nies to  allow 

assignment  of  ben-  out  expending 

efits  so  doctors  and  ■ 

hospitals  can  be  Sny  pOlltlCSl 

paid  directly  by  the  capital.” 

insurers. 

Public  health/rural  health 


significant 
insurance- 
related 
reforms  with- 


TMA  lobbied  a host  of  issues  affect- 
ing public  health  and  access  to  care 
in  rural  areas,  but  a number  of  ini- 
tiatives were  stalled  because  of  their 
fiscal  implications.  Others,  including 
legislation  to  limit  smoking  in  all 
state  buildings,  narrowly  failed  in 
the  closing  days  of  the  session. 

TMA  did  push  through  two  bills 
affecting  the  state  indemnification 
program  enacted  as  part  of  the  Om- 
nibus Health  Care  Rescue  Act  of 
1989.  The  first  places  the  burden  of 
proof  on  the  liability  insurance  car- 
rier to  demonstrate  that  premium 
discounts  offered  under  the  program 
are  reasonable,  requires  the  insurer 
to  consider  the  impact  of  risk  man- 
agement programs  in  calculating 
premiums  and  premium  discounts, 
and  requires  that  rate  classifications 
and  related  statistical  data  be  avail- 


Also passed  was 
legislation  stream- 
lining procedures 
for  obtaining  organ 
donations  from 
persons  who  have 
signed  organ  donor 
statements  on  the 
backs  of  driver’s  li- 
censes or  personal 
identification  cards. 
That  bill  also  con- 
tains groundbreaking  provisions  to 
allow  doctors  to  take  organs  for 
transplantation  in  cases  in  which  a 
deceased  person’s  wishes  are  not 
known  and  family  members  cannot 
be  contacted  for  permission. 

TMA  defeated  legislation  requir- 
ing AIDS  testing  of  all  health-care 
workers  and  requiring  seropositive 
physicians  and  dentists  to  inform 
their  patients  prior  to  carrying  out 
invasive  procedures. 

Allied  Health 

Allied  health  issues  were  the  most 
contentious  health-related  issues 
fought  during  the  72nd  Texas  Legis- 
lature. With  the  Medical  Practice 
Act  scheduled  for  sunset  in  1993, 
these  issues  likely  will  be  even  more 
hotly  contested  in  the  73rd  Legisla- 
ture. However,  TMA  public  affairs 
director  Kim  Ross  says  the  tone  of 
negotiations  on  allied  health  issues 
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this  year  may  have  a positive  impact 
in  1993. 

“Our  conflicts  with  the  allied 
health  organizations  were  conducted 
in  an  even-tempered  and  professional 
manner,  which  should  minimize  the 
number  of  predatory  ambush  tactics 
we  anticipate  in  1993,”  he  says. 

Late  night  negotiations  in  Speak- 
er Gib  Lewis’  office  among  TMA, 
ophthalmologists,  and  optometrists 
resulted  in  a compromise  bill  that  al- 
lows optometrists  to  use  topical  di- 
agnostic drugs  and  limited  use  of 
topical  steroids  and  antibiotics.  That 
compromise,  however,  did  not  con- 
tain provisions  sought  by  optom- 
etrists to  allow  them  to  treat  glauco- 
ma, use  topical  anti-virals,  and  use 
all  oral  medications  as  they  relate  to 
the  eye. 

Tough  regulation  of  midwives 
also  was  enacted  with  support  from 
TMA.  The  bill  requires  midwives  to 
take  continuing  education  courses 
and  to  receive  training  in  CPR  and 
newborn  screening. 

Compromise  bills  passed  include 
licensing  of  medical  physicists  and 
allowing  patients  limited  access  to 
physical  therapists,  subsequent  to  a 
previous  medical  diagnosis.  TMA 
also  successfully  lobbied  for  passage 
of  legislation  restricting  mail  order 
pharmacies  and  blocked  legislation 
to  indemnify  podiatrists. 

Bills  to  grant  psychologists  and 
chiropractors  hospital  staff  privi- 
leges were  blocked,  as  was  legisla- 
tion to  allow  direct  payment  to 
nurses  and  to  license  medical  labora- 
tory technicians. 
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\Mhy  risk  your  investment  portfolio  by 
managing  it  that  way? 

Full-time  professional  attention  is 
essential  to  successful  portfolio  management 
— especially  in  today's  volatile  markets. 

That's  exactly  what  you  get  with 
Shearson  Lehman  Brothers'  Choice 
Advisors"""  portfolio  management  service. 
Since  1973,  our  Consulting  Services  Division 
has  given  sound  advice  to  thousands  of 
investors.  And  referred  over  $50  billion  of 
their  assets  to  professional  portfolio  managers. 

So  if  you  have  a portfolio  of  $50,000  or 
$50  million,  and  you  want  to  maximize  your 
investment  potential,  call  us  for  Shearson 
Lehman  Brothers'  new  report  on  professional 
portfolio  management. 

At  Shearson  Lehman  Brothers, 
we'll  give  your  investments  the  full-time, 
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It  wastes  them  away. 

Duchenne  is  a "progressive" 
disease,  so  the  child  grows 
weaker  over  time.  The  muscle 
loss  can't  be  stopped.  And  it 
can't  be  reversed. 

The  Muscular  Dystrophy 
Association  is  striving  to  cure 
Duchenne.  And  on  Christmas 
Eve  of  1987,  in  what  MDA 
Chairman  Jerry  Lewis  called 
"a  holiday  gift  of  hope,"  MDA 
researchers  announced  a land- 
mark advance:  discovery  of  the 
cause  of  this  dread  disease. 

Now  we're  directly  on  the 
path  to  a cure  for  Duchenne. 
And  MDA  researchers  are 
racing  against  time  to  save  the 
children  stricken  today. 

You  can  help  save  these 
children  — and  youngsters 
and  adults  with  other  muscle 
diseases  — by  making  a tax- 
deductible  contribution  to 
MDA.  The  Association  receives 
no  government  grants  or 
patient  fees  for  services,  so  its 
work  is  funded  entirely  by 
private  donations. 

Please  send  your  support 
to  MDA  today.  And  maybe 
soon  we'll  see  Duchenne,  not 
muscles,  disappear. 


® 

Muscular  Dystrophy  Association 
lerry  Lewis,  National  Chairman 

To  make  a donation  or  bequest  to  MDA, 
to  receive  an  annual  report  or  to  obtain 
more  information,  write  to: 

Muscular  Dystrophy  Association, 

810  Sei’enth  Avenue,  New  York,  NY  10019. 
Or  contact  your  local  MDA  office. 

i,iDA  ® IS  a registered  service  mark  ol  Muscular  Dystrophy  Association,  Inc 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide  Hd  and  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows; 

"Possibly''  effective;  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  {e  g , operating  machinery,  driving) , 

Usage  in  Pregnancy  : Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 

of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions;  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Ructions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges,  ^mcope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  vtith  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e,  dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  ocxurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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PTo  insist  on 
the  brand,  be 
sure  to  sign 
on  the  line 
above  “Dispense 
as  Written”  on  your 
prescription. 


In  irritable  bowel  syndrome  intestinal 
discomfort  will  often  erupt  in  tandem 
with  anxiety — launching  a cycle  of 
brain/bowel  conflict. 

Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients 
about  activities  requiring  complete 
mental  alertness. 


‘Librax  has  been  evaluated  as  possibly  effective  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer  and  IBS. 

Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HQ  and  2.5  mg  clidinium  bromide. 


Copyright  © 1991  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 


Cholera:  Is  Texas 
at  risk? 

Texas  Department  of  Health 
(TDH)  and  Texas  Medical  As- 
sociation officials  are  hoping  for  the 
best  and  preparing  for  the  worst  in 
their  anticipation  of  the  spread  of 
cholera  to  vulnerable  populations 
along  the  Texas-Mexico  border. 

Already  TDH  has  encouraged 
physicians,  hospitals,  and  communi- 
ty health  centers  along  the  border  to 
be  alert  to  an  increased  potential  for 
transmission  of  cholera  among  resi- 
dents of  Texas  colonias.  And  the  El 
Paso  City-County  Health  District  is 
forming  a community  task  force  to 
evaluate  the  risk  of  cholera  in  that 
area  and  to  recommend  precaution- 
ary measures,  probably  involving 
military  and  city-county  disaster 
preparedness  personnel. 

The  local  task  force  will  include 
representatives  of  the  El  Paso  Coun- 
ty Medical  Society,  local  hospitals, 
and  other  health-care  providers,  says 
Laurance  Nickey,  MD,  director  of 
the  health  district  and  chairman  of 
TMA’s  Council  on  Public  Health. 

TMA  President  Sam  A.  Nixon, 
MD,  has  announced  the  formation  of 
a TMA  task  force  directed  by  TMA’s 
Council  on  Public  Health  to  deter- 
mine what  the  association  can  do  to 
protect  residents  of  the  Texas  border, 
and  its  first  activity  is  the  cosponsor- 
ship of  a 3-day  workshop  in  El  Paso 
on  August  28-30,  1991.’''  TMA  will 
cosponsor  the  workshop  with  TDH, 
the  El  Paso  City-County  Health  Dis- 
trict, and  other  organizations. 

*For  details  on  the  workshop,  call  the  Texas 
Department  of  Health,  (512)  458-7566,  or 
the  El  Paso  City-County  Health  District, 
(915)  543-3510. 


Jim  Bushy,  associate  editor,  writes  and  edits  the  Public 
Health  and  Science  and  Education  sections  of  Texas  Medicine. 
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Infectious  disease  experts  will 
speak  to  physicians  on  August  28, 
and  medical  technologists  will  re- 
ceive hands-on  training  in  rapid  lab- 
oratory diagnosis  of  Vibrio  cholerae 
on  the  last  2 days  of  the  workshop. 

In  addition,  the  cholera  epidemic 
will  be  discussed  at  the  Third  Annu- 
al Border  Health  Conference  spon- 
sored by  TMA  in  McAllen  on 
October  25-26,  1991.  (See  “TMA 
hosts  1991  Border  Health  Confer- 
ence in  McAllen,”  p 67). 

TMA,  working  with  US  church 
groups  and  the  support  of  a phar- 
maceutical firm,  was  instrumental  in 
providing  15,000  doses  of  tetracy- 
cline for  treating  cholera  in  Peru  in 
June.  (See  “Help  travels  a long,  cir- 
cuitous road  to  Nasca,”  p 65.) 

Watching  the  spread 

In  late  May  the  US  Centers  for  Dis- 
ease Control  estimated  that  150,000 
people  in  South  America  had  been  af- 
fected by  cholera  and  that  2,000  had 
died  since  the  beginning  of  1991. 
Cases  had  been  reported  in  Peru, 
Ecuador,  and  Colombia,  and  a small 
number  of  cases  had  been  identified 
in  the  Brazilian  jungle  bordering  Peru 
and  in  US  travelers  to  Peru  and 
Equador,  according  to  the  CDC. 

This  is  “one  of  the  major  health 
crises  of  the  decade”  in  South  Amer- 
ica, says  Herbert  E.  DuPont,  MD, 
who  is  Mary  W.  Kelsey  Professor 
and  director  of  the  Center  for  Infec- 
tious Diseases  at  The  University  of 
Texas  Medical  School  and  School  of 
Public  Health  in  Houston.  He  ex- 
pects the  epidemic  to  continue  its 
march  further  into  Brazil  and  up  the 
Amazon. 

“The  cholera  epidemic  in  South 
America  is  a terribly  important  phe- 
nomenon,” he  says.  “It’s  going  to  be 
terribly  important  to  poor  people  of 
South  America.  Cholera  is  the  num- 


ber one  epidemic  killer  of  all  times, 
but  it  now  affects  indigent  popula- 
tions almost  exclusively.” 

Eventually,  cholera  outbreaks  will 
increase  in  Mexico,  he  says,  but  they 
should  affect  far  fewer  people  there 
than  in  Peru  and  Brazil.  As  Texas 
Medicine  went  to  press,  CDC  had  re- 
ceived word  of  a cholera  outbreak 
south  of  Mexico  City.  Seventeen  cas- 
es were  reported  between  June  13 
and  June  22,  a CDC  spokesman  said. 

In  Texas  there  may  be  no  more 
than  100  cases,  predicts  Dr  Dupont. 

Even  so,  health  departments  and 
TMA  are  taking  no  chances. 

Dr  Nickey  says  all  the  conditions 
for  outbreaks  can  be  found  along 
the  border  in  places  like  Juarez  and 
El  Paso:  poverty,  poor  sewer  sys- 
tems, contaminated  water,  lack  of 
education,  and  lack  of  knowledge 
about  sanitation. 

“In  neighborhoods  right  across 
the  border,  there  are  between 
200,000  and  400,000  people  who 
have  no  sanitary  facilities  or  no 
potable  water  in  their  homes,”  Dr 
Nickey  says.  “We  have  68,000  peo- 
ple living  in  El  Paso  County  with  the 
same  problems.  These  people  would 
be  at  high  risk  for  cholera.” 

Is  he  willing  to  predict  the 
extent  of  cholera  outbreaks  along 
the  border? 

“No.  We’re  preparing  for  an 
eventuality  that  may  never  come,” 
he  says. 

In  a memo  dated  May  29,  TDH 
associate  commissioner  for  disease 
prevention  Diane  M.  Simpson,  PhD, 
MD,  states  the  health  department 
“expects  to  receive  reports  of  im- 
ported cases  of  Vibrio  cholerae  01  in 
individuals  who  have  visited  areas 
that  are  currently  experiencing  epi- 
demics of  cholera. 

“In  most  parts  of  Texas,”  the 
memo  continues,  “adequate  sewage 


6<4 


TEXAS  MEDICINE 


VOLUME  87  NO.  8 


AUGUST  1991 


Public  Health 


facilities  and  water  treatment  plants 
would  make  outbreaks  due  to  sec- 
ondary spread  rare.  We  are  some- 
what concerned,  however,  about  the 
possible  importation  of  V cholerae 
01  infections  into  colonias." 

The  memo  notes  that  “appropri- 
ate cultures  must  be  obtained  to  ver- 
ify the  diagnosis”  and  that  suspected 
cases  of  cholera  should  be  reported 
immediately  by  telephone  to  local 
health  officials  or  to  the  TDH  Infec- 
tious Diseases  Program  at  (800) 
252-8239. 

Tips  for  travelers 

A CDC  recorded  message  said  in 
June  that  travelers  to  South  America 
should  be  aware  of  the  epidemic  un- 
derway there.  It  also  pointed  to 
likely  sources  of  spread;  water,  ice, 
food  and  beverages  purchased  from 
street  vendors,  and  vegetables  irri- 
gated with  raw  sewage. 

“Travelers  should  not  assume  that 
municipal  water  in  affected  areas  is 
safe  to  drink  even  if  the  local  infor- 
mation is  reassuring,”  said  the 
recorded  message,  which  can  be 
reached  at  (404)  332-4559. 

“Previous  experience  and  anec- 
dotes suggest  raw  and  undercooked 
seafood  are  important  in  transmis- 
sion,” the  message  continued, 
adding  that  “some  cases  occurred  af- 
ter people  brought  back  crabs  in  lug- 
gage from  South  America.” 

A basic  rule  offered  to  travelers 
by  CDC  is  to  “boil  it,  cook  it,  peel 
it,  or  forget  it.” 

“Since  cholera  is  associated  with 
areas  of  poor  sanitation,  the  risk  of 
cholera  in  travelers  who  follow  the 
usual  tourist  itineraries  has  been  ex- 
ceedingly low  in  other  cholera  epi- 
demics,” CDC  adds. 

Dr  DuPont  agrees  that  travelers 
using  “good  common  sense”  should 
be  safe. 


Sam  A.  Nixon,  MD, 
TMA  president, 
signs  requisition 
for  tetracycline 
destined  for  Peru. 
With  Dr  Nixon  in 
his  office  at  The 
University  of 
Texas  Health  Sci- 
ence Center  at 
Houston  is  Arleen 
Floyd,  a represen- 
tative of  The  Up- 
john Company. 


“I  know  that  many  physi- 
cians themselves  have  not 
traveled  to  South  America, 
and  Peru  specifically,  because 
of  fear  of  cholera,  and  that’s 
not  realistic  in  my  opinion. 

“Cholera  in  Peru  is  not  affecting 
the  upper  middle  class  people,”  he 
says.  “It’s  affecting  the  very,  very 
poor  people  who  are  eating  poor 
quality  foods.  The  epidemic  is  in  this 
very  special  set  of  people  and  travel- 
ers are  not  in  that  group.” 

Dr  DuPont  said  he  tells  travelers 
to  keep  a supply  of  oral  rehydration 
solution,  just  in  case  diarrhea  strikes 
and  to  “be  a little  more  conscious 
about  electrolyte  and  fluid  replace- 
ment than  normal  with  travel.” 

But  to  put  the  problem  in  per- 
spective, he  says  travelers’  “chances 
of  getting  typhoid  fever  are  probably 
a thousand  times  more  than  their 
chances  of  getting  cholera,  even  dur- 
ing the  [cholera]  epidemic. 

“One  of  the  things  we  know  is 
that  gastric  acidity  is  a major  defense 
against  cholera  bugs,  and  probably 
you  have  to  have  a little  bit  of  malnu- 
trition and  poor  gastric  acid  physiol- 
ogy to  really  get  the  disease.” 

AIDS  patients  also  may  be  more 
susceptible  to  cholera,  he  says,  al- 
though there  is  “no  direct  evidence” 
to  back  up  that  suspicion. 

TDH  reports  that  the  most  re- 
cently reported  cholera  patient  in 


Texas  — a 29-year-old  woman  who 
ate  1 8 raw  oysters  — was  reported 
m 1988. 

Help  travels  a long, 
circuitous  road  to 
Nasca 

The  story  of  just  how  TMA 
played  a role  in  sending  tetra- 
cycline to  Peru  for  treating  cholera 
victims  starts  with  a chance  meeting 
in  an  airport.  Rose  Davis  had  trav- 
eled from  Austin  to  Lima  to  visit  her 
elderly  godmother  when  she  met  Sis- 
ter Nina  Rodriquez.  Waiting  in  an 
airport  together,  the  two  struck  up  a 
conversation. 

Ms  Davis  was  disturbed  by  the 
abject  poverty  she  had  seen  on  her 
visit.  Bad  nutrition,  high  infant  mor- 
tality rates,  and  tuberculosis  were 
problems  in  the  area.  She  looked  at 
her  $125  purse  and  felt  a pang  of 
guilt  for  owning  it  while  others  she 
had  just  seen  struggled  to  subsist. 

Sister  Nina,  who  was  a missionary 
to  Peruvians  in  the  Nasca  Desert, 
filled  in  more  details  about  the  hard- 
ships. Insurrection  in  the  mountains 
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had  driven  many  peasants  to  the 
Nasca  desert,  farming  was  difficult  at 
best,  and  the  lucky  Peruvians  were 
those  who  had  mining  jobs. 

Later,  as  the  two  said  goodbye, 
Ms  Davis,  on  impulse,  asked  what 
she  could  do  to  help  the  mission. 

We  need  a truck,  was  the  answer. 

Within  months  Sister  Nina  had 
the  truck,  a four-wheel  drive  Toyota, 
a gift  of  St  Michael’s  Episcopal 
Church  in  Austin.  By  this  time  Sister 
Nina  and  Rose  Davis  were  regular 
correspondents.  This  was  in  1989. 

Two  years  later,  third-world  im- 
ages are  still  vivid  to  Ms  Davis. 
“Beggars  were  everywhere,”  she 
says.  “Children  followed  you  every- 
where, begging.  Food  sold  on  the 
streets  was  mostly  rotten,  what  you 

Many  people  in 
Nasca,  as  well  as 
other  coastal 
cities,  try  to  make 
their  living  as 
street  vendors. 
The  minimum 
wage  in  Peru  now 
represents  only 
15%  of  a family’s 
monthly  »-«eeds. 


could  find  of  it.  And  everywhere  we 
went  there  were  soldiers.  Every- 
where. Even  on  the  train.  On  every 
street  corner.” 

She  remembers  the  peasants  and 
chickens  aboard  one  train,  and  she 
recalls  the  train  restroom,  a hole  in 
the  floor. 


Death  is  a daily 
reality  in  Peru. 

Political  violence, 
cholera,  and  other 
diseases  of  the 
poor  are  now  the 
primary  causes  of 
death  in  Peru. 

“You  didn’t  want  to  get  sick 
down  there,”  she  says.  “The  medical 
and  dental  offices  looked  like  poorly 
kept  washaterias.” 

But  the  people  were  kind,  hard- 
working folks,  and  she  remembers 
them  for  that  as  well  as  for  their 
hardships. 

Early  in  1991,  Sister  Nina’s  let- 
ters, which  arrived  monthly,  began 
to  tell  of  cholera  cases.  The  mission 
needed  medicines. 

Ms  Davis  called  TMA  for  help. 
TMA’s  public  health  and  scientific  af- 
fairs department  received  the  call  and 
contacted  TMA  President  Sam  A. 
Nixon,  MD,  and  Laurance  N.  Nick- 
ey,  MD,  chairman  of  TMA’s  Council 
on  Public  Health.  Within  a few  days, 
and  with  support  from  The  Upjohn 
Company,  TMA  had  started  tetracy- 
cline on  its  way  to  Nasca. 
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First  the  medication  was  to  be 
shipped  to  the  Diocese  of  Jefferson 
City,  Mo,  which  sponsors  missions  in 
and  near  Nasca.  From  there,  mission- 
aries traveling  to  Peru  would  take  as 
much  tetracycline  as  they  could  carry. 
All  this  to  get  around  the  government 
workers’  strike  that  stopped  ship- 
ments at  Peruvian  ports. 

As  June  came  to  a close,  the 
tetracycline  had  survived  the  paper- 
work necessary  to  send  it  to  Jeffer- 
son City,  and  a missionary  was  pre- 
pared to  return  to  Nasca  with  the 
first  suitcase  full  of  the  antibiotic. 

“All  you  have  to  do  is  make  a deci- 
sion to  do  something,”  says  Ms  Davis, 
looking  back  at  the  experience  and 
the  lesson  she’s  learned  from  it. 
“There’s  power  in  forward  movement. 
All  I did  was  pick  up  the  phone.” 

Catherine  Edwards,  PhD,  direc- 
tor of  TMA’s  public  health  depart- 
ment, describes  the  TMA  response 
as  “a  clear  example  of  TMA’s  ability 
to  get  things  done  as  a private  sector 
participant.  TMA  can  put  the  re- 
sources and  networks  together  and 
serve  as  a link  between  the  public 
and  private  sectors.  This  is  the  real 
strength  of  TMA  in  public  health. 

“If  we’re  ever  going  to  address 
the  massive  public  health  problems 
that  face  us,  the  private  sector  has  to 
be  involved  so  that  the  public-pri- 
vate partnership  is  a reality.” 

State  health  board 
narrows  search  for  new 
commissioner 

The  Texas  State  Board  of 
Fiealth  had  narrowed  its  list 
of  candidates  for  state  health  com- 
missioner to  15  late  in  June.  A board 
spokesman  said  the  final  decision  for 
commissioner  could  be  made  early 
in  August. 


TMA  hosts  1991  Border  Health  Conference 
in  McAllen 

The  Third  Annual  Border  Health  Conference,  hosted  this  year  by  the 
Texas  Medical  Association  and  scheduled  for  October  25-26  in 
McAllen,  will  focus  on  ways  to  confront  health  problems  along  the  Texas- 
Mexico  border,  including  the  South  American  cholera  epidemic  that  is  ex- 
pected to  affect  parts  of  Mexico  and  Texas. 

Focusing  on  change  along  the  border,  the  conference  will  feature  three 
work  groups  to  address  the  health  problems  of  the  border  and  propose 
specific  courses  of  action. 

“The  intent  of  the  work  groups  is  to  develop  concrete  solutions  to  border 
health  problems,”  says  Catherine  Edwards,  PhD,  director  of  TMA’s  public 
health  and  scientific  affairs  department. 

“In  the  first  work  group  we  hope  to  prepare  preliminary  legislation  deal- 
ing with  border  health,  and  the  second  group  will  offer  recommendations  to 
help  the  border  prepare  for  the  health  impact  of  the  free-trade  agreement. 
The  third  group  will  establish  a research  agenda  for  the  border  areas  and 
suggest  funding  sources. 

“We  hope  to  have  very  specific  recommendations  by  the  end  of  the  con- 
ference.” 

The  conference  also  will  include  updates  on  infectious  diseases  (cholera, 
tuberculosis,  and  rabies)  and  chronic  diseases  (cervical  cancer,  diabetes,  car- 
diovascular disease,  and  stomach  cancer). 

Conference  speakers  scheduled  are  civic  leaders,  key  public  health 
officials,  and  medical  association  speakers  from  each  of  the  four  US  states 
bordering  Mexico. 

Called  “Change  on  the  Border:  Impact  on  Health,”  the  conference  also 
will  feature  presentations  on  the  free-trade  agreement,  environmental  issues, 
maquiladoras,  demographics,  and  public  health  progress  made  by  the  four 
US  border  states  since  their  first  border  health  conference,  hosted  by  TMA  in 
1989. 

A panel  will  discuss  roles  of  private  enterprise,  association  auxiliaries, 
academic  centers,  and  practicing  physicians. 

Registration  fee  for  the  conference  is  $125. 

Eor  additional  information,  contact  the  TMA  Public  Health  and  Scientific 
Affairs  Department  at  (512)  370-1461,  or  write  the  department  at  401  W 
15th  St,  Austin,  TX  78701. 


Board  member  and  search  com- 
mittee chairman  Oliver  Smith,  DC, 
said  the  number  of  candidates  for 
the  top  health  position  would  be 
narrowed  to  about  eight  at  the 
search  committee’s  June  29  meeting. 

Robert  A.  MacLean,  MD,  TDH 
deputy  commission  of  health,  was 


named  acting  commissioner  June  2. 
He  succeeds  longtime  commissioner 
Robert  Bernstein,  MD,  who  retired 
June  7. 


TEXAS  MEDICINE 


VOLUME  87  NO. 


AUGUST  1991 


67 


Buying  Price  Aione  May  Leave 
You  With  A Few  Hoies 


The  purchasing  decision  for  your  professional  liability 
insurance  can  be  crucial.  You  need  to  be  wholly  covered, 
but  you  could  find  yourself  covered  with  holes.  A 
selection  based  on  price  could  produce  short-term 
savings,  but  hurt  you  in  the  long  run. 

With  ICA,  you’ll  get  what  you  pay  for. ..the  strongest 
consent-to-settle  clause  in  the  industry,  in-house  claims 
attorneys  to  answer  your  questions,  and  superior,  tough 


counsel  to  defend  you.  When  it’s  time  to  renew  your 
policy,  remember  the  specialists  in  professional  liability. 

Call  1(800)  899-2356.  Nothing  will  be  missing 
in  your  protection. 

INSURANCE 
CORPORATION 
OF  AMERICA 
Houston,  Texas 
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Data-based  interventions  for  cancer  control 
in  Texas 


Lucina  Suarez,  MS 
Jeanne  Martin,  PhD 
Nancy  Weiss,  MPH 


The  percentage  of  excess  mortality 
based  on  the  ratio  of  the  race-eth- 
nic-sex-specific regional  rate  to  the 
state  rate  was  used  to  identify  re- 
gions with  differing  risks  of  lung, 
breast,  and  cervical  cancer.  Mortali- 
ty maps  show  wide  variation  in 
mortality  risks  for  these  cancers  not 
only  by  race  and  ethnicity  but  also 
by  geographic  region.  Cancer-stag- 
ing information  from  the  State  Can- 
cer Registry  indicated  that  excess 
mortality  for  breast  and  cervical 
cancers  in  black  and  Mexican- 
American  women  results  largely 
from  the  later  detection  of  these 
cancers.  Together  with  geographic 
mapping  of  data  on  cancer  mortali- 
ty, data  on  the  prevalence  of  tobac- 
co use  and  on  the  use  of  Papanico- 
laou’s tests  and  mammograms  can 
be  used  to  select  and  direct  interven- 
tions to  specific  regions  and  to  the 
highest  risk  populations.  Evaluation 
of  routinely  collected  cancer  data, 
particularly  in  state  health  depart- 
ments, is  a primary  step  in  imple- 
menting programs  to  control  and 
prevent  cancer  in  Texas. 


Funds  for  this  project  were  provided 
in  part  by  National  Cancer  Institute 
grant  1-R01-CA46S87-01. 


The  authors,  Bureau 
of  Disease  Control  & 
Epidemiology,  Texas 
Department  of  Health, 
1100  West  49th  St, 
Austin,  TX  78756. 
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In  1985,  the  National  Cancer  In- 
stitute (NCI)  defined  national 
goals  to  prevent  and  control  can- 
cer, including  specific  objectives  in 
prevention  and  cessation  of  smok- 
ing, dietary  modification,  screening 
for  breast  and  cervical  cancer,  con- 
trol of  occupational  and  environ- 
mental exposures,  and  access  to 
state-of-the-art  cancer  treatment  (1). 
To  accomplish  these  goals  for  Texas, 
we  need  a thorough  review  of  state- 
specific  data  related  to  cancer.  The 
state  has  access  to  large  amounts  of 
relevant  data,  much  of  which  has 
not  been  used  for  program  planning 
in  cancer  prevention  and  control. 

We  report  a project  designed  to 
summarize  and  evaluate  existing  can- 
cer-related data  for  use  in  planning, 
developing,  and  evaluating  programs 
to  control  cancer  in  Texas  communi- 
ties. Data  related  to  three  of  the  five 
NCI  objectives  for  cancer  control 
were  evaluated:  prevention  and  cessa- 
tion of  smoking,  screening,  and  con- 
trol of  occupational  and  environmen- 
tal exposures.  This  process  allowed 
the  state  health  department  to  effec- 
tively select  those  cancers  and  inter- 
vention strategies  that  most  affect  the 
health  of  Texas  residents  and  to  di- 
rect those  interventions  to  specific  ge- 
ographic areas  or  target  populations. 

As  in  other  state  health  depart- 
ments, a vast  collection  of  usable  can- 
cer-related data  for  Texas  is  routinely 
collected  by  the  Texas  Department  of 
Health  through  the  Bu- 
reau of  Vital  Statistics,  the 
Cancer  Registry  Division, 
the  Bureau  of  State  Health 


Results  from  these  analyses  should  en- 
able agencies  to  direct  programs  for 
health  promotion  and  cancer  control 
where  they  are  most  needed. 

Methods 

Records  of  death  certificates  show- 
ing malignant  neoplasms  as  the  un- 
derlying cause  from  1977  through 
1986  were  provided  by  the  Bureau 
of  Vital  Statistics,  Texas  Department 
of  Health.  Deaths  were  classified 
into  three  racial  and  ethnic  cate- 
gories: non-Spanish-surname  whites 
(Anglo),  Spanish-surname  whites 
(Mexican-American),  and  blacks. 
Population  estimates  by  sex,  race, 
and  ethnicity  for  the  same  period 
were  generated  by  the  Bureau  of 
State  Health  Data  and  Policy  Analy- 
sis, Texas  Department  of  Health,  us- 
ing US  Census  data.  In  these  esti- 
mates, Mexican-Americans  were 
identified  by  Spanish  surname. 
Twenty-four  geographic  regions  cor- 
responding to  political  and  planning 
regions  defined  by  the  Texas  Coun- 
cils of  Government  were  used  to 
map  mortality  from  cancers  of  the 

Fig  1.  State  planning  regions. 


01 

Panhandle 


Data  and  Policy  Analysis,  and 
the  Public  Health  Promotion  Di- 
vision. We  reviewed  data  from 
these  sources  with  respect  to  the  three 
major  racial  and  ethnic  groups  in 
Texas  and,  where  possible,  within 
specific  geographic  areas  of  Texas. 
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Table  1.  State  planning  regions  with  excess  mortality  from  lung  cancer  in  men  by  race  and 
ethnicity,  1977-1986. 


cervix,  breast,  and  lung  (Fig  1).  For 
each  sex,  race,  and  ethnic  group, 
age-adjusted  mortality  rates  for  the 
period  1977  through  1986  were  cal- 
culated for  each  region  and  com- 
pared with  the  sex-specific,  age-ad- 
justed  mortality  rate  for  the  state. 
All  rates  were  age-adjusted  to  the 
1970  US  population.  The  state  rate 
was  based  on  deaths  for  all  racial 
and  ethnic  groups  combined;  the  re- 
gional rates  were  specific  for  race 
and  ethnicity.  The  percentage  excess 
or  deficit  based  on  the  ratio  of  the 
regional  rate  to  the  state  rate  was 
used  to  identify  regions  with  differ- 
ing mortality  risks  of  cervical, 
breast,  and  lung  cancer.  Only  re- 
gions with  statistically  significant  (p 
< 0.05)  excesses  of  10%  or  more 
were  identified  for  targeting  inter- 
ventions. Rates  for  regions  with  few- 
er than  10  deaths  in  the  10-year  pe- 
riod were  not  calculated. 

To  measure  the  potential  impact 
of  intervention  strategies  targeted  to 
regions  with  identified  excesses,  we 
calculated  the  proportion  of  deaths 
attributable  to  the  excess  risk  in  each 
regional  population  according  to  the 
formula  provided  by  Rothman  (2). 
This  attributable  proportion  is 
defined  as  the  expected  proportional 
reduction  in  deaths  if  an  intervention 
program  shifted  all  persons  in  a high- 
risk  region  to  a risk  equal  to  that  of 
the  state  overall.  The  attributable 
proportion  of  each  region  was  multi- 
plied by  the  average  number  of 
deaths  per  year  to  obtain  the  number 
of  excess  deaths  per  year.  Note  that 
this  measure  is  a relative  index,  de- 
signed to  rank  regions  according  to 
excess  risk  and  population  density. 

Age-adjusted  rates  of  cancer  inci- 
dence for  three  regions  of  Texas  and 
for  the  US  were  obtained  from  pub- 
lished reports  of  the  Cancer  Registry 
Division,  Texas  Department  of 


Anglo 


Region 

Rate  per 
100,000 

Excess  (%) 

Deaths 
per  Year 

Excess 

Deaths/Year 

South  East  Texas  (15) 

83.75 

18 

116.2 

17.7 

Houston-Galveston  (17) 

82.33 

16 

688.3 

94.9 

Coastal  Bend  (20) 

82.26 

16 

101.7 

14.0 

Deep  East  Texas  (14) 

79.07 

11 

113.1 

11.2 

Ark-Tex  (5) 

78.92 

11 

95.3 

9.4 

Black 

Rate  per 

Deaths 

Excess 

Region 

100,000 

Excess  (%) 

per  Year 

DeathsA'ear 

Coastal  Bend  (20) 

144.16 

103 

10.2 

5.2 

Golden  Crescent  (17) 

121.49 

71 

8.1 

3.4 

Capitol  (12) 

211.28 

57 

24.8 

9.0 

West  Central  (7) 

104.56 

47 

4.9 

1.6 

South  East  Texas  (15) 

101.97 

43 

32.5 

9.8 

Houston-Galveston  (16) 

101.23 

42 

190.2 

56.3 

North  Central  (4) 

99.52 

40 

133.2 

38.1 

Alamo  ( 1 8) 

95.49 

34 

27.4 

7.0 

Age-adjusted  rate  for  state:  71.07  per  100,000. 


Health  (3-5)  and  of  the  Surveillance, 
Epidemiology,  and  End  Results 
(SEER)  program  (6).  Information  on 
the  proportion  of  breast  and  cervical 
cancer  cases  staged  in  situ  was  ob- 
tained by  analyzing  data  from  the 
Cancer  Registry  Division  and  the 
SEER  program.  The  prevalence  of 
cigarette  smoking  and  the  frequency 
of  mammograms  among  Anglos, 
Mexican-Americans,  and  blacks  in 
Texas  was  estimated  from  the  Texas 
Behavioral  Risk  Factor  Surveys  con- 
ducted through  the  Public  Health 
Promotion  Division,  Texas  Depart- 
ment of  Health.  The  frequency  of 
Papanicolaou’s  (Pap)  tests  among 
Mexican-American  women  in  Texas 
was  obtained  by  analyzing  the  Texas 
Sample  of  the  Hispanic  Health  and 
Nutrition  Examination  Survey 
(HHANES)  conducted  by  the  Na- 
tional Center  for  Health  Statistics 
(NCHS)  from  1982*  through  1984. 
Comparable  data  on  the  frequency 
of  Pap  tests  in  the  US  female  popula- 
tion in  1982  were  found  in  NCHS 
reports  (7).  No  data  were  available 
on  the  frequency  of  Pap  tests  for 
black  or  Anglo  women  in  Texas. 
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Results 

Lung  cancer 

Examination  of  geographic  patterns 
of  lung  cancer  mortality  among  An- 
glo males  showed  excessive  rates 
concentrated  along  the  Gulf  Coast 
(Eig  2).  Rates  for  mortality  caused 
by  lung  cancer  in  these  regions  were 
11%  to  18%  higher  than  the  state 
rate,  with  the  South  East  Texas  re- 
gion having  the  highest  rates  (Table 
1).  Among  black  men,  eight  regions, 
including  those  along  the  Gulf 
Coast,  had  rates  from  34%  to 
103%  higher  than  the  state  rate  (Eig 
2 and  Table  1).  Rates  in  Mexican- 
American  men  were  low  for  all  re- 
gions. Both  Anglo  men  and  women 
in  the  Gulf  Coast  regions  had  the 
highest  rates  of  lung  cancer  in  the 
state  (Fig  3).  The  rates  for  Anglo 
women  in  the  Houston-Galveston 
region  were  40%  higher;  in  the 
Coastal  Bend  region,  36%  higher; 
and  in  South  East  Texas,  26%  high- 
er (Table  2).  In  two  regions.  Coastal 
Bend  and  Alamo,  black  women  had 
significant  excesses  of  73%  and 
30%  respectively.  Rates  in  women 
were  less  than  one  third  of  the  rates 
in  men.  Mexican-American  women 
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Fig  2.  Regional  variation  in  mortality  from  lung  cancer  in  males,  1977-1986. 


* And  10%  or  more  above  state  rate 


t And  10%  or  more  below  state  rate 


had  the  lowest  rates  of  lung  cancer 
mortality  in  the  state. 

Analysis  of  data  on  lung  cancer  in- 
cidence from  the  Cancer  Registry  Di- 
vision confirms  the  mortality  patterns 
of  lung  cancer  along  the  Gulf  Coast 
(Table  3).  Anglo  men  and  women  and 
black  men  had  much  higher  incidence 
rates  in  the  Gulf  Coast  region  than  in 
other  areas  of  Texas  and  the  US. 
There  were  no  excesses  for  black 
women  in  this  region. 

Recent  trends  in  cigarette  smok- 
ing among  the  Texas  population  are 
shown  in  Fig  4.  Among  the  Anglo 
population,  women  now  smoke  as 


much  as  men,  whose  rates  have  de- 
clined. Black  men  have  consistently 
the  highest  cigarette  smoking  rates 
of  any  group.  Rates  among  Mexi- 
can-American  men  were  as  high  as 
rates  among  black  men  but  ap- 
peared to  have  declined  in  1987. 
Mexican-American  women  smoke 
the  least  of  any  group.  Further  ex- 
amination of  the  data  showed  that  a 
higher  proportion  of  Anglo  men 
(9.8%)  and  women  (6.0%)  smoked 
more  heavily  (two  or  more  packs  a 
day)  than  other  groups.  Blacks  and 
Mexican-Americans  account  for  less 
than  3%  of  heavy  smokers  in  Texas. 


Table  2.  State  planning  regions  with  excess  mortality  from  lung  cancer  in  women  by  race  and 
ethnicity,  1977-1986. 


Anglo 


Region 

Rate  per 
100,000 

Excess  (%) 

Deaths 
per  Year 

Excess 

Deaths/Year 

Houston-Galveston  (16) 

29.87 

40 

315.8 

90.2 

Coastal  Bend  (20) 

29.14 

36 

44.5 

11.8 

South  East  Texas  (15) 

26.96 

26 

47.8 

9.9 

Concho  Valley  (10) 

25.04 

17 

19.2 

2.8 

West  Texas  (8) 

24.98 

17 

28.8 

4.2 

Alamo  (18) 

24.12 

13 

112.9 

13.0 

North  Central  (4) 

23.70 

11 

336.5 

33.3 

Black 

Rate  per 

Deaths 

Excess 

Region 

100,000 

Excess  (%) 

per  Year 

Deaths/Year 

Coastal  Bend  (20) 

37.11 

73 

3.5 

1.5 

Alamo  (18) 

27.89 

30 

10.8 

2.5 

Age-adjusted  rate  for  state:  21.36  per  100,000. 


Breast  cancer 

Regions  in  Texas  with  a significant 
10%  or  greater  excess  in  breast  can- 
cer mortality  among  Anglo'  women 
were  the  West  Texas,  Alamo,  and 
Houston-Galveston  areas  (Fig  5). 
Death  rates  among  Anglo  women 
were  14%  to  15%  higher  in  these 
regions  than  in  the  state  (Table  4). 
In  no  regions  of  the  state  did 
significant  excesses  of  10%  or  more 
occur  among  Mexican-American 
women.  Black  women  had  excess 
mortality  from  breast  cancer  in  four 
regions:  West  Texas  (89%  excess). 
South  East  Texas,  Houston-Galves- 
ton, and  North  Central  Texas. 

Data  on  the  incidence  of  breast 
cancer  in  Texas  women  is  shown  in 
Table  5.  In  the  West  Texas  and  the 
Alamo  regions,  the  incidence  was 
highest  in  Anglo  women.  In  South 
East  Texas,  black  women  had  higher 
rates  than  Anglo  women.  Mexican- 
American  women  in  the  West  Texas 
and  Alamo  regions  had  the  lowest 
rates.  Data  from  the  State  Cancer 
Registry  indicate  that  black  women 
were  diagnosed  at  a later  stage  of  dis- 
ease since  the  percentage  of  in  situ 
cases  among  black  women  (2.5%) 
was  lower  than  that  for  Anglo  wom- 
en (4.5%)  (Eig  6).  In  Texas,  79%  of 
black  women  who  are  45  years  or 
older  have  never  had  a mammogram 
compared  to  56%  of  Anglo  women. 
The  percentage  among  Mexican- 
American  women  (75.2%)  was  near- 
ly as  high  as  that  for  black  women. 
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Table  3.  Age-adjusted  incidence  rates’^  of  lung  cancer  for  regions  of  Texas  and  United  States. 


Deep  and  South 
East  Texas 
(1985) 

Alamo  and  Middle 
Rio  Grande 
(1976-1980) 

West  Texas 
(1976-1984) 

United  States 
(1985) 

Male 

115.8 

74.9 

61.8 

82.6 

Anglo 

109.5 

84.7 

75.7 

80.5 

Black 

153.6 

113.5 

80.9 

124.7 

Female 

40.8 

23.1 

22.5 

34.7 

Anglo 

45.2 

27.2 

28.9 

35.2 

Black 

18.4 

23.2 

18.4 

38.4 

*■  Rates  are  expressed  per  100,000. 


Cervical  cancer 

Mortality  caused  by  cervical  cancer 
among  Mexican-American  women 
ranged  from  38%  higher  in  West 
Texas  to  116%  higher  in  the  Golden 
Crescent  (Fig  7 and  Table  6).  Risks 
for  black  women  were  even  higher, 
ranging  from  an  excess  of  63%  in 
South  East  Texas  to  313%  in  the 
Nortex  region.  Anglo  women  in  all 
regions  experienced  no  excesses. 

Incidence  rates  of  primary  malig- 
nant (invasive)  cervical  cancer  were 
two  to  two-and-a-half  times  higher 
in  Mexican-American  and  black 
women  than  in  Anglo  women  (Table 
5).  However,  approximately  50%  of 
cervical  cancer  cases  were  staged  in 
situ  (noninvasive)  in  Mexican-Amer- 
ican and  black  women  in  the  three 
regions  compared  with  68%  in  An- 
glo women  (Fig  6).  Data  from  the 
HHANES  survey  indicate  that  Mex- 
ican-American women  in  Texas  who 
are  45  years  or  older  are  less  likely 
to  have  had  a Pap  smear  than  are 
other  US  women  (Fig  8). 


Discussion 

Two  features  emerged  from  the  geo- 
graphic maps  of  mortality  caused  by 
lung  cancer:  lung  cancer  is  largely  an 
urban  problem,  and  excessive  rates 
predominate  in  the  Gulf  Coast  re- 
gions among  Anglo  and  black  men. 
The  high  lung  cancer  rates  along  the 
Gulf  Coast  have  been  noted  by  oth- 
ers and  are  postulated  to  be  related 
to  the  heavy  concentration  of 
petroleum  and  chemical  industries  in 
the  area  (8).  In  these  regions,  the 
proportion  of  the  mortality  from 
lung  cancer  attributable  to  cigarette 
smoking,  occupational  or  environ- 
mental exposures,  or  other  factors, 
is  not  known;  however,  employee 
education  programs  designed  to  re- 
duce cigarette  smoking  together 
with  reductions  in  occupational  ex- 
posures may  have  the  most  potential 
for  lowering  lung  cancer  rates. 


Because  of  the  long  latency  be- 
tween exposure  and  lung  cancer, 
mortality  or  incidence  data  are  not  as 
useful  for  placement  of  smoking  ces- 
sation programs  because  the  cigarette 
smoking  that  caused  the  excessive 
mortality  occurred  two  or  three 
decades  earlier.  Although  mortality 
and  incidence  data  showed  lower 
rates  of  lung  cancer  among  the  state’s 
Mexican-American  population,  past 
surveys  indicated  that  smoking  rates 
in  Mexican-American  men  equal  or 
exceed  rates  in  Anglo  men.  Black 
men  in  Texas  have  had  consistently 
high  rates  of  cigarette  smoking,  even 
in  an  era  in  which  tobacco  use  has 
declined  in  the  general  population. 
While  smoking  cessation  programs, 
particularly  at  the  work  site,  should 
be  directed  toward  all  groups,  the 
data  indicate  that  special  efforts  tar- 
geted to  minority  men  have  great  po- 
tential to  further  reduce  the  burden 
of  lung  cancer  in  Texas. 


Fig  3.  Regional  variation  in  mortality  from  lung  cancer  in  females,  1977-1986. 
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Fig  4.  Trends  in  cigarette  smoking  among  Texans  by  race  and  ethnicity,  1982-1987. 
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Many  studies  have  shown  how 
effectively  screening  mammography 
has  reduced  mortality  from  breast 
cancer.  The  use  of  mammography 
and  clinical  breast  examination  can 
reduce  this  mortality  by  30%  among 
women  who  are  50  years  and  older 
(9).  Use  of  the  Pap  test  is  even  more 
effective,  reducing  mortality  from 
cancer  of  the  cervix  by  as  much  as 
75%  (10).  Staging  and  mortality 
data  on  breast  and  cervical  cancers 
clearly  indicate  that  older  Mexican- 
American  and  black  women  in 
Texas  are  underutilizing  mammo- 
grams and  Pap  tests  and  that  these 
populations  would  benefit  from  in- 
terventions that  reduce  barriers  to 
such  preventive  measures.  According 
to  the  data  provided,  screening  pro- 


grams for  breast  cancer  targeted  to 
women  in  the  Houston-Galveston 
region  have  the  greatest  potential  for 
reducing  deaths.  The  Alamo,  Hous- 
ton-Galveston, and  Lower  Rio 
Grande  regions  show  the  greatest 
need  for  screening  programs  for  cer- 
vical cancer. 

Racial  and  ethnic  differences  in 
the  use  of  preventive  procedures 
may  be  economic,  cultural,  or  due  to 
lack  of  available  health  care.  In 
1987,  Trevino  and  Ray  reported 
that  40%  of  Mexican-Americans  in 
Texas  have  neither  private  nor  pub- 
lic health  insurance  coverage  (11). 
The  low  rates  of  private  health  in- 
surance coverage  among  Mexican- 
Americans  may  result  from  their  low 
income  and  their  employment  in 


Fig  5.  Regional  variation  in  mortality  from  breast  cancer  in  females,  1977-1986. 
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firms  that  do  not  provide  such  insur- 
ance. Other  data  indicate  that  the 
racial  and  ethnic  differences  in  uti- 
lization may  not  be  solely  economic; 
cultural  barriers  also  need  to  be  ad- 
dressed in  any  intervention  strategy. 

The  primary  objective  in  present- 
ing these  data  was  to  provide  base- 
line information  to  set  targets  and 
priorities  for  program,  planning.  Tar- 
geting and  evaluating  the  effective- 
ness of  screening  programs  for  breast 
and  cervical  cancers  is  enhanced 
when  data  are  specific  for  race  and 
ethnicity  as  well  as  for  regions.  The 
magnitude  of  the  cancer  problem 
among  the  state’s  subpopulations  be- 
comes evident  when  rates  for  a par- 
ticular ethnic  group  in  a particular 
region  are  compared  to  a state  “aver- 
age.” This  advantage  is  lost  if  rates 
are  adjusted  for  race  and  ethnicity. 

Placement  of  intervention  pro- 
grams must  be  based  both  on  excess 
risk  and  on  the  number  of  persons 
who  can  be  reached.  Intervention 
programs  in  regions  with  large  ex- 
cesses but  few  people  are  not  as  ef- 
fective as  programs  in  regions  with 


Not  calculated 
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Table  4.  State  planning  regions  with  excess  mortality  from  breast  cancer  in  women  by  race  and 
ethnicity,  1977-1986. 


Anglo 


Rate  per 

Deaths 

Excess 

Region 

100,000 

Excess  (%) 

per  Year 

DeathsA'ear 

West  Texas  (8) 

25.65 

15 

29.5 

3.8 

Alamo  (18) 

25.46 

14 

116.7 

14.3 

Houston-Galveston  (16) 

25.42 

14 

278.5 

34.2 

Black 

Rate  per 

Deaths 

Excess 

Region 

100,000 

Excess  (%) 

per  Year 

DeathsA’ear 

West  Texas  (8) 

42.02 

89 

1.6 

0.8 

South  East  Texas  (15) 

29.20 

31 

11.7 

2.8 

Houston-Galveston  (16) 

27.62 

24 

68.6 

13.3 

North  Central  (4) 

25.97 

17 

49.3 

7.2 

Age-adjusted  rate  for  state:  22.26  per  100,000. 


moderate  excesses  and  larger  popula- 
tions. A measure  that  combines  ex- 
cess risk  and  number  of  persons  and 
provides  an  idea  of  the  potential  im- 
pact of  intervention  strategies  was 
given  by  the  number  of  excess  deaths 
per  year.  This  number  is  based  on  the 
somewhat  arbitrary  assumption  of 
bringing  the  regional  rate  down  to 
the  state  average  and  should  be  re- 
garded only  as  a tool  to  identify  and 
rank  regions  in  need  of  cancer  pre- 
vention programs.  This  applies  clear- 
ly to  cervical  cancer;  all  deaths  from 
cervical  cancer  are  preventable — not 
just  those  that  are  in  “excess.”  As  a 
group,  Texas  women  have  higher 


risks  of  cervical  cancer  death  com- 
pared to  other  US  women.  In  a state 
with  competing  priorities,  however, 
programs  to  increase  the  use  of  Pap 
tests  among  low-income,  low-educa- 
tion older  women  may  offer  the 
greatest  benefit. 

To  achieve  major  reductions  in 
cancer  mortality,  we  identified 
specific  regions  and  groups  in  Texas 
for  increased  efforts  in  cancer  pre- 
vention and  detection.  By  basing 
these  efforts  on  state-specific  data, 
Texas  can  achieve  and  monitor 
progress  toward  the  NCI’s  goal  of  a 
50%  reduction  in  cancer  mortality 
by  the  year  2000.  The  data  provided 


Fig  6.  Proportion  of  breast  and  cervical  cancer  cases  diagnosed  in  situ,  Texas  and  United 
States. 

100  


Anglo  Black  Hispanic  Anglo  Black  Hispanic 
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in  this  study  are  being  used  by  the 
Texas  Department  of  Health  with 
funds  from  the  NCI  to  support  two 
community-based  interventions  to 
improve  early  detection  of  breast 
and  cervical  cancers  among  Mexi- 
can-American  women  in  the  Coastal 
Bend  and  black  women  in  the  Hous- 
ton-Galveston  region.  Administra- 
tive authority  rests  with  the  Galves- 
ton County  Health  District  and  the 
Corpus  Christi-Nueces  County  De- 
partment of  Public  Health.  Providers 
of  health  care  and  educators  are  en- 
couraged to  use  these  data  to  sup- 
port interventions  aimed  at  preven- 
tion and  cessation  of  smoking  and  at 
screening  in  other  locations. 


Table  5.  Age-adjusted  incidence  rates*'  for  breast  and  cervical  cancers  by  race  and  ethnicity  in 
Texas  regions. 


Deep  and  South 

East  Texas 
(1985) 

Alamo  and  Middle 

Rio  Grande 
(1976-1980) 

West  Texas 
(1976-1984) 

Breast  cancer 

Anglo 

62.7 

82.1 

80.4 

Mexican-American 

— 

55.6 

58.1 

Black 

78.5 

63.0 

■ — 

Cervical  cancer 

Anglo 

10.4 

10.7 

11.0 

Mexican-American 

— 

26.2 

23.0 

Black 

16.0 

21.7 

— 

*■  Rates  are  per  100,000. 

Rates  were  not  calculated  for  fewer  than  five  cases. 

Table  6.  State  planning  regions  with  excess 
1977-1986. 

mortality  from  cervical  cancer  by  race 

Mexican-American 

and  ethnicity. 

Region 

Rate  per 
100,000 

Excess  (%) 

Deaths 
per  Year 

Excess 

DeathsA'ear 

Golden  Crescent  (17) 

7.86 

116 

1.2 

0.6 

Middle  Rio  Grande  (24) 

7.48 

106 

2.6 

1.3 

Houston-Galveston  (16) 

6.90 

90 

8.4 

4.0 

Alamo  (18) 

6.56 

80 

13.3 

5.9 

Lower  Rio  Grande  (21) 

6.36 

75 

9.4 

4.0 

Coastal  Bend  (20) 

5.77 

58 

5.5 

2.0 

Capitol  (12) 

5.69 

56 

2.0 

0.7 

South  Texas  ( 19) 

5.65 

55 

3.4 

1.2 

West  Texas  (8) 

5.03 

38 

5.8 

1.6 

Black 

Region 

Rate  per 
100,000 

Excess  (%) 

Deaths 
per  Year 

Excess 

DeathsA'ear 

Nortex  (3) 

15.05 

313 

1.0 

0.8 

Ark-Tex  (5) 

11.47 

215 

2.7 

1.8 

Heart  of  Texas  (11) 

9.73 

167 

2.2 

1.4 

North  Central  (4) 

9.10 

150 

17.5 

10.5 

Brazos  Valley  (13) 

8.95 

146 

2.2 

1.3 

Deep  East  ( 14) 

8.73 

140 

2.2 

1.3 

Houston-Galveston  (16) 

8.11 

123 

20.9 

11.5 

East  Texas  (6) 

7.58 

108 

4.9 

2.5 

South  East  Texas  (15) 

5.94 

63 

2.4 

0.9 

Age-adjusted  rate  for  state:  3.64  per  100,000. 
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Fig  7.  Regional  variation  in  mortality  from  cervical  cancer,  1977-1986. 


Mexican- Americans 


And  10%  or  more  above  state  rate 


t And  10%  or  more  below  state  rate 


Fig  8.  Comparison  of  Mexican-American  women  in  Texas  with  US  women  who  have 
never  had  a Pap  test,  1982. 
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The  suspicion  that  physicians  in  this 
community  know  little  about  current 
events  in  American  medical  socioeco- 
nomics and  politics  led  to  a survey  of 
the  local  medical  society  member- 
ship. The  results  showed  a discour- 
aging lack  of  knowledge  about  infor- 
mation that  is  readily  available  to 
physicians.  We  concluded  that  cur- 
rent methods  for  educating  physi- 
cians in  these  subjects  are  largely  in- 
effective. Live,  as  opposed  to  printed, 
presentations  at  local,  state,  and  spe- 
cialty medical  society  meetings  may 
be  more  effective  in  educating,  and 
thereby  involving,  physicians  in  the 
critical  political  and  economic  issues 
presently  facing  them. 


The  authors.  Neuro- 
surgical Associates 
of  Texarkana,  1001 
Main,  Texarkana,  TX 
75501. 


The  “incompleat”  physicians:  community 
physicians’  lack  of  knowledge  of  medical 
socioeconomics  and  politics 

George  L.  Bohmfalk,  MD 
Freddie  L.  Contreras,  MD 


The  relationship  between  the 
Medicare  program  and  physi- 
cians is  undergoing  major  re- 
structuring. Never  before  have  such 
fundamental  alterations  as  fixed-fee 
schedules,  expenditure  targets,  and 
mandatory  assignment  been  viable 
considerations.  Where  applicable, 
successful  innovations  will  probably 
be  adopted  by  private  insurers.  It 
seems  appropriate  for  physicians  to 
be  aware  of  the  process  leading  to 
these  changes. 

Many  physicians  are  poorly  orga- 
nized for  purposes  that  are  not  relat- 
ed to  patient  care.  They  appear  to 
have  tolerated  the  periodic,  compar- 
atively minor  changes  in  Medicare 
policy  over  the  years  with  little  more 
than  irritation  and  some  ignorance. 
Inasmuch  as  physicians  are  as  likely 
as  any  other  worker  to  be  concerned 
with  the  financial  aspects  of  their  en- 
deavors, we  might  assume  that 
physicians  have  availed  themselves 
of  readily  accessible  information  re- 
garding these  proposed  changes. 

To  determine  the  extent  to  which 
one  community’s  physicians  are 
knowledgeable  regarding  current  so- 
cioeconomic events  in  medicine,  we 
surveyed  county  medical  society 
members  who  are  actively  engaged  in 
clinical  practice.  We  considered  that 
a result  demonstrating  a high  level  of 
knowledge  would  be  reassuring  and 
would  validate  the  extensive  efforts 
of  medical  organizations  to  educate 
their  members  about  these  issues.  On 
the  other  hand,  a result  indicating  a 
low  level  of  knowledge  would  sug- 
gest that  these  efforts  have  been  at 
least  partly  in  vain. 

Methods 

A 24-question  survey  (Fig  1)  was 
mailed  to  the  140  members  of  the 
Bowie-Miller  County  Medical  Soci- 


ety who  were  engaged  in  clinical 
practice  in  April  1989.  Approximate- 
ly 15  practicing  physicians  in  the  two 
counties  (10%)  are  not  members  of 
the  joint  medical  society.  Ninety  per- 
cent of  the  medical  society  members 
belong  also  to  the  AMA.  A letter  ac- 
companying the  survey  form  ex- 
plained its  purpose  and  encouraged 
the  respondents  to  complete  it  with- 
out referring  to  other  sources  of  in- 
formation. While  formulating  ideas 
for  the  survey,  the  authors  had  casu- 
ally asked  a few  of  their  colleagues 
some  of  the  questions.  Their  surpris- 
ing lack  of  information  prompted 
them  to  proceed  with  the  more  ex- 
tensive, formalized  inquiry.  The  sur- 
vey asked  those  previously  ques- 
tioned to  so  indicate,  so  that  any 
skew  produced  by  their  heightened 
awareness  might  be  considered  in  the 
interpretation  of  results. 

After  only  54  surveys  (39%  of 
those  sent)  were  returned,  we  polled 
the  physicians  personally  to  obtain 
more  complete  data.  In  the  interim, 
the  medical  society  met  in  Septem- 
ber and  a “Medicare  primer”  pro- 
gram was  presented.  Afterwards,  we 
contacted  the  physicians,  either  by 
telephone  or  in  person,  at  the  hospi- 
tals or  in  their  offices.  Three  physi- 
cians were  unavailable  for  this  sec- 
ond survey.  Those  who  said  they 
had  returned  the  mailed  survey  were 
asked  to  answer  the  original  ques- 
tions again.  In  addition,  each  physi- 
cian was  asked  whether  he  or  she 
had  attended  the  medical  society 
program  in  September.  Further, 
those  who  had  either  not  returned 
the  survey  or  attended  the  medical 
society  program  were  asked  why 
they  had  not.  Unlike  the  initial  sur- 
vey that  was  anonymous  and  asked 
for  no  information  about  practice 
demographics,  the  follow-up  survey 
did  seek  such  data  (Fig  2). 
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The  questions  were  designed  to 
sample  knowledge  of  individuals, 
organizations,  facts,  and  events  that 
had  been  prominently  and  frequent- 
ly featured  in  news  items  throughout 
the  preceding  year  in  both  the  lay 
and  the  medical  media.  As  a control 
to  the  availability  of  this  informa- 
tion, a few  recent  issues  of  JAMA 
and  its  corresponding  newspaper 
mailed  to  all  American  Medical  As- 
sociation (AMA)  members,  the 
American  Medical  News,  were  se- 
lected at  random.  The  answers  to 
nearly  all  the  questions  were  includ- 
ed in  those  issues.  A few  questions 
have  particular  interest  for  Texas 
and  Arkansas  physicians,  but  most 
were  believed  to  be  of  interest  to 
physicians  throughout  the  country. 

The  54  survey  forms  initially  re- 
turned were  analyzed,  and  the  137 
results  of  the  follow-up  survey, 
which  followed  the  medical  society’s 
“Medicare  primer”  program,  were 
studied  separately.  The  scores  of  the 
physicians  who  indicated  they  had 
returned  the  original  surveys  were 
then  compared  with  the  scores  of 
those  who  had  not.  For  those  who 
both  returned  the  first  survey  and  at- 
tended the  “Medicare  primer,” 
scores  were  compared  before  and  af- 
ter the  Medicare  program.  Further 
analysis  was  done  to  study  which 
demographic  factors  might  be  asso- 
ciated with  high  or  low  scores. 

Results 

On  the  first  survey,  the  54  respon- 
dents achieved  a mean  score  of  32% 
(range  0 to  85%).  Only  three  indi- 
viduals (6%)  made  “passing”  scores 
of  70%  or  greater.  The  scores  for 
the  four  subjects  of  our  initial  casual 
questioning  averaged  31%  (range 
11%  to  61%),  indicating  that  this 


Fig  1.  Survey  questions,  answers,  and  correct 

A: 

MD,  recent  head  HCFA,  White  House  ad- 

responses*  (%). 

visor  on  health  policy  (at  time  of  study) 

3,2 

Q: 

What  does  HCFA  mean? 

A: 

Flealth  Care  Financing  Administration 

Q: 

Who  is  Otis  Bowen? 

70,  51 

A: 

Reagan’s  Secretary  of  Health  &c  Human 
Services 

Q: 

Of  which  larger  body  is  it  a department? 

19,  22 

A; 

Department  of  Health  and  Human  Services 
59,  51 

Q: 

What  major  medical  group  recently  pro- 
posed its  own  “deal,”  separate  from 

Q: 

What  is  the  Physician  PRC? 

the  AMA’s,  to  Congress  for  Medicare 

A: 

Physician  Payment  Review  Commission 

reimbursements? 

19,  18 

A: 

American  College  of  Surgeons 

42,  42 

Q: 

Where  did  it  come  from? 

A: 

Created  by  Congress 

Q: 

About  what  per  cent  of  the  US  GNP  is 

7,  17 

A: 

spent  on  health  care? 

11%  (10%  to  12%) 

Q: 

How  many  physicians  and  other  persons 
are  on  it? 

54,  53 

A: 

6 and  7 

Q: 

How  about  in  England? 

7,  7;  7 ,7 

A: 

8%  (7%  to  9%) 

22,  25 

Q: 

Are  any  of  those  from  Texas  or  Arkansas? 

A: 

Yes,  JB  Brame,  Texas 

Q: 

About  how  many  Americans  are  said  to 

9,21 

A: 

have  no  health  insurance? 

37  million  (31  to  40  million;  13%  to 

Q: 

Who  is  Louis  Sullivan? 

20%) 

A: 

New  Secretary  of  Health  & Human 
Services 

18,42 

27,38 

Q: 

About  how  many  Americans  are  there? 

A: 

225  million  (200  to  250  million) 

Q: 

Who  is  William  Hsiao? 

72,  85 

A: 

Harvard  economist;  developed  Resource 
Based  Relative  Value  Scale 

Q: 

What  is  meant  by  “means-testing” 

61,46 

A: 

Medicare  benefits? 

Linking  benefits  to  one’s  ability  to  pay. 

Q: 

Who  is  Fortney  “Pete”  Stark? 

as  with  Medicaid 

A: 

Democratic  Representative  from  California 
44,55 

41,  32 

Q: 

What  important  chairmanship  that  re- 

Q: 

What  has  he  recently  proposed? 

lates  to  Medicare  funding  does  Lloyd 

A; 

Prohibiting  patient  referrals  to  facilities 

Bentsen  hold? 

in  which  referring  party  has  financial 

A: 

Senate  Finance  Committee 

interest 

37,28 

20,26 

Q: 

Have  you  written  to  any  US  con- 

Q: 

Who  is  Jim  Bob  Brame? 

gressperson  about  health  issues  in  the 

A: 

Texas  MD,  member  of  PPRC 

last  two  years? 

6,  33 

A: 

Yes 

31,40 

Q: 

What  does  MAAC  stand  for? 

A: 

Maximum  Allowable  Actual  Charge 

M 

nswers  in  parentheses  give  ranges  for 

27,6 

which  credit  was  given.  Paired  numbers  indi- 
cate percent  answered  correctly  in  first  and 

Q: 

Who  is  William  Roper? 

second  surveys,  respectively. 
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Fig  2.  Additional  questions  asked  in  the  follow-up  survey. 

Practice  arrangement;  Solo,  small  group,  or  clinic? 

Specialty:  Family  practice,  Ob/Gyn,  Surgery/surgical  specialty.  Internal  medicine/medical  spe- 
cialty, Radiology/ Anesthesiology/Pathology,  Psychiatry,  Pediatrics? 

Years  in  practice? 

Did  you  return  the  original  survey?  If  not,  why  not? 

Did  you  attend  the  Medical  Society  Medicare  meeting?  If  not,  why  not? 


limited  prior  testing  did  not  skew 
the  overall  results. 

On  the  more  complete,  person- 
to-person  follow-up  survey  conduct- 
ed over  a few  weeks  after  the  medi- 
cal society’s  “Medicare  primer” 
program,  the  mean  score  of  35.6% 
exceeded  only  slightly  the  result  of 
the  first  survey  (range  0 to  95%).  As 
would  be  expected,  we  found  a posi- 
tive trend  between  level  of  interest, 
as  demonstrated  by  willingness  to 
complete  the  original  survey  and/or 
attend  the  Medicare  program,  and 
scores  (Table  1).  Of  the  54  who  in- 
dicated that  they  did  not  return  the 
first  survey,  26  said  they  did  not  do 
so  because  they  knew  essentially 
none  of  the  answers  and  were  em- 
barrassed to  acknowledge  that,  even 
on  an  anonymous  survey. 

Mean  scores  of  various  groupings 
of  physicians  were  compared  to  look 
for  characteristics  that  might  relate 
to  particularly  high  or  low  scores. 
For  specialty  groupings,  seven  cate- 
gories were  compared  (Table  2).  All 
surgical  or  medical  specialists  were 
included  with  “Surgeons”  or  “In- 
ternists.” Radiologists,  anesthesiolo- 
gists, and  pathologists  were  “bun- 
dled” together  because  those 
specialties  have  been  grouped  to- 
gether previously  as  a target  for 


Medicare  physician  DRG  payments, 
and  we  believed,  accordingly,  that 
physicians  in  those  specialties  might 
share  common  levels  of  interest  in 
these  socioeconomic  issues.  Sur- 
geons, internists,  and  the  combined 
radiologist-anesthesiologist-patholo- 
gist group  made  nearly  identical 
mean  scores  of  40%.  The  psychia- 
trists achieved  the  highest  mean 
score  of  66%,  but  their  group  com- 
prised only  two  physicians.  The  pe- 
diatricians, who  are  least  involved 
with  Medicare  patients,  made  the 
lowest  mean  score  of  9%.  Family 
physicians  and  ob/gyn  specialists 
had  similar  mean  scores,  22.5%  and 
25%,  respectively. 

We  found  no  large  differences  of 
mean  scores  among  physicians  prac- 
ticing solo  (36.4%),  in  small  groups 
(37%),  or  in  the  three  large  multi- 
specialty clinics  (33%)  (Table  3). 
Also,  we  saw  no  differences  based 
on  number  of  years  in  practice 
(Table  4).  Characteristics  of  the  17 
physicians  who  scored  less  than 
10%  and  of  the  15  who  scored  over 
70%  were  examined  (Table  5). 
There  were  no  differences  in  lengths 
of  practice  for  those  extreme  groups. 
Four  pediatricians  and  no  psychia- 
trists or  radiology-anesthesiology- 
pathology  physicians  were  in  the 


group  that  scored  poorly;  no  pedia- 
tricians or  ob/gyn  specialists  were  in 
the  “passing”  group.  Few  of  those  in 
the  lowest-scoring  group  either  re- 
turned the  first  survey  or  attended 
the  Medicare  program,  and  most  of 
the  high  scorers  did  both. 

The  total  group  scores  for  each 
question  in  the  two  surveys  were 
then  compared  (Fig  1).  Scores  dif- 
fered substantially  for  only  six  of  the 
questions  between  the  two  surveys. 
Therefore,  the  scores  discussed  in 
the  following  section  are  those  ob- 
tained on  the  second  survey,  unless 
otherwise  specified. 

The  question  that  was  most  often 
answered  correctly  asked  the  size  of 
the  population  of  the  United  States. 
Answers  between  200  and  250  mil- 
lion were  accepted,  and  85%  of  re- 
sponses fell  into  this  range.  The  next 
most-known  question  asked  what 
the  initials  “HCFA”  represent.  Mi- 
nor deviations,  such  as  “Finance” 
instead  of  “Financing”  and  “Agen- 
cy” instead  of  “Administration,” 
were  allowed.  The  answers  of 
“Health  Care  Financing  Administra- 
tion” or  of  accepted  variations  was 
given  by  70%  on  the  first  survey  but 
only  by  51%  on  the  second.  Includ- 
ing credit  for  responses  such  as 
“HEW”  and  “Department  of 
Health,”  51%  knew  that  HCFA  was 
a subdivision  of  the  Department  of 
Health  and  Human  Services  (HHS). 
The  next  most  often  known  ques- 
tion asked  the  physician  to  identify 
Fortney  “Pete”  Stark;  55%  recog- 
nized him  as  a California  representa- 
tive, but  only  half  of  those  knew  of 
his  proposal  to  prohibit  referral  of 
patients  to  laboratories,  scanners, 
and  other  health-care  facilities  in 
which  the  referring  physician  has 
some  financial  interest. 

At  the  other  extreme,  only  one 
person  in  the  first  survey  identified 


Table  1.  Mean  scores  of  follow-up  survey  related  to  completion  of  first  survey  and  attendance  at 
medical  society  program. 


Response 

Number  (n  = 137) 

Score  (%) 

Actually  returned  first  survey 

45 

31 

Believed  returned  first  survey 

71 

44 

Know  did  not  return  first  survey 

49 

26 

Attended  medical  society  program 

46 

46 

Did  not  attend  program 

91 

30 

Returned  survey  & attended  medical  society  program 

30 

50 

Neither  attended  program  nor  returned  survey 

36 

24 

80 
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Table  2.  Mean  scores  of  physician  specialty  groups. 


Specialty 

Number  (n  = 137) 

Score  (%) 

Pediatricians 

7 

9.1 

Family  practitioners 

17 

22.5 

Ob/Gyn 

13 

25.0 

Internists 

35 

40.3 

Radiologists/anesthesiologists/pathologists 

26 

40.5 

Surgeons 

37 

40.8 

Psychiatrists 

2 

66.0 

Table  3.  Mean  scores  by  practice  arrangement. 

Type  of  arrangement 

Number  (n  =137) 

Score  (%) 

Solo  practice 

43 

36.4 

Small  groups 

43 

37.0 

Multispecialty  clinics 

51 

33.0 

Jim  Bob  Brame  as  a physician  mem- 
ber of  the  Physician  Payment  Review 
Commission  (PPRC),  while  three 
others  (5%)  remembered  him  as  a 
past  president  of  the  Texas  Medical 
Association.  In  the  second  survey,  Dr 
Brame’s  name  recognition  increased 
to  33%.  Only  18%  of  the  physicians 
in  either  survey  knew  what  PPRC 
stands  for,  and  7%  knew  both  that 
six  physicians  and  seven  nonphysi- 
cians were  serving  on  it  at  the  time  of 
the  surveys.  Only  7%  in  the  first  sur- 
vey knew  that  the  PPRC  was  created 
by  Congress;  by  the  second  survey, 
that  knowledge  had  increased  to 
17%.  Five  respondents  (9%)  in  the 
first  survey  agreed  that  one  of  the  13 
members  was  from  Texas  or 
Arkansas,  whereas  21%  knew  that 
by  the  second  survey. 

While  19%  of  respondents  recog- 
nized William  Roper  as  having  had 
some  association  with  HCFA,  only 
three  (2%)  noted  that  he  was,  at  the 
time  of  the  surveys,  serving  as  health 
policy  adviser  in  the  Bush  White 
House.  Roper’s  former  chief,  former 
HHS  Secretary  Otis  Bowen,  was 
identified  by  22%  of  respondents, 
most  of  whom  believed  him  still  to 


be  in  office.  Dr  Bowen’s  replace- 
ment, Louis  Sullivan,  was  identified 
by  38%,  but  many  stated  that  his 
office  was  the  Department  of 
H ealth.  Education,  and  Welfare 
(HEW),  which  was  divided  in  1979 
into  two  separate  departments,  one 
of  Education  and  the  other  of 
Health  and  Human  Services. 

While  63%  of  the  responding 
physicians  knew  that  MAAC  had 
something  to  do  with  either  “maxi- 
mum,” “allowable,”  “actual,”  or 
“charge,”  only  6%  accurately  named 
the  Medicare-mandated  fee.  Eorty- 
two  percent  were  aware  that  the 
American  College  of  Surgeons  had 
proposed  its  own  “deal”  to  Congress 
in  an  attempt  to  avoid  inclusion  in 
the  Medicare  Resource  Based  Rela- 
tive Value  Scale  plan  recommended 
by  the  PPRC.  Eifty-three  percent  of 
respondents  knew  that  between  10% 
and  12%  of  the  US  Gross  National 
Product  (GNP)  is  spent  on  health 
care,  but  only  25%  knew  that  Great 
Britain  spends  just  between  7%  and 
9%  of  its  GNP  on  health.  In  the  first 
survey,  only  18%  realized  that  be- 
tween 35  to  40  million  US  citizens 
have  no  health  insurance.  By  the  sec- 


Table 4.  Mean  scores  by  years  in  practice  (mean  = 13.3  yrs). 


Years  in  practice 

Number  (n  = 137) 

Score  (%) 

0-5 

29 

35.4 

6-10 

34 

38.9 

11-20 

46 

33.5 

>20 

27 

33.4 

ond  survey,  42%  approximated  that 
answer.  Einally,  32%  had  some  con- 
cept of  what  “means  testing”  implies, 
and  28%  knew  that  Texan  Lloyd 
Bentsen  is  chairman  of  the  Senate  Pi- 
nance  Committee,  where  such  issues 
as  means  testing  for  Medicare  are  of- 
ten debated.  Pifty-five  physicians 
(40%)  indicated  that  they  had  writ- 
ten to  a US  congressperson  about  a 
health  issue  in  the  past  two  years; 
their  mean  score  was  42%,  nearly 
identical  to  their  group’s  score  on  the 
first  survey. 

Discussion 

The  authors  are  full-time,  practicing, 
community-based  surgical  special- 
ists, with  no  special  training  in  sur- 
vey techniques.  This  was  a casual 
study  of  a broad  question  about 
physician  awareness,  without  scien- 
tific scrutiny  of  each  question’s  va- 
lidity or  tests  for  the  results’  values. 
No  attempts  were  made  to  deter- 
mine whether  Texarkana  physicians 
are  representative  of  all  physicians  in 
the  country  with  respect  to  their  de- 
grees of  sophistication  or  interest  in 
medical  socioeconomic  matters. 
While  not  a university  medical  com- 
plex, the  Texarkana  medical  com- 
munity is  a progressive  regional  re- 
ferral center.  There  is  nothing  unique 
about  Texarkana  to  have  produced 
an  unusually  strong  interest  in  or  ap- 
athy toward  these  topics.  Its  physi- 
cians are  probably  no  more  nor  less 
concerned  about  or  active  in  com- 
munity and  political  activities  than 
are  physicians  in  most  areas  of  the 
country.  We  surmise  that  these  re- 
sults would  be  reproducible  in  other 
medical  societies. 

Many  physicians  are  inclined  to 
complain  about  government  interven- 
tion in  medicine,  and  some  are  quick 
to  offer  simplistic  suggestions  to  com- 
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Table  5.  Characteristics  of  highest  and  lowest  scoring  physicians. 


Scored  <10% 

(n=  17) 

Scored  >70% 

(n=  15) 

Family  practitioners 

6 

1 

Pediatricians 

4 

0 

Internists 

4 

5 

Ob/Gyn 

2 

0 

Surgeons 

1 

4 

Psychiatrists 

0 

1 

Radiologists/anesthesiologists/pathologists 

0 

4 

Returned  survey 

3 

11 

Attended  program 

2 

9 

Years  in  practice  (mean) 

15.6 

14.5 

plex  problems  to  anyone  in  a doctors’ 
lounge  who  is  willing  to  listen.  Our 
results  suggest  that  most  physicians 
do  not  possess  much  specific  informa- 
tion beyond  the  headlines.  Many 
champion  physician  unity  and  the 
need  to  show  some  strength.  Howev- 
er, very  few  appear  to  have  had 
enough  interest  to  read  information 
regularly  delivered  to  medical  offices 
by  existing  organized  medical  groups. 
As  important  as  the  PPRC  is  to  our 
future  relationship  with  Medicare,  it 
is  alarming  that  as  few  as  18%  of 
those  polled  knew  what  it  is.  Despite 
assurances  from  medical  leaders  and 
elected  officials  that  these  representa- 
tives do  consider  communications 
from  constituents  in  their  delibera- 
tions, only  40%  of  the  physicians 
polled  have  written  in  the  past  2 
years.  That  initiative  does  not  appear 
to  indicate  much  greater  knowledge 
about  the  issues;  the  mean  score  of 
those  who  had  written  to  con- 
gresspersons  was  only  42%  (seven 
points  above  the  overall  average). 

Physicians  who  wish  to  partici- 
pate in  formulating  the  inevitable 
changes  in  medical  practice  should 
first  become  informed.  Our  results 
suggest  that  the  extensive  efforts  by 
the  AMA  and  other  medical  organi- 
zations to  educate  physicians  about 
these  matters  have  been  largely  inef- 
fective in  this  community.  Many  of 
the  respondents  blame  their  poor 
performances  on  the  sheer  volume 
of  literature  through  which  they 
must  wade  to  ferret  out  this  infor- 
mation. Evidently,  they  decide  essen- 
tially to  read  none  of  it.  The  per- 
centage of  those  surveyed  who 
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attended  the  medical  society  “Medi- 
care primer”  program  closely  ap- 
proximates the  overall  mean  survey 
score.  It  seems  logical  that  the  level 
of  interest  might  be  reflected  as  well 
by  tested  knowledge  of  an  issue  as 
by  degree  of  participation  in  activi- 
ties concerning  that  issue.  Although 
the  34%  attendance  rate  at  the 
county  medical  society  program  ap- 
pears discouraging,  this  was  our 
most  highly  attended  meeting  in  sev- 
eral years.  We  conclude  that  such  di- 
rect, “live”  approaches  to  captive 
audiences  at  local,  state,  and  special- 
ty medical  society  meetings  may  be 
more  effective  in  educating,  and  sub- 
sequently involving,  the  nation’s 
physicians  in  the  important  political 
and  economic  issues  that  they  face. 
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Psychiatric  hospitalization  of  children 
and  adolescents 

Beverly  Sutton,  MD 


Legislative  funding  and  class  action 
suits  have  impinged  in  many  ways 
on  the  delivery  of  psychiatric  service 
in  Texas.  In  recent  years,  the  rate  of 
psychiatric  hospitalization  for  youth 
has  decreased  in  the  public  sector. 
Does  the  increased  rate  of  child  and 
adolescent  psychiatric  care  in  pri- 
vate hospitals  reflect  a need  for  this 
care  or  is  it  an  excessive  level  of 
care?  The  prevalence  of  psychiatric 
disorders  in  youth  has  been  deter- 
mined, and  planners  of  mental 
health  services  have  this  informa- 
tion. The  heated  rhetoric  about 
whether  or  not  these  youth  need  to 
be  hospitalized  obscures  the  real  is- 
sue: many  children  and  youth  do 
not  receive  the  mental  health  care 
that  they  need,  and  this  lack  of  care 
affects  every  level  of  intervention. 
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Recently,  the  Journal  of  the 
American  Academy  of  Child 
and  Adolescent  Psychiatry  re- 
ported on  various  issues  surrounding 
the  hospitalization  of  child  and  ado- 
lescent psychiatric  patients  (1). 
Whether  or  not  these  children  and 
adolescents  need  hospitalization  and 
what  factors  are  used  to  determine 
duration  of  hospitalization  are  hotly 
debated  issues  (2).  Irving  Phillips 
said,  “Patients  are  hospitalized  for 
periods  consistent  with  their  insur- 
ance coverage  and  discharged  with 
diagnoses  that  question  whether  hos- 
pitalization is  appropriate”  (3).  The 
rhetoric  about  hospitalizing  mentally 
ill  people  seems  to  become  more  heat- 
ed when  the  focus  is  on  youth.  In 
June  1989,  the  American  Academy  of 
Child  and  Adolescent  Psychiatry  (AA- 
CAP)  issued  a policy  statement  on  the 
criteria  for  hospitalization  of  child 
and  adolescent  patients  (4).  The  AA- 
CAP  supports  psychiatric  hospitaliza- 
tion when  the  patient  is  determined 
by  a qualified  psychiatrist  to  need  this 
treatment  and  when  the  treatment 
program  is  of  high  quality.  The  state- 
ment specifies  as  inappropriate  and/or 
unethical  any  participation  in  a pro- 
gram that  offers  rewards  for  admis- 
sions, does  not  require  admission  de- 
cisions to  be  made  by  a qualified 
psychiatrist,  or  uses  misleading  or 
provocative  advertising  leading  to 
self-referrals  and  admissions.  The  cri- 
teria for  hospitalization  require  that 
the  child  have  a psychiatric  disorder 
severe  enough  to  impair  daily  func- 
tioning in  at  least  two  important  ar- 
eas of  the  child’s  life  such  as  school 
performance,  family  relationships,  or 
social  interactions.  The  treatment 
must  be  relevant  to  the  problems  and 
likely  to  benefit  the  child.  Less  restric- 
tive treatment  programs  must  be  con- 
sidered and  determined  to  be  not 
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available,  not  appropriate,  or  to  have 
been  tried  unsuccessfully. 

Prevalence  of  emotionally 
disturbed  children  and  youth 

Current  estimates  are  that  15%  to 
19%  of  the  63,000,000  children  and 
youth  in  the  United  States  need  men- 
tal health  care  and  3%  to  8%  are  se- 
riously emotionally  disturbed  (5).  The 
Texas  population  has  5,026,719  chil- 
dren (infants  through  17  years  of 
age);  using  the  accepted  prevalence  of 
11.8%  for  emotional  disturbance, 
578,072  of  these  children  need  men- 
tal health  services.  Nearly  half  of  this 
group  was  identified  as  seriously 
emotionally  disturbed  according  to 
recent  priority  definitions  of  the 
Texas  Department  of  Mental  Health 
Mental  Retardation  (TDMHMR)  (6). 

Fig  1 indicates  the  state  hospital 
districts  and  Fig  2 shows  their  popu- 
lation densities.  The  highest  propor- 
tion of  the  population  under  18 
years  is  located  in  Region  5,  which 
includes  Houston.  Next  is  Region  6, 
which  includes  Dallas  with  its  re- 
gional hospital  in  Terrell.  The  south- 
ern part  of  Texas  is  growing  the 
fastest  as  far  as  numbers  of  children 
and  youth  are  concerned.  West 
Texas  has  large  rural  and  frontier 
populations.  A report  on  rural  Texas 
in  1987  indicates  an  increase  of 
child  abuse,  substance  abuse,  and 
suicide  in  rural  youtb  and  tbeir  fam- 
ilies (6). 

Passed  in  1975,  PL  94-142  pro- 
vided money  to  the  states  for  the  ed- 
ucation of  handicapped  children.  In 
1986,  the  Texas  Education  Agency 
reported  that  one  third  of  the  coun- 
ties in  the  state  identified  no  children 
as  emotionally  disturbed  and  anoth- 
er one  third  identified  less  than  one 
half  of  1%  of  the  children  as  emo- 
tionally disturbed.  The  overall  per- 

83 


Fig  1.  Mental  health  regions. 


Fig  2.  1989  population  density  (selected  intervals). 


centage  of  emotionally  disturbed 
children  was  noted  as  0.66%.  The 
agency  was  aware  that  most  school 
districts  were  not  complying  with 
the  regulations  to  identify  and  pro- 
vide service  to  emotionally  disturbed 
children  (7). 

While  not  all  emotionally  dis- 
turbed children  require  special  educa- 
tion, the  majority  often  do  need  ad- 
justments in  their  educational 
program.  If  these  are  not  available, 
the  children  may  need  more  intensive 
programs  including  residential  treat- 
ment or  extended  hospital  care.  In  a 
study  at  Sheppard  and  Enoch  Pratt, 
the  higher  number  of  grades  complet- 
ed in  school  before  admission  was 
one  of  the  characteristics  of  patients 
who  improved  with  short-term  care 
and  required  less  hospitalization  (8). 

Admission  to  hospitals 

From  1970  to  1980,  the  number  of 
beds  available  for  emotionally  dis- 
turbed child  and  adolescent  patients 
increased  primarily  in  the  private 
sector  and  in  residential  treatment 
centers.  The  number  of  beds  in  state 
and  county  psychiatric  hospitals 
showed  a corresponding  decrease 
(9).  In  the  same  period,  the  length  of 
stay  in  state  and  county  hospitals 
decreased  from  74  to  54  days,  while 
the  private  psychiatric  hospital 
recorded  no  change  in  median 
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length  of  stay  (36  days)  (9).  Between 
1980  and  1986,  admissions  of  youth 
to  private  psychiatric  hospitals  al- 
most tripled;  during  this  time,  the 
number  of  10-  to  19-year-old  youth 
in  the  United  States  declined  11%. 

Texas  has  3.2  residential  beds  per 
100,000  population — less  than  half 
the  national  average  of  7.2  per 
100,000.  In  Texas,  2,083  child  and 
adolescent  patients  were  admitted  to 
state  hospitals  in  1988  (Table  1).  This 
number  does  not  include  state  con- 
tract beds  to  private  psychiatric  hospi- 
tals. Most  state  contracts  for  private 
hospitalization  specify  the  number  of 
bed  days  to  be  provided;  when  capaci- 
ty has  been  reached,  the  hospital  may 
change  the  contract,  place  the  child 
on  a waiting  list,  or  admit  the  child  to 
a service  at  the  state  hospital.  When 
they  are  filled  to  capacity,  both  pri- 
vate and  state  hospitals  try  to  transfer 
these  children  to  other  state  hospitals 
if  a bed  can  be  found. 

Until  recently,  the  definitions 
used  by  the  TDMHMR  for  priority 
populations  to  be  served  greatly  lim- 
ited the  number  of  youth  eligible  for 
mental  health  services.  The  priority 
populations  were  described  in  terms 
of  adult  patients  who  were  danger- 
ous and  dependent.  Only  recently 
were  these  definitions  adjusted  to  in- 
clude children  who  needed  care  for 
mental  illness  but  had  not  been  ill 
for  a prolonged  period  of  time  (6). 


In  Texas,  the  process  of  deciding 
about  hospitalization  of  youth  in- 
cludes all  the  concerns  and  questions 
prevailing  elsewhere  in  the  United 
States.  Some  people  still  think  of  a 
state  hospital  as  a long-term  place- 
ment for  chronically  ill  patients  who 
may  never  be  able  to  live  in  the  com- 
munity. Some  feel  that  there  are  no 
psychiatric  problems  that  need  to  be 
treated  in  a hospital.  Many  are  re- 
minded that  mental  health  centers  in 
Texas  receive  $35.50  per  day  for 
each  patient  maintained  outside 
state  hospitals.  If  a patient  has  mon- 
ey or  insurance,  that  patient  may  be 
admitted  to  a private  hospital  with- 
out jeopardizing  the  per  diem  in- 
come of  the  community  center. 

This  per  diem  allocation  was  ex- 
pected to  increase  the  services  in  the 
community  so  that  patients  would 
receive  services  there  and  not  need 
to  be  referred  to  the  state  hospitals 
in  their  districts.  This  was  realized  in 
some  communities,  but  the  services 
for  child  and  adolescent  patients 
were  rarely  implemented.  The  pro- 
portion of  child  and  adolescent  ser- 
vices in  the  communities  continues 
to  be  very  limited  when  compared  to 
the  services  for  all  other  age  groups. 
In  1987,  some  20,000  emotionally 
disturbed  youth  in  Texas  received 
service  in  the  public  sector,  and  this 
number  is  calculated  to  be  20%  of 
those  who  need  care. 


TEXAS  MEDICINE  / THE  JOURNAL 


VOLUME  87  NO.  8 


AUGUST  1991 


Table  1.  Child  and  adolescent  inpatient  beds  in  state  hospitals,  as  of  March  1989. 


Regions 

Contract  for 
child  beds 

Contract  for 
adolescent  beds 

Child 

beds 

Adolescent 

beds 

Service 

began 

Child 

patients/year 

Adolescent 

patients/year 

Drug 

program 

JCAHO 

approved 

Waiting 

list 

Austin* 

no 

no 

42 

25 

65 

90 

151 

no 

yes 

yes 

Big  Spring 

yes 

no 

NA 

22 

59 

15 

105 

no 

yes 

yes 

Harris  Countyf 

no 

no 

16 

40 

87 

115 

310 

no 

p 

NA 

Kerrville 

yes 

yes 

NA 

NA 

NA 

10 

60 

no 

yes 

no 

Ruskt 

yes 

yes 

NA 

NA 

NA 

104 

no 

yes 

NA 

San  Antonio 

yes 

no 

NA 

40 

72 

70 

200 

no 

yes 

yes 

Terrell 

no 

no 

15 

60 

65 

27 

121 

no 

yes 

NA 

Vernon  § 

no 

no 

NA 

140 

74 

NA 

390 

yes 

yes 

yes 

Wacol 

no 

no 

27 

68 

79 

145 

— 

no 

yes 

yes 

Wichita  Falls 

no 

no 

21 

32 

73 

35 

135 

no 

yes 

NA 

* Includes  Harris  County 
t Acute  care  primarily 

if  MHMR  Daybreak  at  Beaumont  (does  not  include  Harris  County) 
§ Drug  dependent  youth  only  with  statewide  catchment  area 
I Intermediate  care  with  statewide  catchment  area 
NA  = Not  applicable 
P = Pending 


Funding  and  staffing 

In  1988,  the  total  mental  health  bud- 
get for  Texas  was  $285,585,595. 
Only  13.51%  of  this  budget  was  allo- 
cated to  patients  17  years  old  or 
younger  (6);  in  Texas,  this  age  group 
makes  up  about  one  third  of  the  pop- 
ulation. Community  services  and  cen- 
ters consume  52.9%  of  the  budget 
designated  for  these  young  patients. 

Unlike  most  states,  Texas  has  a 
history  of  providing  low  funding  for 
psychiatry  in  the  public  sector.  Like 
most  states,  Texas  designated 
amounts  for  psychiatric  care  for 
youth  that  were  disproportionately 
small  when  compared  with  budgets 
for  all  other  age  groups. 

At  the  same  time  the  state  hospi- 
tals for  the  mentally  ill  and  the  state 
schools  for  the  mentally  retarded 
were  required  by  the  court  to  fur- 
nish more  care  in  the  facilities  and  in 
the  community,  the  legislature  was 
strapped  by  the  economic  situation, 
and  oil  revenues  were  not  a cushion 
for  spending  needs.  The  RAJ  v Jones 
class  action  suit  diverted  available 
funds  from  children’s  programs  to 
services  for  chronically  mentally  ill 
adults  (6).  As  each  new  legal  deci- 
sion was  made,  the  hospitals  were 
pressed  to  change,  and  there  was  lit- 
tle time  for  overall  planning  of  care 
and  orderly  change. 

At  present,  any  study  that  indi- 


cates a void  in  any  level  of  care  for 
emotionally  disturbed  youth  would 
be  unwelcome  to  most  public  ad- 
ministrators. Three  to  five  times  the 
money  and  staff  time  are  required  to 
provide  the  same  level  of  care  for  a 
child  as  for  an  adult,  and  this  makes 
the  services  for  children  vulnerable 
when  the  “numbers  game”  is 
played,  ie,  the  service  cost  per  pa- 
tient. It  looks  “better”  at  budget 
time  to  have  provided  care  for  400 
adult  patients  rather  than  for  100 
child  patients. 

Many  mental  health  groups  are 
unable  to  determine  accurately  the 
proportion  of  their  budgets  that  is 
used  to  provide  care  for  children. 
Some  agencies  use  child  and 
adolescent  budgets  to  provide  care 
for  parents  whether  or  not  their  chil- 
dren have  been  identified  as  patients. 
The  rationale  for  this  is  twofold:  all 
children  benefit  when  their  parents 
are  mentally  healthy,  and  adult  ser- 
vice providers  are  readily  available 
and  require  less  time  per  patient  for 
their  service  than  do  child  service 
providers. 

The  reason  given  frequently  for 
limiting  youth  services  is  that  not 
enough  trained  personnel  are  avail- 
able. Professional  level  staff  mem- 
bers who  are  trained  to  care  for  chil- 
dren usually  have  more  training  and 
can  demand  higher  salaries  than 
staff  members  who  are  trained  to 
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care  for  adult  patients.  Budget  con- 
straints support  hiring  fewer  “high 
priced”  professional  staff  members. 
Important  changes  occurred  after 
some  of  the  court  mandates,  but 
many  professional-level  personnel 
left  the  public  system.  The  private 
sector  was  available  for  those  who 
wished  to  earn  more  money  and 
avoid  the  turmoil. 

The  issue  remains 

We  must  provide  a continuum  of 
care  for  our  emotionally  disturbed 
children  and  youth.  An  “underfund- 
ed, underbedded,  understaffed”  pub- 
lic mental  health  system  provides 
frustration  for  more  than  the  agency 
and  the  providers  of  direct  care  (10). 
The  children  and  their  families  can 
also  see  that  “the  emperor  is  inade- 
quately attired”  and  may  demand 
that  their  needs  be  addressed  reason- 
ably. Students  of  this  age  group’s 
needs  agree  that  more  care  is  needed 
at  every  level  of  intervention. 

Perhaps  a first  step  would  be  to 
seek  a legislative  mandate  to  require 
agencies  to  provide  parity  of  care  for 
all  the  citizens  they  serve.  This  step 
would  provide  the  monetary  encour- 
agement for  programs  to  systemati- 
cally serve  people  in  all  age  groups. 

With  support,  the  schools  in  ur- 
ban, suburban,  and  frontier  areas 
would  be  willing  to  screen  and  find 
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the  children  who  need  mental  health 
care.  The  mental  health-mental  re- 
tardation centers  and  outreach  cen- 
ters will  back  up  the  school  system 
and  any  other  system  if  there  is  sup- 
port to  provide  this  network.  Less 
restrictive  treatment  programs  can 
then  be  implemented  and  responsive 
children  will  continue  to  develop. 
Those  children  and  youth  who  can- 
not benefit  from  the  less  restrictive 
programs  would  be  referred  to  pri- 
vate psychiatric  hospitals  or  to  state 
hospitals  through  the  mental  health- 
mental  retardation  centers  and  out- 
reach programs.  With  an  organized 
system  of  care  for  these  young  peo- 
ple, the  present  debate  over  whether 
or  not  children  and  adolescents  need 
hospitalization  can  focus  on  ensur- 
ing the  availability  of  an  appropriate 
level  of  care. 

For  many  years,  agencies  have 
had  state  plans  to  meet  the  needs  of 
youth  in  Texas.  Implementing  the 
plans  occurs  piecemeal  or  not  at  all. 
The  Mental  Health  Association  in 
Texas  recently  published  a series  of 
recommendations  to  assist  agencies 
in  providing  a continuum  of  care  for 
youth  (11).  The  Hogg  Foundation 
recommends  the  commitment  of 
money  to  make  it  happen. 
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PHYSICIANS.  THERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN  THE 
ARMY  RESERVE 
WE  THINK 
YOU'LL  LIKE. 


One,  time.  We  know  how  tough 
it  is  for  a busy  physician  to  make 
weekend  time  commitments.  So  we 
can  offer  the  kind  of  flexible  time 
scheduling  that  allows  a physician  to 
share  sixteen  hours  a month  with  his 
or  her  country.  We  can  arrange  a 
schedule  to  suit  your  requirements. 

Two,  the  opportunity  to  explore 
other  phases  of  medicine,  to  add  a 
different  kind  of  knowledge  — the 
challenge  of  military  health  care.  It’s  a 
flexibility  that  could  prove  to  be  both 
stimulating  and  rewarding,  with  the 
opportunity  to  participate  in  a variety 
of  programs  that  can  put  you  in  con^ 
tact  with  medical  leaders  from  all 
over  the  country. 

See  how  flexible  we  can  be;  call 
our  Army  Medical  Personnel 
Counselor: 

Medical  Counselors: 

Dallas  - Major  Leo  Bell,  Jr.  (214)  767-1640  San  Antonio  - Major  Craig  Hacker  (512)  826-9893 

El  Paso  - Major  Pedro  Ortiz  (915)  532-7190  San  Antonio  - Major  John  Terry  (512)  829-4554 

Houston  - Major  Joseph  Rankin  (713)  963-8150 

BE  ALL  YOU  CAN  BE. 

ARMY  RESERVE 


YOCON' 

YOHIMBINE  HCI 


Oesciiptton:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  m male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  Inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  ® is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants , or  in  psychiatric  patients  In  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.  ^iso  dizziness, 
headache,  skin  flushing  reported  when  used  orally. '*  •3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  1 ■3  '^  1 tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Applied:  Oral  tablets  of  Yocon«  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADED 

PHARMACEUTICALS,  INC. 


219  County  Road 
Tenafly,  New  Jersey  07670 

(201 ) 569 - 8502  1 - 800 - 237- 9083 


Medical 
Equipment 
Leasing- 


Procedure 


How  you  acquire  your  equipment 
can  be  vital  to  the  financial  well 
being  of  your  practice.  What 
makes  diagnostic  and  economic 
sense  today  may  not  in  five  years. 

Leasing  gives  you  the  benefits  of 
use  without  the  risks  of 
ownership.  Leasing  from  Bell 
Atlantic  TriCon’s  Medical 
Finance  Group  gives  you  even 
more — the  experience  of  an 
organization  that: 

• Specializes  solely  in  leasing 
and  financing  to  physicians 
and  hospitals 

• Has  funded  over  $150  million 
in  healthcare  acquisitions  in 
1990 

• Is  endorsed  by  the  Texas 
Medical  Association  plus  9 
other  State  Medical  Associa- 
tions and  1 1 Hospital 
Associations 

Why  take  needless  risks?  Call 
today  for  a comparative  quote 
and  special  low  member  rates. 

1-800-635-4023 

Endorsed  by: 


Tc.xasMedical 

Association 


©Bell  Atlantic 

TriCon  Leasing 

Medical  Finance 


Texas  Physicians’ 
Directory 

Allergy  Dermatology 


HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-Allergy-Nutrition-Stress) 

Established  in  1 984.  (Concept  of  treatment  outlined  & published  in  International 
Rhinology  Supp.  2 1 987)  S.  Hoover  MD 

(Oto-Rhino-laryngologist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recurrent 
Headaches  (namely:  Class,  Migraine,  Clusters,  tension,  premenstrual,  sinus, 
everyday,  and  headache  of  relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives, 
muscle-relaxants,  cafe-ergot,  methylsergide  nor  B Blockers 

1/45  N.  Frwy.  7324  SW  Frwy  @ Fondren 

1 50  W.  Parker  Rd.  Arena  Tower  II  #755 

Houston,  TX  77076  Houston,  TX  77074 

713  694-8188 
FAX  713  650-1941 


CORPUS  CHRISTI  ALLERGY  & 
ASTHMA  CENTER 
JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christ!,  Texas  78405 
Telephone  512  888-6782 


Anestliesiology 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks 
Dorsal  Column  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
77082;  713  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 
XOCHITL  B.  SANCHEZ,  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 
Thermography,  Dorsal  Column  Stimulation 

7777  Forest  Lane  Suite  C-538  (214)  661  -4890 

Dallas,  Texas  75230  Answered  24  hours 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  641 1 Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients.  The  center's  total  management  of  each  patient's  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

JOSEPH  C.  GABEL,  MD 
Acting  Director 

ROBERT  A.  FINNEGAN,  MD  /LARON  CALODNEY,  MD 

Coordinator,  Outpatient  Services  Coordinator,  Inpatient  Services 

Diplomates  American  Board  of  Anesthesiology 


JOHN  ADNOT,  MD 

Mohs  Micrographic  Surgery  for  Skin  Cancer 

4200  S.  Hulen  #400 

Ft.  Worth,  Texas  76109:  817  377-0626 


DAVID  R.  WEAKLEY,  MD,  FACP 
DENIS  L.  BEAUDOING,  MD 

Dermatology  and  related  /MIergy 

Dermatologic  Surgery,  Cosmetic  and  Laser  Surgery 

Diseases  of  the  skin,  dermabrasion,  chemical  peeling,  collagen,  sclerotherapy, 
lipoinjection,  allergy  and  cosmetic  counseling 

Medical  City,  Dallas  Suite  21 4A,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


DERMATOLOGY  ASSOCIATES  OF 
SAN  ANTONIO 

James  Lewis  Pipkin,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 
Mucocutaneous  Virology 

1 08  Tendick,  San  Antonio,  Texas  78209; 

512  222-8651, 222-2001 


MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Family  Practiee 

DALU\S  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  F/LAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment, biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomats  Americah  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 
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Hand  Surgery 


L.  LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450.  Dallas,  Texas  75246:  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235:  214  631  -7488 

Medical  City  Dallas,  Suite  C-200.  7777  Forest  Lane.  Dallas,  Texas 
75230:214  661-4797 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALUXS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246:  (214)  823-7090 

Medical  City  Dallas  II.  7777  Forest  Lane.  Suite  8116,  Dallas,  Texas  75230: 

214  661-7010 


REGIONAL  HAND  CENTER  FOR  WEST  TEXAS 
AND  EASTERN  NEW  MEXICO 

Royce  C.  Lewis,  Jr,,  MD 

3502  9th  Street,  Suite  G10 

Lubtxxik,  Texas  79415-3300:  806  744-7003 


Neurological  Surgery 


DOCTORS  SMITH.  WHEELER,  PARKER, 
AND  CRAVENS,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
George  F.  Cravens,  MD 

920  South  Lake,  Fort  Worth.  Texas  76104 
Telephone  817  336-0551 


DALUXS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
Gamma  Knife  Radiosurgery 

Charles  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

Morris  Sanders,  MD  Richard  H.  Jackson,  MD 


Presbyterian  Professional  Bldg.,  8230  Walnut  Hill  Lane,  Suite  610: 
Dallas.  Texas  75231 : 214  369-7596 

St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd. .Suite  620 
Dallas,  Texas  75235:  214  637-0420 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 
HERBERT  0.  ALLEN,  MD,  FACNM 

Texas  Medical  Center.  641 1 South  Main  Street,  Houston.  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,,  MD.  FACNM,  Director — 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Occupational  Medicine 


OCCUPATIONAL  AND  ENVIRONMENTAL  MEDICINE  CENTER 

Diagnosis  & Treatment  of  Chemical  Exposures 

Occupational  and  Disability  Evaluations 

Tertiary  Care  in  a Major  Teaching  Hospital 

Physicians  Board  Certified  in  Occuptional  and  Pulmonary  Medicine 

Hermann  Hospital 
6411  Fannin 
Houston,  Texas  77030 
713  797-3111 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231 : 214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246:  214  821  -4540 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 

Diplomate.  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue.  Fort  Worth,  Texas  76104:  817  332-6200 


ROBERT  D.  GROSS,  MD,  FAAP 

Children’s  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(81 7)  336-0900,  Metro  988-7700  and  (800)  733-0460 


BRUCE  0 TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


2201  North  Stanton,  El  Paso.  Texas  79902:  915  545-2333 
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RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Diabetic  Retinopathy-Macular  Degeneration-Retinal  Detachment 

1200  Binz,  Suite  400,  Houston.  Texas  77004 
7 1 3 528- 1 1 22  or  1 -800-638-01 1 4 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas,  Texas  75235  214  350-7500 


Richard  E.  Jones,  MD 
Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Kevin  Gill,  MD 
Marvin  E.  Van  Hal  MD 


Charles  E.  Cook,  MD 
Scott  O.  Paschal,  MD 
L.  T.  Johnson,  MD 
Kenneth  Driggs,  MD 
James  L.  Ough,  MD 


Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 


W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper 


W,B,  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


A Pr/^foccir^r^Ql 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Louis  J.  Levy,  MD,  PA,  Retired 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders.  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines.  MD 
Steven  J,  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


2001  N Mac  Arthur,  Irving,  Texas  75061  214  254-8000 

Mark  S.  Greenberg,  MD  Robert  E.  Bayles,  MD 

Charles  E.  Cook.  MD 


Physical  Medicine  & 
Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

1 02  Rosa  Verde  Towrer,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

in  the  Texas  Medical  Center,  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation  care  for  persons  dis- 
abled by  injury  or  disease.  Inpatient  and  outpatient  services. 


J.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street,  Abilene,  Texas  79601 ; 915  677-6219 


Spinal  Cord  Injury 
Brain  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 
Restorative  Surgery 
Scoliosis 
Spina  Bifida 
Neuromuscular 


THE  ARLINGTON  ORTHOPEDIC  GROUP 


Accredited  by;  Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


H.W.  Bendel,  Jr,  MD 

E.E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD  Kurt  W.  Rathjen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas.  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II.  7777  Forest  Lane,  Suite  2116 
Dallas,  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  SURGERY  AT  DALU\S 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane.  Suite  105,  Dallas  75231;  214  369-4361 


Patient  Services  Coordinator:  713  797-5922  or  1 -800-44REHAB 


Plastic  Surgery 


HOUSTON  PU\STIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  Steven  M.  Hamilton,  MD 

David  J.  Katrana,  DDS,  MD,  FACS 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


PLY\STIC  SURGERY  CENTER  OF  THE  SOUTHWEST 

Charles  A.  Wallace,  MD 

Plastic  and  Reconstructive  Surgery  Including: 

Burn  Care  Microsurgery  and  Replantation 

Birth  Defects  Complex  Reconstruction  (Breast  and  Facial) 

Presbyterian  Medical  Offices  Norih 
17110  Dallas  North  Parkway,  Suite  100 

Dallas.  Texas  75248  21 4 380-7090  1 -800-299-9299 


Psychiatry 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 
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RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  ABPN:  Psychiatry 
DIplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II.  Suite  404 

8220  Walnut  Hill  Lane.  Dallas.  Texas  75231 ; 21 4 696-0964 


Thoracic  Surgery 


ALIJ\N  L.  GRAHAM,  MD,  FACS* * 

ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L SHEPHERD,  MD,  FACS 
Diplomates  American  Board  of  Surgery  and  Board 
of  Thoracic  Surgery 


CENTER  OF  DALLAS  * ^ishificate  of  special  qualification  in  general  vascular  surgery,  American  Board  of  Surgery 

Gonzalo  A.  Aillon,  MD  Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

Medical  Director  ' South  Adams.  Fort  Worth,  Texas  76104;  817  332-7878 


AN  ALTERNATIVE  TO  PSYCHIATRIC  HOSPITALIZATION 
1326  Stemmons  Avenue,  Dallas.  Texas  75208;  (214)  943-1878 


North  Hills  Professional  Building  Suite  303 

4351  Booth  Calloway  Road,  North  Richland  Hills,  Texas  76180 


Pulmonary  Medicine 


TEXAS  LUNG  iNSTiTUTE 

Diagnosis  & Treatment  of  Pulmonary  Illness  & Injuries 

Occupational  Disability  Evaluations 

Toxic  Chemical  Exposures 

Tertiary  Care  in  a Major  Teaching  Hospital 

Physicians  Board  Certified  in  Occupational  and  Pulmonary  Medicine 

Hermann  Hospital 
641 1 Fannin 
Houston,  Texas  77030 
713  797-3111 


Radiation  Oncology 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Oomplete  Radiotherapy  Services;  Inpatient-Outpatient  Oare 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H,  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 
Practice  Limited  to  Radiation  Oncology 

Telephone  {day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  R MEYERS,  MD 
Oardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 


Urology 

C.F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL. 

1101  North  19th,  Suite  1 14,  Abilene,  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA;  Space  is  available  to  TMA  mem- 
bers at  $80  per  column  inch  per  month  and  listings  must  run 
for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for 
six  months’  advance  payment.  New  listings,  changes,  or  can- 
cellations should  be  sent  to  Mark  Bizzell,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,,  Texas  78701.  Deadline  is  the 
1st  of  the  month  preceding  publication  month. 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 
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Opportunities  Available 

Academics 


Physician  with  Texas  iicense  needed  to  practice 
general  medicine  at  Student  Health  Center.  Forty-hour 
week,  Monday-Friday.  Minimal  call  duty.  Fringe  benefits. 
Contact  Sheila  Meyer.  Director,  University  of  North  Texas 
Health  Center,  PO  Box  5158,  Denton.  TX  76203,  817 
565-2786.  Equal  Opportunity/Affirmative  Action 
Employer. 

Physician  needed:  The  University  of  Texas  at  Austin 
Student  Health  Center  is  seeking  a Physician-General 
Medicine.  Requires  residency  training  and  board  eligibil- 
ity or  board  certification  in  family  practice,  pediatrics,  or 
internal  medicine;  experience  in  direct  patient  care;  and 
current  license  to  practice  medicine  in  the  State  of 
Texas.  Work  hours  are  between  8 am  and  6 pm,  but 
may  vary.  Position  available  September  1 , 1991.  This  is  a 
nine-month  position  annually  (September  through  May). 
Qualified  applicants  should  send  a curriculum  vitae  to 
Melinda  McMichael,  MD,  PO  Box  7339,  University  Sta- 
tion, Austin,  TX  78713. 

Faculty  Positions  — Department  of  Family  Medicine, 
Texas  Tech  Regional  Academic  Sciences  Center  in  Amar- 
illo is  seeking  board  eligible/board  certified  family  physi- 
cians at  Assistant  or  Associate  Professor  level.  Responsi- 
bilities include  clinical  practice,  teaching  third  year  medical 
students,  teaching  residents,  administration  and  research. 
Faculty  development  opportunities  available  for  those 
without  prior  teaching  experience.  Excellent  fringe  bene- 
fits. Salary  commensurate  with  experience.  Send  CV  to 
C.V.  Wright,  MD.  Department  of  Family  Medicine,  1400 
Wallace  Blvd,  Amarillo,  TX  79106.  Texas  Tech  is  an  equal 
opportunity/affirmative  action  employer. 

Cardiology 


Cardiologist  — Invasive/Non-Invasive  BC/BE  to  join 
two  BC  cardiologists  located  In  southwest  Houston. 
Good  salary,  fringe  benefits,  partnership  after  two  years. 
Send  CV  to  P.  McKenzie,  7737  Southwest  Frwy.,  Suite 
900  Houston,  TX  77074. 

Abilene  — A busy,  well-established  five-physician  car- 
diology group  here  Is  now  seeking  a non-invasive  and/  or 
invasive  cardiologist.  Four  of  the  members  do  PTCA. 
Their  offices  are  near  our  new  replacement  hospital  with 
state-of-the-art  equipment.  Send  CV  to;  Manager,  Pro- 
fessional Relations,  Humana  Inc.,  Dept.  II-8C.  PO  Box 
1438,  Louisville,  KY  40201-1438.  Or  call  TOLL-FREE  1- 
800-626-1590. 

Northeast  Texas  — Cardiologist  needed  30  miles 
north  of  Dallas.  Come  enjoy  the  best  of  country  and  city 
life.  Great  benefits,  shared  call,  guaranteed  income.  Call 
Barb  Shippy  @ 1-800-638-6942. 

Dermatology 


Houston  — 60  physician  Internal  Medicine  group  has  a 
Dermatology  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hall,  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  TX  77030. 

Emergency  Medicine 


Needed;  Emergency  physicians  — North  Central 
Texas  area,  full  and  part-time.  For  an  application  call 
817-336-8600  or  write  Emergency  Medicine  Consul- 
tants, PA;  1525  Merrimac  Circle,  Suite  107,  Fort  Worth, 
TX  76107. 

Emergency  Physician  — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-tor-service  with 
guarantee.  Contact  Greater  Houston  Emergency  Physi- 
cians Associates,  PO.  Box  7445,  Houston,  TX  77248; 
713-869-6235. 


Texas 

Medicus, 

P.A. 


Medicus  is  a group  of  career  emergency 
and  primary  care  specialists  who 
combine  high  standards  in  pdiysician 
staffing  with  expertise  in  emergsicy 
department  and  primary  care  manage- 
ment. We  offer  outstanding  directOT- 
ship  and  staff  opportunities  for  qualified 
physicians  with  lucrative  compensa- 
tion, incentives  and  paid  malpractice. 
We  currently  staff  over  25  facilities  in 
ideal  locations  throughout  Texas  & 
Louisiana. 


Call  our  Recruiting  Department  today  or 
send  your  C.V.  for  career  opportunities  in : 


Texas  East  Texas 

Dallas,  Ft.  Worth  Hill  Country 

HoustonArea  NorthTexas 

San  Antonio  Area 


Texas  Medicus,  P.A. 


4514  Cole  Ave,  Suite  804 
Dallas,  Texas  75205 
(800)486-3763  (214)522-9591 


San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for 
4-day  week,  13  hr.  days,  50  weeks/year.  Profit  sharing 
above  guarantee.  Contact  Wayne  Williams,  MD,  915- 
942-861 1 , Shamrock  Clinics,  4208  College  Hills,  San 
Angelo,  TX  76904. 


Dallas-Ft.  Worth 

Excellent  Emergency  Medicine  group 
committed  to  quality  patient  care  as  well  as 
individual  growth  and  professional  fulfillment 
desires  emergency  physicians  for  CAREER 
opportunities.  For  more  information,  please 
call  or  submit  CV  in  confidence  to: 

Jerry  Weissman,  Metroplex  Emergency 
Physicians,  841 1 Preston  Road,  Suite 695, 
LB  34,  Dallas,  Texas  7523 1,214  373-1 1 1 5. 


Texas,  San  Antonio  and  Surrounding  Area  — 

Seeking  F/T  and  P/T  Emergency  physicians  for  Level  II 
hospitals  ranging  in  size  from  1 18  to  273  beds  with  vol- 
umes of  12,000  to  15,000  annually.  Compensation 
packages  of  $86,000  to  $140,000  include  paid 
$1M/$3M  professional  liability  insurance.  Located  near 
Sea  World,  Fiesta  Texas,  and  Canyon  Lake.  Contact 


Sterling  Healthcare  Inc.,  1-800-999-3728  or  send  CV, 
8700  Crownhill,  Ste  600,  San  Antonio,  TX  78209. 


EMERGENCY  CARE 

Emergency  Physician  Practice  Opportunities 
Ai  ailable  In  The  Following  Areas; 

• liiniston.  t'c.xjs  • luis[  Tc.\;is 

• M;i\ (own.  Tc.\;i''  • .XrkjDsjh 

• Pa.viJcn;!,  Tcxa>  '•  OiIkt  ()p,p(u'[un..i!ics  ,-\vailal>k' 

•Nkaiical  Nciwtirkx  hax  cxcclkni  career  and  pari-iimc 
practice  uppuruiniticN  availahlc  tor  plusiciaiis  experi-, 
cnccJ  in  cnicrgcncx  medicine.  In  addition  to  paid 
S I .\i/S,vM  profcNhioiial  liahility  insurance,  our  aiiracii\’e 
compeHhaiion  packages  range  up  to  SJ5f),t«Ki  plus 
annually,  i It-iurly  rate-v>. -percentage  arrangements  avail- 
able in  xime  locations. 

-See  our  elassil'icLl  ads  in  this  khue  I'oi’  more  details,  or 
ctiniaei- 

I’hysieian  Kesources  Department 
.Medical  Neiworkh.  ine 
P O,  box  -i-i-iS 
Houston.  Texas  '"‘J  lo-  h iS 

(713)  4-46-9696  (800)  231-0223 


Texas,  Del  Rio  — F/T  and  P/T  Emergency  Physician 
needed  for  93  bed  Level  II  hospital  with  annual  ED  cen- 
sus of  11,000.  Compensation  of  $130,000+  includes 
paid  $1M/$3M  professional  liability  insurance.  Recre- 
ational activities  include  fishing,  sailing,  water  skiing,  and 
camping  on  Amistad  Lake.  Shopping  across  the  border 
in  Mexico  is  another  favorite  activity.  Contact  Sterling 
Healthcare,  Inc.,  1-800-999-3728,  or  send  CV,  8700 
Crownhill.Ste  600,  San  Antonio,  Texas  78209. 


EmCare 


EmCare,  a progressive  physician  oriented  group  commit- 
ted to  excellence  In  emergency  medicine,  has  academic 
faculty,  directorship  and  staff  positions  available  for  well 
qualified  career  oriented  emergency  physicians.  Practice 
opportunities  include: 


Orlando,  FL 
St.  Cloud,  FL 
St.  Petersburg,  FL 
Albany,  GA 
New  Orleans,  LA 
Tupelo,  MS 
Las  Cruces,  NM 
Ithaca,  NY 


Rome,  NY 
Amarillo,  TX 
Athens,  TX 
Austin,  TX 
Dallas/Ft.  Worth,  TX 
Harlingen,  TX 
Tyler,  TX 
Waco,  TX 


Houston/Galveston,  TX 


EmCare  combines  the  flexibility  of  Independent  contractor 
status,  competitive  guarantees  vs.  fee-for-service  remun- 
eration, providing  compensation  packages  of  $125,000  to 
$250,000  +.  Professional  liability  insurance  obtained,  with  the 
opportunity  to  establish  a secure  emergency  medicine 
practice.  Excellent  health,  life  and  disability  package  available 
to  independent  contractors. 

For  details  on  EmCare  opportunities,  contact: 

Professional  Services/EmCare 
1717  Main  Street,  Suite  5200  • Dallas,  Texas  75201 
(214)  761-9200  • (800)  527-2145 


Beaumont  — The  group  provides  Emergency  Room 
coverage  to  our  250-bed  hospital  and  is  now  seeking 
another  member.  The  hospital  averages  13,000  visits 
annually  with  very  little  trauma.  Two  years  ER  experience 
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preferred.  Send  CV  to:  Gordon  Crawford,  Professional 
Relations,  Humana  Inc.,  Dept.  II-8D,  PO  Box  1438, 
Louisville,  KY  40201-1438.  Or  call  Toll-Free  1-800-626- 
1590. 

San  Antonio  — Seeking  1 F/T  Emergency  physician  for 
opportunity  at  a 200  bed.  Level  II  facility.  Physician  must 
be  BC  or  BE  in  a primary  care  specialty.  The  Emergency 
Department  averages  21  visits  daily.  This  opportunity 
offers  flexible  scheduling  and  the  added  benefits  of  being 
an  independent  contractor.  The  compensation  package 
is  approximately  of  $1M/$3M.  for  more  information  con- 
tact Sterling  Healthcare  at  1 -800-999-3728,  or  send  CV 
to  8700  Crownhill,  Suite  600,  San  Antonio,  TX  78209. 

Weslaco,  Texas  — • Knapp  Medical  Center  has  immedi- 
ate opportunities  for  Full-Time  Emergency  Physicians. 
This  180  bed.  Level  II  facility  has  an  annual  ED  volume  of 
18,000.  Compensation  package  ranging  up  to  $140,000 
per  year  including  paid  professional  liability  insurance 
with  coverage  of  $1  M/$3M.  Pleasant  place  to  live  with  its 
warm  climate  and  popular  South  Padre  Island  nearby. 
Send  C.V.  to  Sterling  Healthcare,  8700  Crownhill,  San 
Antonio,  Texas  78209,  or  call  1 -800-999-3728. 

Fantiiy  Practice 


"‘Turn 

to  INTERIM’ 

For  attractive  locum  tenens 
opportunities  in  family  practice  and  j 
other  primary  care  specialties. 

[0^  variety  and  choice 
competitive  income 
paid  malpractice 

For  information,  call 
1-800-531-1122 

INTERIM 
NETWORK 

Regional  offices: 

New  Braunfels,  TX  • Denver,  CO 
Bellevue,  WA  • Phoenix,  AZ  • Chicago,  IL 
Ventura,  CA  • Oakland,  CA 


Practice  in  the  mountains  of  Texas.  Small  college 
town.  One  or  two  physicians.  Lease  or  purchase  busy 
practice.  Good  income  potential.  817  927-1201  work  or 
817  236-4224  home. 

Austin,  Texas  — Physician{s)  needed  for  full  time,  part 
time,  weekdays,  weekends  to  staff  a free  standing  urgent 
care  center.  Remuneration  commensurate  with  experi- 
ence. Send  CV  and  application  to  Austin  Medicenter,  c/o 
Sheila  Twyman,  Medical  Administrator,  6343  Cameron 
Rd.,  Austin,  TX  78723  or  call  51 2-467-2052 

Family  Practice-Dallas  Texas.  AVAILABLE  IMMEDI- 
ATELY, 25  y/o  growing  suburban  outpatient  practice  in 


We're  offering  physicians  the  opportunity  to 
practice  medicine.. .without  administrative 
headaches  that  go  along  with  it, 

□ Competitive  guaranteed  income  with 
fee-for-service  potential 

□ Professional  liability  available 

□ On-site  administrative/billing  personnel 
provided 

□ Excellent  health,  life  and  disability 
insurance  options  for  full-time  independent 
contractors 

for  additional  information  on  opportunities, 
specialties  and  nationwide  locations,  contact: 

Ryan  Tedrow  Glenn  Fanner 

Physician  Recruiter  Chief  Operating  Officer 


(800)  527-2145 
(214)  761-9200 


GOVERNMENT  SERVICES  INC. 
1717  Main  St*  Suite  5200  ♦ Dallas,  TX 


beautiful  multi-specialty  center.  COLA-approved  auto- 
mated lab,  X-Ray,  EGG,  spirometry,  computerized  busi- 
ness office.  Income  $300K-(-year.  Terms  to  suit.  Reply  to 
Ad  Box  780,  TMA,  1801  N.  Lamar,  Austin,  TX  78701 . 

Physielan  needed  for  Saturday  family  practice  cover- 
age in  Texas  cities,  some  weekdays  available.  Up  to 
$350  for  4-7  hours  coverage.  Contact:  Physician 
Recruitment,  6208  Montgomery  NE  Suite  D,  Alber- 
querque,  NM  87109. 

Corpus  Christ!  — A Family  Physician  is  needed  to 
establish  practice  here.  Financial  and  marketing  assis- 
tance will  be  provided  along  with  a significant  number  of 
referrals  from  our  health  care  plan.  Contact:  Pam  Taylor, 
Humana  Health  Care  Plans  of  Corpus  Christ!,  TX  78411- 
1820.  512/854-8955. 

Family  Practice  — BE/BC  family  physician  needed  to 
join  with  4 other  family  practitioners  in  a thriving  practice 
in  Beaumont,  Texas.  Modern,  full  service  clinic  offers  a 
guaranteed  salary  plus  percentage  of  production  and 
benefits.  Send  CV  to  Nancy  Bloomfield,  4010  College, 
Suite  200,  Beaumont,  TX  77707. 

Houston  Texas  — BE/BC  physician  needed  to  join 
well-established  2-member  family  practice  in  affluent 
area  of  Houston.  Candidate  must  be  bilingual  in  Spanish 
and  English.  Superb  income  guarantee,  productivity 
incentive,  no  buy-in.  This  dynamic,  expanding  practice  is 
affiliated  with  a progressive  200-bed  hospital.  Send  CV 
to  Andrew  Johns.  Physician  Service  of  America,  Suite 
250,  2000  Warrington  Way,  Louisville,  KY,  40222  or  call 
1-800-626-1857.  ext.  237. 

Dallas,  TX  Area  — Well-established,  successful  3- 
member  family  practice  group  seeks  fourth  member.  Bal- 
anced patient  mix,  good  call  coverage,  in  this  economi- 
cally expanding  area  40  miles  south  of  Dallas.  Affiliated 
with  the  Baylor  Health  Care  System.  Send  CV  to  Andrew 
Johns,  Physician  Services  of  America,  Suite  250,  2000 
Warrington  Way,  Louisville,  KY  40222  or  call  1 -800-626- 
1857,  Ext.  237. 

Texas  — Premier  6-member  family  practice  group 
seeks  upcoming  1 992  family  practice  residency  graduate 
to  join  their  thriving  practice.  No  OB.  Excellent  call  cover- 
age. This  modern,  high-profile  practice  in  northwest 
Texas  offers  guaranteed  income  incentives,  and  benefits. 
Send  CV  to  Andrew  Johns,  Physician  Services  of  Amer- 
ica, Suite  250,  2000  Warrington  Way,  Louisville,  Ken- 
tucky 40222  or  call  1-800-626-1857,  Ext.  237. 


North  Dallas  — Solo/Partnership  family  practice 
opportunities  available  in  the  affluent,  growing  area  of 
Grapevine,  TX.  Affiliated  with  the  Baylor  Health  Care  Sys- 
tem. Outstanding  financial  package  a BE/BC  family 
physician.  Send  CV  to  Andrew  Johns,  Physician  Services 
of  America,  Suite  250,  2000  Warrington  Way,  Louisville, 
KY  40222  or  call  1-800-626-1857.  Ext.  237. 

Opportunities  available  with  clinics,  groups  and  solo 
in  Austin,  East  Texas,  Central  Texas  and  other  square 
shooter  communities.  Contact  Jerry  Lewis,  The  Lewis 
Group®  1-800-666-1377 

Family  Practice  - Texas  Hill  Country  — join  another 
physician  or  establish  solo  practice  with  hospital  guaran- 
tee. Option  to  work  in  Hospital  owned  clinic  in  ambula- 
tory care  setting.  For  details,  contact  Practice  Dynamics, 
11222  Richmond,  Suite  125,  Houston,  TX  77082;  800 
933-0911  or  713  531 -0911. 

Internal  Medicine 


Cold  Mine  for  Internist  — Wanted,  aggressive  and 
energetic  physician,  BE/BC  to  do  consultations  for  a 
group  of  family  physicians.  Must  be  able  to  do  proce- 
dures. Very  competitive  fee  for  service  income  available, 
including  benefits.  Salary  is  based  on  percentage  of  col- 
lections with  a base  salary  guarantee.  Send  CV  to  Nancy 
Bloomfield,  4010  College  St.,  Suite  200,  Beaumont,  TX 
77707. 

Progressive  internist  needed  — Central  Austin, 
Texas.  Fully-staffed  and  furnished  attractive  office  space. 
Affability,  flexibility,  and  personality  a must.  Unbeatable 
deal,  very  flexible,  Anita  Bradley,  Office  Manager,  512 
477-3282. 

Houston  — 60  Physician  Internal  Medicine  group  has 
an  Internal  Medicine  position  available.  For  further  infor- 
mation, send  CV  to:  Robert  B.  Hall,  Administrator,  Diag- 
nostic Clinic  of  Houston,  6448  Fannin,  Houston,  Texas 
77030. 

Bryan/College  Station  — Two  busy  Internists  with  1 3 
years  total  experience  here  are  seeking  another  associ- 
ate. Income  guarantee  or  possible  first  year  salary.  Send 
CV  to:  Gordon  Crawford,  Professional  Relations, 
Humana  Inc.,  Dept.  II-8F,  PO  Box  1438,  Louisville,  KY 
40201-1438.  Or  call  Toll-Free  1-800-626-1590. 

Internal  Medicine  - Beaumont,  Texas  — Procedure 
oriented  internist  needed  to  handle  all  consults  and  pro- 
cedures form  5 family  practice  group.  Between  income 
guarantee  and  incentive  bonus  new  physician  should 
make  in  excess  of  $200,000  first  year.  For  details  contact 
Practice  Dynamics,  1 1 222  Richmond,  Suite  1 25,  Hous- 
ton, TX  77082:  800  933-091 1 or  713  531  -091 1 . 

Locum  Tenens 


Locum  tenens  — Earn  up  to  $200,000  per  year.  Don't 
work  for  an  agency.  Work  for  yourself.  For  Details,  send 
name  and  address  to  Dr.  Monroe,  7305  Hwy  6 South. 
Suite  R 175,  Houston,  TX  77083 
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Permanent 
and  Locum  Tenens 
Placement  for  Physicians 

Quality  opportunities 
for  Quality  doctors 

^ ^ Whitaker 

Medical  Services 

A Whitaker  t-elli ni'S  Company 

820  Gessner,  Suite  1 500 
Houston,  Texas  77024 
713-461-7281 
1 -800-444-5628 


Endorsed  by  the  Texas  Medical  Association 


Neurology 


Houston  — 60  Physician  Internal  Medicine  group  has  a 
Neurology  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hall.  Administrator,  Diagnostic 
Clinic  of  Houston.  6448  Fannin,  Houston,  TX  77030. 

OB/GYN 


Expanding  15-Physician  multi-specialty  group  has 
excellent  opportunity  for  an  OB/GYN  physician  in  friendly 
West  Texas.  Community  of  25,000.  Adjacent  to  a 1 53- 
bed  modern  hospital.  Excellent  guaranteed  salary  with 
no  first  year  expenses  in  addition  to  benefits.  Moving 
allowance  also  available.  Direct  inquiries  or  send  CV  to 
Rhonda  Hayes,  Malone  S Hogan  Clinic,  1501  W.  11th 
Place,  Big  Spring,  Texas  79720.  915  267-6361 

Oncology 


Houston  — 60  Physician  Internal  Medicine  group  has 
an  Oncology  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hall,  Administrator,  Diagnostic 
Clinic  of  Houston.  6448  Fannin,  Houston,  TX  77030. 

Abilene  — A well-established  and  extremely  busy 
Oncologist  is  now  seeking  an  associate.  Send  CV  to: 
Manager,  Professional  Relations,  Humana  Inc.,  Dept.  II- 
8A,  RO.  Box  1438,  Louisville.  KY  40201-1438.  Or  call 
Toll-Free  1-800-626-1590. 

Houston,  Texas  — An  Oncologist  is  needed  to  estab- 
lish practice  in  the  greater  Houston  area.  Financial  assis- 
tance and  call  schedule  with  other  solo  Oncologist.  Send 
CV  to:  Gordon  Crawford,  Professional  Relations,  Dept. 
II-8E,  PO  Box  1438,  Louisville,  KY  40201-1438.  Or  call 
Toll-Free  1-800-626-1590. 

Orthopedic 


Orthopedic  Surgeon  to  join  group  with  6 orthopods. 
Established  practice  in  north  Houston  suburbs,  excellent 
opportunity  with  salary  plus  incentive  leading  to  partner- 
ship in  one  year,  bonuses  and  paid  benefit  package. 
Send  resume  to:  Doctors,  19206  Hwy  59.  #102,  Hum- 
ble, TX  77338. 

Pediatric 


Abiiene  — Unique  opportunity  for  a pediatrician  in 
offices  next  to  our  new  replacement  hospital  in  the  high- 


growth  section  of  town  with  young  families.  Immediate 
referrals  and  attractive  financial  assistance.  Send  CV  to: 
Manager,  Professional  Relations.  Humana  Inc.,  Dept.  II- 
8B,  PO  Box  1438.  Or  call  Toll-Free  1 -800-626-1590. 

Children  in  various  areas  of  Texas  need  pediatrician 
to  take  care  of  their  aches  and  pains.  Salary  incentive. 
Whatever  it  takes.  Jerry  Lewis  of  The  Lewis  Group  @ 1 - 
800-666-1377. 

Primary  Care 


Austin  Texas  — Physicians  register  for  Emergency 
Room  opportunities  in  Austin  area.  Licensure  any  state. 
ACLS  required.  Contact  ANNASHAE  CORPORATION 
1-800-245-2662. 

Pulmonary 


Houston  — 60  Physician  Internal  Medicine  group  has  a 
Pulmonary  Disease  position  available.  For  further  infor- 
mation, send  CV  to:  Robert  B.  Hall,  Administrator,  Diag- 
nostic Clinic  of  Houston,  6448  Fannin,  Houston,  TX 
77030. 

BD  Certified  Pulmonologist  swamped  with  patients 
wants  associate  possible  partnership  for  Dallas.  Great 
area,  great  opportunity.  Contact  Jerry  Lewis  @ 1 -800- 
666-1377. 

Radiology 


Radiology  — Immediate  opening  for  BE/BC  Radiologist 
in  Dallas  area  outpatient  practice.  All  modalities,  mostly 
neuroradiology.  Send  CV  to  5429  Vista  Meadow  Circle, 
Dallas,  TK  75248. 

Expanding  15-Physician  multi-specialty  group  has 
excellent  opportunity  for  a radiologist  in  friendly  West 
Texas  community  of  25,000.  Adjacent  to  a 153-bed 
modern  hospital.  Excellent  guaranteed  salary  with  no  first 
year  expenses  in  addition  to  benefits.  Moving  allowance 
also  available.  Direct  inquiries  or  send  CV  to  Rhonda 
Hayes,  Malone  & Hogan  Clinic.  1501  W 11th  Place.  Big 
Spring,  TX  79720.  91 5 267-6361 . 

Houston  — 60  Physician  Internal  Medicine  group  has  a 
Diagnostic  Radiologist  position  available.  For  further 
information,  send  CV  to:  Robert  B.  Hall.  Administrator, 
Diagnostic  Clinic  of  Houston,  6488  Fannin,  Houston,  TX 
77030. 

Radiologist,  Tyler,  Texas  — The  University  of  Texas 
Health  Center  at  Tyler,  Texas  invites  applications  for  a 
clinical  faculty  position  in  the  Department  of  Radiology. 
Some  teaching,  but  publishing  or  research  not  required. 
A progressive  four-person  department  practices  general 
radiology  (including  interventional,  MRI,  and  SPECT)  and 
performs  approximately  27,000  exams  per  year.  New 
equipment,  flexible  work  hours,  very  light  call,  no  week- 
end schedule.  Year-round  tennis,  golf,  and  boating  are 
available  in  addition  to  excellent  schools.  Competitive 
first-year  salary  and  an  unsurpassed  benefits  package 
are  offered.  Send  CV  to  J.  R.  Shepherd,  MD.  University 
of  Texas  Health  Center  at  Tyler,  PO  Box  2003,  Tyler,  TX 
75710,  or  call  at  903  877-7100.  The  University  of  Texas 
Health  Center  at  Tyler  is  an  affirmative  action,  equal 
opportunity  employer.  Minorities  are  encouraged  to 
apply. 

Groups  need  associates/partners.  Why  wait  until 
1 992  to  find  out  what  is  available?  Just  do  it.  Desireable 
locations.  Jerry  Lewis  of  THe  Lewis  Group  @ 1 -800-666- 
1377 

Rheumatology 


College  Station,  Texas  — A rheumatologist  is 
needed  in  this  university  community,  where  our  hospital 
has  established  a Physical  Medicine  and  Rehabilitation 
Institute  which  includes  water  therapy.  The  successful 
candidate  will  be  welcomed  by  a newly  established 
Physiatrist  and  our  Orthopedic  Surgeons,  as  many 


patients  are  now  referred  out  of  the  community.  Excellent 
financial  assistance.  Send  your  CV  to:  Gordon  Crawford, 
Manager,  Professional  Relations.  Dept.  II-8H,  PO  Box 
1438,  Louisville,  KY  40201-1438.  Or  call  TOLL-FREE  1- 
800-626-1590. 

Houston  — 60  Physician  Internal  Medicine  group  has  a 
Rheumatology  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hall,  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin.  Houston,  TX  77030. 

Urology 


Busy,  Established,  Metropolitan  urology  group 
wishes  to  add  experienced  partner.  Send  resume  to  PO 
Box  29000  #166,  San  Antonio,  TX  78229. 

College  Station  — Urologist  needed  to  join  a two-per- 
son group  offering  salary  incentives  and  future  buy-in,  or 
go  solo  with  income  guarantee.  Send  CV  to:  Gordon 
Crawford,  Professional  Relations,  Humana  Inc.,  Dept.  II- 
8G.  PO  Box  1438,  Louisville,  KY  40201-1438.  Or  call 
Toll-Free  1-800-626-1590. 

Urologist  — Hospital  recruiting  physician  to  take  over 
practice  from  retiring  physician.  Population  of  75,000 
with  draw  area  of  150,000  within  20  minutes  of  Houston. 
For  details  contact  Practice  Dynamics,  11222  Rich- 
mond, Suite  125,  Houston,  TX  77082;  800-933-091 1 or 
713  531-0911. 

Other  Opportunities 


Position  Available  — Seeking  BC/BE  Family  Practice, 
General  Internist,  Endocrinologist,  OB/GYN  to  join  estab- 
lished multi-specialty  clinic.  Excellent  benefits  and  guar- 
antee. Send  CV  to  Leroy  W.  Kitoh,  Administrator,  Skinner 
Clinic.  124  Dallas  St.,  San  Antonio,  TX  78205. 


PRIVATE  PRACTICE  OPPORTUNITIES 

(In  all  specialties) 

Texas  & Sunbelt  States 
Call  1 -800-284-4660 

Houston;  785-3722  Reuben 

orsendCV;  1 1 140WesttToimer  B r o n s I e i n 

Suite  144  

Houston,  TX  77042  & Associairs 


Houston  — 60  Physician  Internal  Medicine  group  has  a 
Gl  position  available.  For  further  information,  send  CV  to: 
Robert  B.  Hall,  Administrator,  Diagnostic  Clinic  of  Hous- 
ton. 6448  Fannin,  Houston,  Texas  77030. 


Correctional  Healthcare 

Full  time  primary  care  Physicians  & Psychia- 
trists, statewide  adult  correctional  facility  loca- 
tions, competitive  salary/excellent  benefits/Phy- 
sician  student  repayment  program.  Inquirers: 
TDCJ,  Box  99,  Personnel  Annex,  Huntsville,  TX 
77342-0099  or  contact  Glynda  Baker, 

409  294-2755. 


17  Physician  Multi-Specialty  Group  needs  FP,  IM, 
OB-Gyn  & Peds.  Located  on  the  edge  of  the  Ozarks  only 
1 hour  from  St.  Louis.  Excellent  community  to  raise  a 
family.  Excellent  school  systems  and  a service  area  of 
200,000  residents.  Excellent  benefits.  Contact  Ronald 
Stevens,  Administrator,  Medical  Arts  Clinic,  301  West 
Liberty  St,  Farmington,  MO  63640.  314  756-6751 . 

College  Health  Physician  — Modern,  outpatient 
clinic.  Beautiful  campus.  East  Texas  recreational  area. 
10.5  month  position,  no  call  or  hospital  duties.  Requires 
primary-care  experience.  Texas  license.  Available 
September  1.  1991.  Contact  Dr.  Ray  Johnson,  PO  Box 
13058  SFASU,  Nacogdoches,  Texas  75962,  409  568- 
4008.  EO/AAE. 

Continued  on  p 98 

AUGUST  199  1 


96 


TEXAS  MEDICINE 


VOLUME  87  NO.  8 


Medical  Practice 

■ Appraisal 

■ Brokerage 

■ Establishment 

■ Management 
Consulting 


ACADEMIC 


Director/Associate  Professor 

Tarrant  County  Hospital  District  and  The  Univer- 
sity of  Texas  Southwestern  Medicai  Center  at 
Dallas,  seek  Director  for  Family  Practice 
Residency  Program  at  John  Peter  Smith 
Hospital,  Fort  Worth,  Texas.  The  largest  Family 
Practice  training  program  (on  one  campus)  in 
the  country,  this  program  is  acclaimed  for  its 
comprehensive,  hands-on  training  in  all 
aspects  of  Family  Medicine,  including  obstetrics. 
Board  Certification,  excellent  communication 
skills,  demonstrated  clinical  capabilities  required. 
Fonivard  CV,  and  copy  of  current  licensure,  to:  FP 
Director  Search  Committee,  c/o  Vicki  Truitt,  AA/EOE. 


CARDIOLOGY 


NORTHEAST  TEXAS 

Cardiology  group  seeks  BE/BC  Invasive  car- 
diologist for  associate  practice  in  NE  Texas 
community,  referral  area  of  1 50,000.  Modern 
medical  facilities  in  town  with  more  than  1 00 
physicians.  Progressive,  family-oriented  com- 
munity with  strong,  diversified  economy,  ex- 
cellent schools.  Many  social  and  recreational 
opportunities.  Generous  compensation  and 
benefits  to  high  caliber  physician. 

Contact:  Vicki  Truitt. 


DIAGNOSTIC  RADIOLOGY 


PANHANDLE 

Excellent  private  practice  opportunity  for  BC/ 
BE  radiologist  desirous  of  living  in  a community 
with  excellent  quality  of  life;  great  place  to  rear 
children.  New  hospital  with  state  of  the  art 
diagnostic  equipment,  including  CT.  Well-trained 
medical  community  supportive  of  effort.  Generous 
incentive  package  to  qualified  candidate. 
Contact:  Jim  Truitt. 


FAMILY  PRACTICE 


DALLAS 

Established  fee-for-service  practice  available 
for  assumption.  Full  scope  of  family  medicine, 
except  OB.  Average  gross  $320K-i-  annually 
Bilingual  (Spanish)  skills  helpful.  Retiring 
physician  will  introduce.  Financing  available  to 
qualified  candidate.  Contact:  Jim  Truitt. 

WEST  TEXAS 

Three  board  certified  family  physicians  seek 
fourth  associate  for  busy  practice.  OB  pre- 
ferred. Friendly  town,  good  schools.  Within  35 
minutes  of  larger  city.  Very  lucrative  financial 
situation.  Attractive  group  practice. 

Contact:  Jim  Truitt. 

D/FW  METROPLEX 

Recently  trained,  BC  family  physicians,  sought 
for  private,  single  specialty  group  or  solo  (shar- 
ing call)  practice  in  growing,  northern  Met- 
roplex  area.  Modem  hospital  will  sponsor 
qualified  physicians.  Excellent  schools  and 
quality  of  life  in  this  popular  area. 

Contact:  Vicki  Truitt. 


SOUTH  TEXAS 

Within  one  hour  of  San  Antonio— South  Texas 
community  seeks  BE/BC  family  practitbner 
for  senrice  area  of  20,CXX).  OB  is  available,  but 
not  required.  Hunting,  fishing  (fresh  and  salt 
water)  and  other  recreational  activities  abound. 
Forty-two  bed  hospital  will  offer  generous  incen- 
tive package  to  qualified  candidate. 

Contact:  Barry  Strittmatter 

AMARILLO 

Well  established  FP  seeks  associate  for  prac- 
tice in  community  of  150,000-1-.  No  OB  356- 
bed  hospital  offering  competitive  incentive 
package.  Excellent  schools,  quality  of  life;  four 
season  climate.  Ideal  location  for  outdoor 
sports  enthusiast.  Easy  access  to  snow  and 
water  skiing,  boating,  fishing,  and  more 
Contact:  Jim  Truitt 


FORT  WORTH 

Single  specialty  group  and  solo  practice  op- 
tions available  tor  board  certified  family  prac- 
titioner with  well-established  Metroplex  hos- 
pital, Competitive  incentive  package  will  be 
offered  to  qualified  candidates. 

Contact:  Barry  Strittmatter. 


PANHANDLE 

Texas  community  of  8,000  (service  area  of 
20,000)  seeks  BC  FP  for  solo  practice,  sharing 
call  with  a young  well-trained  BC  FP  New  hos- 
pital, sound  economy,  good  schools  Excellent 
quality  of  life.  Abundant  outdoor  recreational 
opportunities  available.  Generous  incentive 
package  including  income  guarantee,  reloca- 
tion, office  space  and  more. 

Contact:  Jim  Truitt. 


FORT  WORTH 

Board  certified  family  physician  needed  lor 
office-based  practice  in  community  health 
clinic.  No  evening  or  weekend  call.  Generous 
compensation.  Academic  appointment  avail- 
able. Contact:  Vicki  Truitt, 


GASTROENTEROLOGY 


NORTHEAST  TEXAS 

Three  busy  gastroenterologists  seek  fourth 
associate  for  group  practice  in  NE  Texas. 
Shared  call,  comprehensive  benefit  package, 
early  partnership.  Modern  office  and  hospitals. 
Attractive  community  with  strong,  diversified 
economy  excellent  schools.  Many  social  and 
recreational  opportunities. 

Contact:  Vicki  Truitt. 


INTERNAL  MEDICINE 


PANHANDLE 

Excellent  private  practice  opportunity  for  BC/ 
BE  physician  in  community  of  8,000  (service 
area  of  20,000)  New  hospital  with  state  of  the 
art  diagnostic  equipment  Well-trained  medical 
staff  supportive  of  this  effort.  Many  outdoor  rec- 
reational opportunities  available.  Good  school 
system.  Excellent  quality  of  life  Generous 
incentive  package.  Contact:  Jim  Truitt. 


THE  TEXAS  SPECIALISTS 


— Working  in  Texas  for  Texans,  since  1984  — 


WEST  TEXAS 

Four  American  trained,  board  certified  inter- 
nists seek  compatible  associate  for  busy 
group  practice  in  Texas  community  of 
1 00,000-r  Office  adjacent  to  modern  hospital 
Excellent  call  arrangement,  salary  and  bene- 
fits. Full  associate  status  in  second  year 
Contact:  Jim  Truitt, 


SOUTH  TEXAS 

Thirty  minutes  from  Padre  Island.  BC  IM 
specializing  in  critical  care  seeks  compatible 
associate.  Great  climate  and  lifestyle;  Rec- 
reational opportunities  abound.  Excellent  income 
potential.  Contact:  Barry  Strittmatter. 


WEST  TEXAS 

Community  of  approximately  9,000  (referral 
area  population  17,000)  seeks  BE/BC  inter- 
nist. Modern  50-bed  hospital.  Friendly  town, 
good  schools.  Within  35  miles  of  200,000 -r 
population  center.  Especially  attractive  to  sports- 
minded  individuals.  Many  recreational  ameni- 
ties available  Generous  incentive  package  to 
qualified  candidate.  Contact:  Barry  Strittmatter. 


AMARILLO 

Busy  BC  IM  seeks  associate  for  rapidly  expan- 
ding practice.  Fully  equipped  office  facilities. 
356-bed  hospital  offering  competitive  incentive 
package  Excellent  schools  and  quality  of  life; 
four  season  climate.  Ideal  location  for  the  out- 
door sports  enthusiast.  Easy  access  to  snow 
and  water  skiing,  boating,  fishing,  etc. 

Contact:  Jim  Truitt. 


NEUROLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  1 50,000  seeks 
BE/BC  neurologists  for  associate  practice  (or 
solo  sharing  call);  fee  for  sen/ice.  Modern  medi- 
cal facilities;  lOO-i-  doctors  in  town  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy,  excellent  schools. 
Many  social  and  recreational  opportunities 
Generous  incentive  package  to  qualified 
physician  Contact:  Vicki  Truitt. 


D/FW  METROPLEX 

Neurologist  needed  in  affluent  NE  Tarrant 
County  community.  On  campus  with  modern 
hospital.  Competitive  incentive  package  to 
qualified  candidate.  Exceilent  schools  and 
quality  of  life  with  attractive  amenities  of  both 
Dallas  and  Fort  Worth.  Contact:  Vicki  Truitt. 


OBSTETRICS/GYNECOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000 
seeks  BE/BC  OB/GYN  for  private  practice  (to 
share  call  with  three  other  OB/GYNs).  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy,  excellent  schools. 
Many  social  and  recreational  opportunities. 
Competitive  incentive  package  to  qualified 
physician  Contact:  Vicki  Truitt. 


DALLAS 

Spanish-speaking  OB/Gyn  needed  for  asso- 
ciate practice  in  North  Dallas  location  Modern, 
325-bed  medical  center.  Attractive  location.  For 
additional  details  contact:  Barry  Strittmatter 


ONCOLOGY 


NORTHEAST  TEXAS 

Oncology  group  seeks  BE/BC  medical  on- 
cologist for  associate  practice  in  NE  TX  com- 
munity with  referral  area  of  1 50,(XX)  Modern 
medical  facilities  in  town  with  more  than  100 
physicians.  New  cancer  center  under  construc- 
tion, Progressive,  family-oriented  community 
with  strong,  diversified  economy,  excellent 
schools.  Many  social  and  recreational  oppor- 
tunities. Generous  compensation  and  benefits 
to  high  caliber  physician.  Contact:  Vicki  Truitt. 


ORTHOPAEDIC  SURGERY 


EAST  TEXAS 

Medical  staff  of  100-bed  hospital  seeks  ortho- 
paedic surgeon  for  referral  area  of  approximately 
50,000  Attractive  community  of  1 4,000  with 
strong,  diversified  economy  Excellent  fishing 
and  hunting  One  hour  from  Dallas.  Competi- 
tive incentive  package  to  qualified  physician. 
Contact:  Barry  Strittmatter 


DALLAS 

Modern,  acute  care  medical  center  (325-beds) 
recently  trained,  board  certified  orthopaedic 
surgeon  to  pin  existing  practice  (or  solo  with 
coverage)  Service  area  greater  than  525,000. 
Many  sociai  and  recreational  activities  avail- 
able. Incentive  package  to  qualified  physician. 
Contact:  Barry  Strittmatter, 


PEDIATRICS 


D/FW  METROPLEX 

Young  American  trained,  BC  pediatrician  seeks 
associate  for  practice  in  affluent  suburban  com- 
munity in  the  heart  of  thriving  D/FW,  Office  on 
campus  with  modern  hospital.  Excellent 
schools  and  quality  of  life. 

Contact:  Vicki  Truitt 


NORTHEAST  TEXAS 

Dynamic  group  of  American  trained,  BC  pediat- 
ricians seek  fourth  associate  for  group  practice 
in  attractive  community  of  27,000  (referral  area 
150,000)  Progressive,  family-oriented  com- 
munity with  strong  diversified  economy;  excel- 
lent schools  Social  and  recreational  opportu- 
nities abound  Modem  hospital  with  Level  II  nur- 
sery and  designated  pediatric  care  unit.  Shared 
call,  excellent  income  and  benefits;  early  part- 
nership. Contact:  Vicki  Truitt. 


PULMONARY  MEDICINE 


WEST  TEXAS 

Four  man  group  of  American  trained,  board 
certified  internists  seeks  compatible  pulmonary 
medicine  associate  Community  of  1 0O,CIOO-f . 
Office  adjacent  to  modem  250-bed  hospital. 
Shared  call,  excellent  income  and  benefits.  Full 
associate  in  second  year. 

Contact:  Jim  Truitt. 


UROLOGY 


D/FW  METROPLEX 

Urologist  needed  in  affluent  NE  Tarrant  County 
community  On  campus  with  modern  hospital. 
Competitive  incentive  package  to  qualified  can- 
didate. Excellent  schools  and  quality  of  life  wifh 
attractive  amenities  of  both  Dallas  and  Fort 
Worth.  Contact:  Vicki  Truitt. 


Classified  Advertising 


Join  three  physician  group  in  west  Houston  suburb. 
Guarantee  plus  production  bonus,  benefits  include  3 
weeks  vacation,  CME,  all  insurance,  dues  and  auto 
allowance.  Partnership  in  1-2  years.  For  details,  contact 
Practice  Dynamics,  1 1 222  Richmond,  Suite  1 25,  Hous- 
ton, TX  77082:  800  933-091 1 or  71 3 531  -091 1 . 


For  Sale  or  Lease 

Automobile  Leasing 


Apple  Medical  Leasing  — New  and  Used  Vehicle 
Leasing  - Lease  Buy  Backs  - Several  Lease  Assumptions 
Available  - Endorsed  by  the  Texas  Medical  Association. 
TOLL  FREE  1 -800-827-7538. 

Office  Space 


Lease  — NE  Fort  Worth  (Watauga)  completely 
equipped  physician's  office-including  x-ray-treadmill 
available.  817  831-0321  Dr.  McNeff. 

For  Sale  — Complete  physicians  office  lab  including 
coulter  counter,  chemistry  equipment,  complete  bacteri- 
ology, and  more.  For  more  information  please  call  713 
790-0070.  Ask  for  St.  Lab. 

Practices 


Selling  Your  Practice?  We  offer  practice  evaluations 
& brokerage,  physician  recruiting,  and  partnership  buy-in 
services.  We  can  help  you  make  the  right  decisions.  For 
a free  brochure,  call  or  write:  Practice  Dynamics,  Dept  T, 
11222  Richmond,  Ste  125,  Houston,  TX  77082:  713- 
531-0911. 


Solo  Gynecology  Practice  In 
Beautiful  San  Antonio 
For  Sale 

Located  in  Hospital  attached  office 
building  in  Medical  Center  in  North- 
west San  Antonio,  Texas. 
Phone  512  690-9800 


Attractive,  Active  General  Medical  Practice 

immediately  available  in  rural  SW  Texas  Community. 
Owned  by  retiring  physician.  No  OB.  Call  Eduardo 
Moreno,  MD  512  497-4272. 

Property 


Repossessed  Texas  Real  Estate  — Foreclosed 
income  properties,  commercial  land,  farms,  ranches  and 
small  acreage  tracts.  Seller/bank  financing.  Call  512  479- 
2726  for  information  and  brochure. 


Business  and  Financial 
Services 

Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  cour- 
teous service.  Competitive  fixed  rate.  Physicians  Service 
Association.  Atlanta,  Georgia.  TOLL  FREE  1-800-241- 
6905.  Serving  MDs  for  over  1 0 years. 

Professional  Resume  Services  — Successfully 
serving  physicians  since  1976.  All  levels  and  specialties. 
Curriculum  vitae  preparation.  Cover  letter  development. 
Career  planning.  Commitment  to  product  quality  and 
client  satisfaction.  Immediate  service.  Effective!  Profes- 
sional. Confidential.  Call  1-800-786-3037  (24  hours). 
Alan  D.  Kirschen,  M.A. 


Cormed 

Complete  ICD-9-CM  Volume  I & II  Coding 
Software.  Instant  Complete  access  and 
retrieval  ICD  codes.  Works  on  most 
computers.  Recently  reviewed  in  TSIM 
newsletter.  For  information  and  orders  call 
1-800-545-4CMS.  Corley  Medical  Systems. 


UNSECURED  LOANS  $5,000  TO  $50,000. 

Deferred  principal  repayment  option  available  to  all  physi- 
cians. Financial  Resources  Company,  PO  Box  29302, 
Richmond,  VA  23229.  804  741  -2841 . 

Planning,  Financial,  Economic  Expertise.  Practice 
Valuation,  HMO/PPO  Contracting,  Strategic  Planning, 
Market  Research,  Expert  Testimony.  Research  & Plan- 
ning Consultants  serves  health  care  providers  who  need 
to  understand  the  opportunities  and  risks  in  the  complex 
financial  and  legal  environment  of  the  health  care  indus- 
try. Contact:  Patrick  Fitzgerald,  RPC,  3200  Red  River, 
Austin  TX  78702.  512  472-7765. 

FLEX-SPEX  PREPARATION  — November  1991 
Intensive  Course,  Norfolk,  Virginia  features  Audio-visuals, 
home  study.  yUSNBE  Review  Center,  PO  Box  767, 
Friendswood,  TX  77546  713  482-8597. 

Advertising  Rates  & Data  — Regular  classified 
advertising  sells  for  $2.00  per  word,  minimum  25  words 
or  $50,  per  issue.  We  do  not  count  articles  (a,  an,  the). 
Display  classified  advertising  sells  for  $95  per  column 
inch,  per  month.  A variety  of  typefaces,  logos,  and  bor- 
ders may  be  used  in  display  classified  ads.  Ad  box  num- 
bers can  be  substituted  for  formal  addresses  upon 
request  at  no  extra  cost.  Name  and  address  of  ad  box 
number  listings  cannot  be  given  out  unless  specific  per- 
mission to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  box  number  holders  except  by  mail. 
Federal  laws  prohibit  references  to  race,  color,  religion, 
sex,  natural  origin,  or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  1st  of  the  month  pre- 
ceding publication.  Send  copy  to  Mark  Bizzell,  Classified 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  TX  78701 . 
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loutof2 
teens  in 
America 
has  taken 
drugs. 


See,  the  Washingtons  thiah 
it’s  the  Smith  kid.  The' Smiths 
think  it’s  the  Saachez  kid. 
Maybe  the  Sanchezes  think  it’s 
your  kid._ 

Maybe  it  is  your  kid, 

. Find  out.  Talk  to  your  kids. 
Tell  ’em  the  dangers  of  drugs. 
Tell  ’em  how  to  handle  peer 
pressure. 

Tell  ’em  you  care.  It’s  not 
easy.  But  I can  help.  So  write 
me,  McQruff,  PO.  Box  36S, 
Washington,  D.C.  S0044. 

Don’tletyour  kids  take  a 
powder,  Or  anything  else. 

Together,  we  can  help 
Take  a Bite  out  of  Crime. 


TEXAS 


M H M R 


Deputy 
Commissioner 
for  Mental  Health 
Services 


he  Texas  Department  of  Mental  Health  and  Men- 


consdous  mental  health  administrator  to  direct  the 
management  of  the  Department's  MH  services  pro- 
gram, which  includes  the  supervision  of  8 state  mental 
hospitals  and  4 sp?edalized  units  and  the  programmatic 
direction  to  35  community  MHMR  centers. 


MiKt  be  a physidan  licensed  to  practice  medicine  and 
have  completed  a residency  in  psychiatry  approved  by 
theABPN.  Board  certification  is  preferred.  A mini- 
mum of  3 years  experience  in  high  level  management 
positions  in  MH  programs  ’with  demonstrated  profi- 
dency  in  program  management  is  required.  The  base 
salary  is  $134,147  plus  the  potential  for  increments 
based  on  certification.  Excellent  fringe  benefits.  Minor- 
ity candidates  are  encouraged  to  apply. 

Please  submit  resume  to: 

Carolyn  Kuenstler 

Director  of  Central  Office  Personnel 

Texas  Department  of  Mental  Health  and 
Mental  Retardation 

P.O.  Box  12668,  Austin,  Texas  78711-2668 

EEO/AA  Employer 


TAKE  A BITE  O UT  OF 


T 


CME  / Continuing 
Education  Directory 


Courses 


September 

Computer  Applications 

Sept  14,  1991 

GRATEFUL  MED:  Computer  Access  to 
Information.  Austin,  Tex.  Contact  Texas 
Medical  Association  Library,  401  W 15th 
St,  Austin,  TX  78701  (512)  370-1300 

Emergency  Medicine 

Sept  14, 1991 

EMS  Update  1991.  Lubbock,  Tex.  Contact 
Office  of  CME,  Texas  Tech  University 
Health  Sciences  Center,  Lubbock,  TX 
79430  (806)  743-2929 

General  Practice 

Sept  21,  1991 

Legal  Aspects  of  Patient  Care  in  the  Physi- 
cians’ Office/Clinical  Setting.  San  Antonio, 
Tex.  Contact  St  Luke’s  Lutheran  Hosp, 
Dept  of  Education,  7930  Eloyd  Curl  Dr, 
San  Antonio,  TX  78229  (512)  692-8719 

Internal  Medicine 

Sept  3-8,  1991 

Intensive  Review  of  Internal  Medicine. 
Dallas.  Contact  Office  of  CME,  The  Uni- 
versity of  Texas  Southwestern  Medical 
Center,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)  688-2166 

Sept  27,  1991 

Issues  In  Medicine.  Houston.  Contact  Bay- 
lor College  of  Medicine,  Office  of  CME, 
One  Baylor  Plaza,  Houston,  TX  77030 
(713)  798-6020 

Oncology 

Sept  20-21,  1991 

Pheresis.  Houston.  Contact  Jeff  Rasco, 
The  University  of  Texas  M.D.  Anderson 
Cancer  Center,  Conference  Services,  Box 
131,  1515  Holcombe  Blvd,  Houston,  TX 
77030  (713)  792-2222 

Sept  26-28,  1991 

Breast  Cancer  1991.  Dallas.  Contact 
Baylor  Medical  Center,  Office  of  CME, 
3500  Gaston  Ave,  Dallas,  TX  75246  (214) 
820-2317 

Ophthalmology 

Sept  6,  1991 

Cataract  1991.  Dallas.  Contact  Presbyteri- 
an Healthcare  System,  Office  of  CME, 


8160  Walnut  Hill  Ln,  Dallas,  TX  75231 
(214)  891-2323 

Sept  13-15,  1991 

Uveitis/Retinal  Frontiers.  Carmel,  Calif. 
Contact  Extended  Programs,  Rm  LS-105, 
University  of  California  School  of  Medi- 
cine, San  Francisco,  CA  (415)  476-4251 

Pediatrics 

Sept  5-7,  1991 

Burns  in  Children.  Houston.  Contact  The 
University  of  Texas  Medical  School  at 
Houston,  Office  of  CME,  1100  Holcombe 
Blvd,  HMB  15.1509,  Houston,  TX  77030 
(713)  792-5346 

Psychiatry 

Sept  7,  1991 

Portraits  of  Mania.  Dallas.  Contact  The 
University  of  Texas  Southwestern  Medical 
Center,  Office  of  CME,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)  688-2166 

Risk  Management 

Sept  13-14,  1991 

I RM  Stat.  Paris,  Tex.  Contact  Medical  Risk 
j Management,  Inc,  2500  City  West  Blvd, 
Ste  300,  Houston,  TX  77042  (713)  789- 
6518Sept  18,  1991 

Forensic  Obstetrics.  El  Paso,  Tex.  Contact 
Medical  Risk  Management,  Inc,  2500  City 
West  Blvd,  Ste  300,  Houston,  TX  77042 
(713)  789-6518 

Sept  18,  1991 

Grand  Rounds  in  Medical  Malpractice.  El 
Paso,  Tex.  Contact  Medical  Risk  Manage- 
ment, Inc,  2500  City  West  Blvd,  Ste  300, 
Houston,  TX  77042  (713)  789-6518 

1 

I Urology 

Sept  6-7,  1991 

Calculi  Update.  St  Louis.  Contact  Ameri- 
can Urological  Association,  6750  W Loop 
South,  Ste  900,  Bellaire,  TX  77401  (713) 
665-7500 

October 

Cardiology 

Oct  3-6,  1991 

Cardiovascular  Board  Review.  Indianapo- 
lis. Contact  American  College  of  Cardiolo- 
gy, Extramural  Programs,  Dept  5080, 
Washington,  DC  20061-5080  (1-800) 
253-4636 


Oct  10-12,  1991 

Cardiology  Update.  Carmel,  Calif.  Contact 
American  College  of  Cardiology,  Extramu- 
ral Programs,  Dept  5080,  Washington,  DC 
20061-5080  (1-800) 253-4636 

Oct  25-26,  1991 

Update  in  Pulmonary  Medicine.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Family  Practice 

Oct  23-26,  1991 

Family  Medicine  for  the  90s.  Houston. 
Contact  Texas  Academy  of  Family  Physi- 
cians, 8733  Shoal  Creek  Blvd,  Austin,  TX 
78766  (512)  451-8237 

Oct  25,  1991 

Multiple  Sclerosis  Update.  Houston.  Con- 
tact The  University  of  Texas  Medical 
School  at  Houston,  Office  of  CME,  1100 
Holcombe  Blvd,  HMB  15.1509,  Houston, 
TX  77030  (713)  792-5346 

Infectious  Diseases 
Oct  11-12,  1991 

Update  in  Sexually  Transmitted  Diseases. 
Dallas.  Contact  The  University  of  Texas 
Southwestern  Medical  Center,  Office  of 
CME,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214) 688-2166 

Internal  Medicine 

Oct  5-6,  1991 

Internal  Medicine  Update.  Cloudcroft, 
NM.  Contact  Providence  Memorial  Hospi- 
tal, Education  Dept,  2001  N Oregon,  El 
Paso,  TX  79902  (915)  542-6699 

Oct  25-26,  1991 

Update  in  Pulmonary  Medicine.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Obstetrics  and  Gynecology 
Oct  25-26,  1991 

Annual  Seminar  in  Ob-Gyn.  Eubbock, 
Tex.  Contact  Office  of  CME,  Texas  Tech 
University  Health  Sciences  Center,  Lub- 
bock, TX  79430  (806)  743-2929 

Oncology 
Oct  6-8,  1991 

Environmental  Carcinogenesis  & Its  Pre- 
vention: The  Head  & Neck  Model.  Her- 
shey.  Pa.  Contact  The  University  of  Texas 
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M.D.  Anderson  Cancer  Center,  Conference 
Services,  Box  131,  1515  Holcombe  Blvd, 
Houston,  TX  77030  (713)  792-2222 

Oct  6-9,  1991 

Pharmacy  Symposium  on  Cancer 
Chemotherapy.  Houston.  Contact  The 
University  of  Texas  M.D.  Anderson  Cancer 
Center,  Conference  Services,  Box  131, 
1515  Holcombe  Blvd,  Houston,  TX  77030 
(713)  792-2222 

Oct  14-18,  1991 

Medical  Oncology  Board  Review.  Hous- 
ton. Contact  Richard  Pazdur,  MD  (713) 
792-3634 

Oct  29-Nov  1,  1991 

Genetic  Mechanisms  of  Cancer.  Houston. 
Contact  The  University  of  Texas  M.D.  An- 
derson Cancer  Center,  Conference  Services, 
Box  131,  1515  Holcombe  Blvd,  Houston, 
TX  77030  (713)  792-2222 

Orthopedic  Surgery 

Oct  25-26,  1991 

Current  Concepts  in  Lumbar  Pain.  Hous- 
ton. Contact  Baylor  College  of  Medicine, 
Office  of  CME,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-6020 

Otorhinolaryngology 

Oct  5-6,  1991 

Endoscopic  Sinus  Surgery.  Dallas.  Contact 
The  University  of  Texas  Southwestern 
Medical  Center,  Office  of  CME,  5323  Har- 
ry Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Pediatrics 

Oct  18-19,  1991 

Pediatric  Postgraduate  Conference.  Lub- 
bock. Contact  Office  of  CME,  Texas  Tech 
University  Health  Sciences  Center,  Lub- 
bock, TX  79430  (806)  743-2929 

Risk  Management 

Oct  5-6,  1991 

RM  Stat.  El  Paso,  Tex.  Contact  Medical 
Risk  Management,  Inc,  2500  City  West 
Blvd,  Ste  300,  Houston,  TX  77042,  (713) 
789-6518 

Oct  19-20,  1991 

RM  Stat.  Lubbock,  Tex.  Contact  Medical 
Risk  Management,  Inc,  2500  City  West 
Blvd,  Ste  300,  Houston,  TX  77042,  (713) 
789-6518 


Urology 

Oct  12-13,  1991 

Urologic  Oncology.  San  Diego.  Contact 
American  LIrological  Association,  6750  W 
Loop  South,  Ste  900,  Bellaire,  TX  77401 
(713) 665-7500 

November 

Oncology 

Nov  19-23,  1991 

Advances  in  the  Biology  & Clinical  Man- 
agetnent  of  Melanoma.  Houston.  Contact 
The  University  of  Texas  M.D.  Anderson 
Cancer  Center,  Conference  Services,  Box 
131,  1515  Holcombe  Blvd,  Houston,  TX 
77030  (713)  792-2222 

Psychiatry 

Nov  2,  1991 

Divorce  in  Families.  Houston.  Contact 
Baylor  College  of  Medicine,  Office  of 
CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Nov  6-10,  1991 

Progress  in  Understanding  Post  Concus- 
sion Syndrome.  Dallas.  Contact  Southern 
California  Neuropsychiatric  Institute, 
6794  La  Jolla  Blvd,  La  Jolla,  CA  92037 
(619) 454-2102 

Nov  8-10,  1991 

Group  Therapy  Symposium.  San  Francis- 
co. Contact  University  of  California  at  San 
Francisco,  Extended  Programs  in  Medical 
Education,  Rm  Ls-105,  San  Francisco,  CA, 
94143-0742  (415)  476-4251 

Practice  Management 
Workshops 

The  following  workshops  and  seminars  are 
sponsored  by  the  Texas  Medical  Associa- 
tion Department  of  Practice  Management 
Services.  For  further  information,  contact 
the  TMA  Department  of  Practice  Manage- 
ment Services,  401  W 15th  St,  Austin,  TX 
78701  (512) 370-1300. 

Aug-Oct,  1991 

Financial  Aspects  of  Contractual  Arrange- 
ments 

Sept  24,  Houston;  Sept  25,  San  Antonio; 
Sept  26,  Dallas 

Medical  Office  Management  Institute 
Aug  6-9,  San  Antonio 


Practice  Management  Series 
Oct  8,  Houston;  Oct  9,  Dallas;  Oct  10, 
Amarillo;  Oct  15,  El  Paso;  Oct  16,  San  An- 
tonio 

Workers ' Compensation/Medicaid 
Sept  9,  Tyler;  Sept  10,  San  Antonio;  Sept 
1 1,  Houston;  Sept  12,  Dallas;  Sept  16,  Fort 
Worth;  Sept  17,  Abilene;  Sept  18,  Amaril- 
lo; Sept  19,  El  Paso;  Sept  23,  Beaumont; 
Sept  24,  McAllen 

Risk  Management 
Seminars 


The  following  course  is  sponsored  by  the 
Texas  Medical  Association  Risk  Manage- 
ment Department.  All  seminars,  unless 
otherwise  announced,  will  be  held  from  7 
pm-10  pm.  For  further  information,  con- 
tact the  TMA  Department  of  Risk  Man- 
agement, 401  W 15th  St,  Austin,  TX 
78701 (512) 370-1300. 

Sept-Oct,  1991 

Malpractice  Proof  Your  Practice 

Sept  14,  Austin  (during  TMA  Fall  Leader- 
ship Conference;  2-5  pm);  Sept  19,  Dallas; 
Sept  26,  Houston  Oct  17,  San  Antonio; 
Oct  29,  Lubbock 

VHS  Videotape 
Programs  from  the 
TMA  Library 

Following  are  recently  added  titles  to  the 
Texas  Medical  Association  Library  video- 
tape collection.  Contact  Carolyn  Thomp- 
son, TMA  Library,  401  W 15th  St,  Austin, 
TX  78701  (512)  370-1552. 

Accelerating  Teen  Sexual  Activity:  The 
Physician’s  Response,  NCME  Tape  #590. 
48  min.  Network  for  Continuing  Medical 
Education,  1991. 

Alzheimer’s  Disease:  Is  Today’s  Science  To- 
morrow’s Management f NCME  Tape 
#594.  48  min.  Network  for  Continuing 
Medical  Education,  1991. 

Laparoscopic  Cholecystectomy:  Indica- 
tions and  Techniques,  NCME  Tape  #592. 
48  min.  Network  for  Continuing  Medical 
Education,  1991. 

Problem  Airways:  Identification  and  Man- 
agement, NCME  Tape  #588.  48  min.  Net- 
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work  for  Continuing  Medical  Education, 
1991. 

Calendar  of  Meetings 


•Denotes  Texas  meeting 

August 

Aug  7-11,  1991,  Colorado  Springs,  Colo 
Southern  Orthopaedic  Association  Annual 
Meeting 

Contact  SOA,  35  Lakeshore  Dr,  Birming- 
ham, AL  35209 (205) 945-1848 

Aug  21-25,  1991,  Arlington,  Tex 
•Texas  Academy  of  Family  Physicians 
Annual  Assembly  and  Scientific  Program 
Contact  TAFP,  PO  Box  9802  #677,  Austin, 
TX  78766  (512)  451-8237 

September 

Sept  6-8,  1991,  Austin,  Tex 
•Texas  Orthopaedic  Association  Commit- 
tee Work  Day 

Contact  TOA,  401  W 15th  St,  Austin,  TX 
78701  (512) 370-1300 

Sept  14,  1991,  Austin,  Tex 

•Texas  Medical  Association  Fall 
Leadership  Conference 

Contact  Jon  Hornaday,  TMA,  401  W 15th 
St,  Austin,  TX  78701  (512)  370-1300 

Sept  21-27,  1991,  New  Orleans 
American  Society  of  Clinical  Pathologists 
Annual  Meeting 

Contact  ASCP,  2100  W Harrison  St, 
Chicago,  IL  60612  (312)  738-1336 

Sept  22-26,  1991,  Kansas  City,  Mo 
American  Academy  of  Otolaryngology- 
Head  and  Neck  Surgery  Annual  Meeting 
Contact  AAO-HNS,  One  Prince  St, 
Alexandria,  VA  22314  (703)  836-4444 

Sept  22-27,  1991,  Seattle 
American  Society  of  Plastic  & Reconstruc- 
tive Surgeons  Annual  Meeting 
Contact  ASPRS,  44  E Algonquin  Rd,  Ar- 
lington Hts,  IL  60005  (708)  228-9900 

Sept  24-27,  1991,  Honolulu 
American  Group  Practice  Association  An- 
nual Meeting 

Contact  AGPA,  1422  Duke  St,  Alexandria, 
VA  22314  (703)  838-0033 

Sept  26-29,  1991,  Washington,  DC 
American  Academy  of  Family  Physicians 
Annual  Meeting 


Contact  AAFP,  8880  Ward  Pkwy,  Kansas 
City,  MO  64114  (816)  333-9700 

Sept  27-29,  1991,  Houston 
•Texas  Pediatric  Society  Annual  Meeting 
Contact  TPS,  401  W 15th  St,  Austin,  TX 
78701 (512) 370-1300 

Sept  29-Oct  2,  1991,  Phoenix 
American  Neurological  Association  Annu- 
al Meeting 

Contact  ANA,  2221  University  Ave,  SE, 
Ste  350,  Minneapolis,  MN  55414  (612) 
378-3290 

October 

Oct  7-10,  1991,  Boston 
American  College  of  Emergency  Physicians 
Annual  Scientific  Assembly  and  CME  Ses- 
sions 

Contact  American  College  of  Emergency 
Physicians,  PO  Box  619911,  Dallas,  TX 
75261-9911  (1-800)  798-1822  or  (214) 
550-0911 

Oct  9-13,  1991,  Washington,  DC 
American  Society  of  Internal  Medicine 
Contact  ASIM,  1101  Vermont  Ave,  NW, 
Ste  500,  Washington,  DC  20005  (202) 
289-1700 

Oct  21-24,  1991,  Chicago 

American  College  of  Surgeons  Annual 

Meeting 

Contact  ACS,  44  E Erie  St,  Chicago,  IL 
60611  (312)  664-4050 

Oct  24-26,  1991,  Boston 
American  Academy  of  Clinical  Psychia- 
trists Annual  Meeting 

Contact  AACP,  PO  Box  3212,  San  Diego, 
CA  92103  (619)  298-4782 

Oct  26-30,  1991,  San  Francisco 
American  Society  of  Anesthesiologists  An- 
nual Meeting 

Contact  ASA,  515  Busse  Hwy,  Park  Ridge, 
IL  60068  (312)  825-5586 

Oct  26-30,  1991,  San  Francisco 
American  Academy  of  Child  & Adolescent 
Psychiatry  Annual  Meeting 
Contact  AACAP,  3615  Wisconsin  Ave,  NW, 
Washington,  DC  20016  (202)  966-7300 

Oct  27-Nov  1,  1991,  Washington,  DC 
American  Academy  of  Physical  Medicine 
and  Rehabilitation  Annual  Meeting 
Contact  AAPMR,  122  S Michigan  Ave, 
Ste  1300,  Chicago,  IL  60603-6107  (312) 
922-9366 


Wear  Your  Heart 


New  from  the  TMA  Auxiliary, 
these  enameled  lapel  pins  display 
the  'Texas  Medicine  Cares" 
message  to  patients,  at  health 
fairs,  to  colleagues  and  co- 
workers—to  the  entire  community. 


Appropriate  for  men  and  women, 
and  attractive  enough  to  wear 
every  day,  the  pins  are  3/4"  high 
and  produced  in  red  and  white 
enamel  on  gold.  Cost  is  $3/each. 

Order  for  yourself  and  your 
spouse. 


You  care.  Texas  Medicine  Cares. 
Now  you  can  wear  your  message 
on  your  lapel. 


Order  Form 

Please  send 

'Texas  Medicine  Cares"  lapel  pins 
@ $3 Total  $ 

Send  to: 


Name 


Address 


City/Zip 


Send  form  and  check  to: 

Lapel  Pins 

Texas  Medical  Association 
Auxiliary 
1801  North  Lamar 
Austin  78701 

Make  check  to  TMA  Auxiliary. 
Price  includes  tax  and  shipping. 


102 


TEXAS  MEDICINE 


VOLUME  87  NO.  8 


AUGUST  1991 


ST.  LUKE'S 
S-  1 LUTHERAN 
HOSPITAL 


Xhe  2 n d A n n u a 1 

“Legal  Aspects  of  Patient  Care  In  the  Physician’s 

Office/Clinic  Setting” 

Saturday,  September  21, 1991 
Wyndham  Hotel  Colonnade  - San  Antonio,  Texas 

This  intensive  day  long  program  has  been  designed  to  provide  a 
comprehensive  view  of  “Legal  Aspects  of  Patient  Care  In  the  Physician’s 
Office/Clinic  Setting.”  An  outstanding  faculty  has  been  assembled  to  present 
concurrent  sessions  appealing  to  all  physicians,  physician  assistants,  business 
managers  , office  staff,  and  office/clinic  nurses.  CME  credit  will  be  given. 


To  register  contact  St.  Luke’s  Lutheran  Hospital, 
Office  of  Education  at  (512)  692-8719. 


Classified  ads . . . 
as  easy  as  1, 2, 3. 


Please  print  or  type  the  ad  you  want  to  run  on 
a separate  sheet  of  paper 

Fill  out  this  form 

Place  both  in  an  envelope  and  mall  to: 

Mark  Bizzell,  Advertising 
401  West  15th,  Austin,  TX  78701 


Deadlines  for  publication  are  the  first  of  the  month  preced- 
ing the  month  of  publication.  For  example:  An  ad  to  be  run  in 

October  should  be  received  by  Texas  Medicine  by  September  1 . 

Classified  advertising  costs:  $2.00  per  word,  minimum  25 
words  or  $50.00.  We  do  not  count  articles  (a,  an,  the).  First  time 
advertisers  must  submit  payment  with  advertising. 


Texas  Medical  Association 

401  West  1 5th  Street,  Austin,  TX  78701  -1 680 
Advertising  Department:  (51 2)  370-1 376 
FAX:  (512)370-1632 


Date. 


Name. 


Address. 
State 


Zip  Code. 


Signature. 


Telephone 

Would  you  like  the  ad  to  run  continuously  until  cancelled? 

□ YE$  GNO 

On  the  following  line,  please  specify  the  months  you 
would  like  the  ad  to  run. 


Method  of  payment 
□ Check  enclosed  for  $. 


□ MasterCard  or  Visa  (circle)  #- 

Expiration  Date 

Signature 


SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 


ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
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YOCON' 

YOHIMBINE  HCI 


OesGripfliHi:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth,  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

Acttm:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  toth. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications;  Yocon*  is  Indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindioitions:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants , or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor,  Sweabng,  nausea  and  vomiting 
are  (xrmmon  after  parenteral  administration  of  the  drug.T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ^ 

Dosage  and  Adminisfration:  Experimental  dosage  reported  in  treatment  of 
erectile  Impotence.  ''S  '*  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  S^piied:  Oral  tablets  of  Yocon«  1/12  gr.  5.4  mg  in 


bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

Reforences: 

1.  A.  Morales  et  al..  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  ~ The  Pharmacological  basis 
of  Therapeutics  6th  ed . , p . 1 76  - 1 88. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27;2,  July  4, 

1983. 

4.  A.  Morales  et  al. , The  Journal  of  Urology  128; 

45-47, 1982. 


Rev.  1/85 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 


219  County  Road 
Tenafly,  New  Jersey  07670 

(201)569-8502  1-800-237-9083 


Board  of  Publication 

Alan  C.  Baum,  MD,  Houston,  Chairman 
Harold  R.  High,  MD,  Cuero,  Vice  Chairman 
Hugh  Lamensdorf,  MD,  Fort  Worth,  Secretary 
E.  Rubin  Bernhard,  Jr,  MD,  San  Antonio 
J.  Forrest  Fitch,  MD,  McAllen 
Earl  L.  Grant,  MD,  Austin 
Byron  L.  Howard,  MD,  Dallas 
Ted  L.  Rankin,  MD,  Longview 
Victor  J.  Weiss,  Jr,  MD,  San  Antonio 
Sam  A.  Nixon,  MD,  Houston,  TMA  President 
William  G.  Gamel,  MD,  Austin,  TMA  President-Elect 
William  Gordon  McGee,  MD,  El  Paso,  TMA  Past  President 
Betty  P.  Stephenson,  MD,  Houston,  Secretary/Treasurer 
Mark  J.  Kubala,  MD,  Beaumont,  Speaker  of  the  House 
Bernard  W.  Palmer,  MD,  San  Antonio, 
Vice-Speaker  of  the  House 


Executive  Vice  President 

Robert  G.  Mickey,  Austin 


Division  of  Medicai  Information 

Marilyn  M.  Baker,  Director 

Editorial  Staff 

401  W 15th  St,  Austin  78701 
Telephone  (512)  370-1300 

Kathryn  Trombatore,  Managing  Editor 
Jim  Busby,  Associate  Editor 
Debi  Martin,  Associate  Editor 
Ken  Ortolon,  Legislative  Affairs  Editor 
Lynn  M.  Alperin,  Clinical  Articles  Editor 
Shari  Henson,  Production  Coordinator 
Karen  Saffell  Phipps,  Editorial  and  Production  Assistant 


Advertising  Staff 

401  W 15th  St,  Austin  78701 
Telephone  (512)  370-1300 

Mark  Bizzell,  Classified  Manager 
Liz  Cook,  Advertising  Representative 
Shannon  Carter,  Advertising  Representative 


Design  and  Art  Direction 

Fuller  Dyal  & Stamper,  Inc,  Austin 


Editorial  Committee 

Glen  E.  Journeay,  MD,  Austin,  Chairman,  (512)  452-9527 
Timothy  E.  Field,  MD,  Jacksonville,  (903)  586-5993 
Julie  Graves-Moy,  MD,  Houston,  (713)  792-5252 
G.  Richard  Holt,  MD,  San  Antonio,  (512)  590-9124 
Eugene  M.  Hoyt,  Jr,  MD,  Houston,  (713)  797-9191 
Frederick  L.  Merian,  MD,  Yoakum,  (512)  293-3553 
Martin  N.  Raber,  MD,  Houston,  (713)  792-7765 
Fazlur  Rahman,  MD,  San  Angelo,  (915)  949-9555 
Giro  V.  Sumaya,  MD,  San  Antonio,  (512)  567-5247 
Luther  B.  Travis,  MD,  Galveston,  (409)  761-2538 
B.  David  Vanderpool,  MD,  Dallas,  (214)  823-2650 
Susan  Rudd  Wynn,  MD,  Fort  Worth,  (817)  731-7511 


Texas  Medicine  (ISSN  0040-4470)  is  published 
monthly  by  the  Texas  Medical  Association, 

401  W 15th  St,  Austin  78701. 

Copyright  © 1991  by  the  Texas  Medical  Association. 
Owned  and  issued  monthly  by  the  Association. 


Subscriptions 

401  W 15th  St,  Austin  78701 
do  Finance  Office 

Subscription  rates  are:  Members,  $20  per  year;  non- 
members and  institutions,  $40  per  year;  foreign,  $48  US 
currency;  single  copy,  $4  plus  $0.32  sales  tax. 


The  articles  published  in  Texas  Medicine  represent  the 
opinions  of  the  authors,  and  do  not  necessarily  reflect 
the  official  policy  of  the  Texas  Medical  Association. 

Publication  of  an  advertisement  is  not  to  be  considered 
an  endorsement  or  approval  by  the  Texas  Medical 
Association  of  the  product  or  service  involved. 


Second  class  postage  paid  at  Austin,  Texas. 


Postmaster: 

Send  address  changes  to  Texas  Medicine, 
401  W 15th  St,  Austin  78701. 


VBPA 


4 


TEXAS  MEDICINE 


VOLUME  87  NO.  9 


SEPTEMBER  1991 


UST  WHAT 

THE  DOCTOR  ORDERED ! 


Effortless 

Auto 

Leasing! 


APPLY  FOR  YOUR 

MuioLease  Card  "" 

TODAY! 


Exclusive  Features: 

• PRE-APPROVED  CREDIT 
LINE  FOR  AUTO  LEASING 

• FREE  RENT  CAR 

• NO  DOWN  PAYMENT 
or  SECURITY  DEPOSIT 

• GAPP INSURANCE 

• FREE  DELIVERY 

• CUSTOM  LEASE  QUOTE 


TRADE-INS  WELCOME 


TexasMedical 

Association 


APPLE 

Medical  Leasing 


APPLE 

1-800  -8  - 27753  -8 


Letters 


Benzodiazepines  and 
triplicate  prescriptions: 
New  York’s  experience 

New  York  State,  in  January 
1989,  added  benzodiazepines 
to  its  triplicate  prescription  program 
(1).  The  program,  in  essence,  requires 
that  a physician  write  prescriptions 
for  benzodiazepines  on  an  official 
New  York  State  form.  The  prescrib- 
ing physician  keeps  one  copy.  The 
patient  takes  the  remaining  two 
copies  to  the  pharmacist  who,  in 
turn,  keeps  one  and  forwards  the 
other  to  the  Department  of  Health.  A 
prescription  generally  may  not  be 
written  for  more  than  a 30-day  sup- 
ply. Automatic  refills  are  impermissi- 
ble; for  additional  drugs,  a patient 
must  get  a new  prescription. 

According  to  reports,  the  addi- 
tion of  benzodiazepines  to  New 
York’s  triplicate  prescription  pro- 
gram has  resulted  in  a 27%  to  53% 
decrease  in  benzodiazepine  prescrip- 
tions (1).  It  has  been  argued,  howev- 
er, that  benzodiazepine  prescribing 
has  decreased  because  psychiatric 
patients  are  embarrassed  to  take 
their  “special”  prescriptions,  with 
their  diagnoses  on  them,  to  the 
pharmacies;  also,  merely  20,000  of 
New  York’s  67,000  registered  physi- 
cians have  purchased  the  requisite 
forms  (2).  Although  an  objective  of 
the  New  York  initiative  is  a reduc- 
tion in  illicit  benzodiazepine  use, 
surveys  show  reportedly  that  neither 
the  price  nor  the  availability  of  ben- 
zodiazepines “on  the  street”  have 
changed  (2). 

Before  other  states  rush  to  in- 
clude benzodiazepines  in  triplicate 
prescription  programs,  further  ex- 
tended study  of  potential  ethical 
problems  and  the  scientific  basis  for 
restricting  the  prescribing  of  benzo- 
diazepines is  indicated.  Especially 


when  dealing  with  drugs  of  abuse, 
there  is  a tendency  to  regard  all  pa- 
tients as  potential  drug  abusers,  thus 
restricting  the  physician’s  use  of  im- 
portant drugs  in  treating  patients. 
Patients  with  valid  medical  needs  for 
benzodiazepines,  however,  are  not 
drug  abusers.  And  since  the  tripli- 
cate prescription  requirement  ap- 
pears to  be  particularly  targeted  at 
drug  abusers,  such  a requirement  for 
benzodiazepines  in  many  instances  is 
probably  unnecessarily  restrictive. 

Furthermore,  since  long-acting 
and  short-acting  types  of  benzodi- 
azepines have  differing  therapeutic 
applications,  it  seems  ill-advised  to 
join  them  for  purposes  of  the  tripli- 
cate prescription  program.  Depend- 
ing on  the  type  involved,  sudden  ces- 
sation  of  dosage  because  a 
prescription  renewal  has  been  de- 
nied may  have  vastly  differing  medi- 
cal ramifications. 

Overall,  data  are  needed  in  many 
areas,  including  how  a triplicate-pre- 
scription requirement  affects  benzo- 
diazepine prescribing  for  legitimate 
uses,  how  illicit  uses  of  the  drug  may 
be  affected,  and  potential  costs  and 
savings  of  such  a program. 

Leo  Uzych,  JD,  MPH 
1 03  Canterbury  Dr, 
Wallingford,  PA  19086. 

1.  Brahams  D.  Benzodiazepine  overprescrib- 
ing: successful  initiative  in  New  York 
State.  Lancet.  1990;336:1372-1373. 

2.  Blum  RS.  Benzodiazepine  prescribing  in 
New  York  State.  Lancet.  1990;336: 
1586-1587. 
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WHAT  DIRECTION 
IS  YOUR 

MEDICAL  PRACTICE 
GOING? 


Call  us,  we  can  help  you 
get  pointed  in  the  right 
direction  with  financial, 
operating  and  tax  plans 
that  make  a difference  in 
your  practice. 

o p'olessional  cotpoioiion 

iM.oTOPON 
&C0MB\NY  CPAS 

Proiecling  your  boiiom  line  is  our  first  priority 

713/952-3399 
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Their  Primary  Care 
Is  Our  Primary  Concern 

Fourth  Annual  Primary  Care  Update 


The  Kelsey-Seybold  Foundation  for 
Medical  Research  and  Education  and 
Kelsey-Seybold  Clinic,  P.A.  present  the 
Fourth  Annual  Primary  Care  Update, 
October  19  - 20,  at  the  beautiful  South 
Shore  Harbour  Conference  Center  near 
Houston. 

Recognizing  the  ongoing  need  for 
current  treatment  information  in  the 
area  of  office  primary  care,  the 
symposium  will  be  aimed  at  the  special 
needs  of  physicians  in  family  practice, 
internal  medicine  and  pediatrics. 
Presentations  and  discussions  will  focus 
on  outpatient  care  and  office  practices 
as  they  relate  to  the  diagnosis  and 
treatment  of  children,  adolescents  and 
adults. 

Through  a variety  of  presentations, 
panel  and  open  discussions,  and 
exhibits,  participants  will  be  exposed  to 
the  most  contemporary  information 
dealing  with  the  expanding  role  of 
primary  care  physicians. 

The  South  Shore  Harbour  Conference 
Center  is  a luxurious  waterfront  resort 
offering  sailing,  tennis,  golf  and  much 
more.  Located  on  Galveston  Bay,  South 
Shore  Harbour  is  just  minutes  from 
NASA’s  Johnson  Space  Center, 
downtown  Houston,  historic  Galveston 
Island  and  many  other  area  attractions. 


Fourth  Annual 
Primary  Care  Update 
October  19-20, 1991 


Registration  is  $100. 

Fee  will  be  waived 
to  Residents  in  Pediatrics, 

Internal  Medicine  and  Family  Practice. 
Attendance  is  limited  to  the  earliest 
registrants. 


Kelsey-Seybold  Foundation 
Kelsey-Seybold  Clinic,  P.A. 

For  More  Information  Contact: 

Cynthia  Sustaita 
Kelsey-Seybold  Foundation 
Medical  Education  Office 
1709  Dryden,  Suite  1800 
Houston,  TX  77030 
1-800-231-6421  • (713)  791-8929 


Headache 


Let  Us  Take 
The  Hassle  OuU 
of  Your  Billing 


'o/  A 

\V\'' 

N''  \ ^ 

CENTRAL  TEXAS  PROFESSIONAL 
BILLING  SERVICE 

FOR  MORE  INFORMATION  REGARDING  OUR  SERVICES, 

CALL:  800/621-7009 
Waco  817/754-4700 
FAX  817/754-4161 


Obtain  a free  sales  brochure  featuring  all  properties  for  sale  in  Texas,  Louisiana,  Mississippi 
and  Alabama  by  sending  name  and  address  to  address  shown  below. 

FARM  CREDIT  BANK  OF  TEXAS 

AMLO-MD  P.O.  Box  15919  Austin,  Texas  78761-5919  1-800-447-5731 


The  Farm 
Credit  Bank  of 
Texas  is 
offering  prime 
farms,  ranches, 
investment  and 
recreational 
properties  for 
sale.  These 
properties 
consist  of 
various  acreage 
along  with  a 
number  of  rural 
home 
properties. 
Attractive 
financing  on  a 
negotiated  basis 
is  available. 


are  the  following  four  VHS  videos: 

Texas  Prime 

37  select  properties  - $10.00 
Hondo  Creek  Ranch 

2,076  acres  in  Bandera  County  - $10.00 

East  Texas  Showplace 
1,271  acres  In  Tyler  County  - $10.00 

Houston-City  With  No  Limits 
multi-opportunity  property 
in  Harris  County  - $10.00 

When  ordering  two  or  more  • first  video  = $10.00, 
sR  additional  videos  b $6.00  each 


AXID®  (nizatidine  capsules) 

Brief  Summary.  Consult  the  package  insert  for  complete  prescribing  information. 
Indications  and  Usage:  1 Active  duodenal  ulcer-  tor  up  to  8 weeks  of  treatment  Most 
patents  heal  within  4 weeks. 

2.  Maintenance  therapy -to!  healed  duodenal  ulcer  patents  at  a reduced  dosage 
of  150  mg  hs.  The  consequences  of  therapy  with  ^(id  for  longer  than  1 year 
are  not  known 

Contraindications:  Known  hypersensitvity  to  the  drug.  Because  cross  sensitvity  in 
this  class  of  compounds  has  been  observed.  H^-receptor  antagonists,  including  Axid, 
should  not  be  administered  to  patents  wrth  a history  of  hypersensitvity  to  other 
Hj-receptor  antagonists 

Precautions:  General Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastnc  malignancy. 

2.  Dosage  should  be  reduced  in  patents  with  moderate  to  severe  renal  insufficiency. 

3.  In  patents  with  normal  renal  functon  and  uncomplicated  hepatic  dysfuncton, 
the  dispc^on  of  nizatdine  is  similar  to  that  in  normal  subjects. 

Laboratory  Tests -False- positive  tests  for  urobilinogen  with  Multstix*  may  occur 
during  therapy 

Drug  Interactions -Ho  interactions  have  been  observed  with  theophylline, 
chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin.  and  warfann.  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system;  therefore,  drug  inleracbons  mediated  by 
inhibition  of  hepabc  metabolism  are  not  expected  to  occur  In  patients  given  very 
high  doses  (3,900  mg)  ol  aspinn  daily,  increased  serum  salicylate  levels  were  seen 
when  nizatidine.  150  mg  b.i.d.,  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility -A  2-year  oral  carcinogenicity 
study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  dmes  the  recommended 
daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic  effect  There  was  a 
dose-related  increase  in  the  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastric 
oxynbc  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a carcinogenic 
effect  in  male  mice,  although  hyperplastic  nodules  of  the  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo.  Female  mice  given  the  high  dose  of  Axid 
(2,000  mg/kg/day,  about  330  times  die  human  dose)  showed  marginally  statistically 
significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numencal  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of  hepatic  carcinoma 
in  the  high-dose  animals  was  within  the  histoncal  control  limits  seen  for  the  strain 
of  mice  used.  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The  occurrence  of 
a marginal  finding  at  high  dose  only  m animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  widi  no  evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female 
mice  (given  up  to  360  mg/kg/day.  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  ot  tests  performed  to  evaluate  rts  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
micronucleus  test. 

In  a 2-generation.  perinatal  and  postnatal  fertility  study  in  rats,  doses  of  nizatidine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C-Oral  reproduction  studies 
in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits  at 
doses  up  to  55  times  the  human  dose  revealed  no  evidence  ol  impaired  fertility  or 
teratogenic  effect  but  at  a dose  equivalent  to  300  times  the  human  dose,  beated  rabbits 
had  abortons,  decreased  number  ot  live  fetuses,  and  depressed  fetal  weights  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic  arch,  and  cutaneous 
edema  in  1 fetus,  and  at  50  mg/kg,  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bitida,  hydrocephaly,  and  enlarged  heart  in  1 fetus.  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women.  It  is  also  not 
known  whether  nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant 
woman  or  can  affect  reproduction  capacity  Nizatidine  should  be  used  during  pregnancy 
only  It  the  potential  benefit  justifies  the  potential  nsk  to  the  fetus 

Nursing  Mothers ~SMes  in  lactating  women  have  shown  that  0.1%  of  an  orai 
dose  IS  secreted  in  human  milk  in  proportion  to  plasma  concentrabons.  Because  of 
growth  depression  in  pups  reared  by  treated  lactabng  rats,  a deasion  should  be 
made  whether  to  discontinue  nursing  or  the  drug,  taking  into  account  the  importance 
ol  the  drug  to  the  mother 

Pediatric  Use-Safety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderly  Patients -Healmg  rates  in  elderly  pabents  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  test 
abnormalities.  Age  alone  may  not  be  an  important  factor  in  (he  disposition  of 
nizatidine  Elderly  patients  may  have  reduced  renal  functon. 

Adverse  Reactions:  Climcal  tnals  of  varying  durabons  included  almost  5,000  pabents. 
Among  the  more  common  adverse  events  in  domesbc  placebo-controlled  tnals  of 
over  1,900  nizatidine  pabents  and  over  1.300  on  placebo,  sweabng  (1%  vs  0.2%). 
urticaria  (0,5%  vs  <0.01%),  and  somnolence  (2,4%  vs  1.3%)  were  significanby 
more  common  with  nizatidine  ft  was  not  possible  to  determine  whether  a vanety  of 
less  common  events  were  due  to  the  drug 

Wepaf/c- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizatidine  occurred  in  some  patients.  In  some  cases, 
there  was  marked  elevation  (>500  lU/L)  in  SGOT  or  SGPT  and.  in  a single  instance, 
SGPT  was  >2,000  lU/L  The  incidence  of  elevated  liver  enzymes  overall  and 
elevations  of  up  to  3 bmes  the  upper  limit  of  normal,  however,  did  not  significantly 
differ  from  that  in  placebo  pabents  All  abnormalibes  were  reversible  after  disconbnuabon 
of  Axid  Since  market  inboduction,  hepatibs  and  jaundice  have  been  reported.  Rare 
cases  of  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 
have  been  reported  with  reversal  of  the  abnormalities  after  disconbnuabon  of  Axid. 

Cardiovascular -\n  clinical  pharmacology  studies,  short  episodes  of  asymptomabc 
ventricular  tachycardia  occurred  in  2 individuals  administered  Axid  and  in  3 
untreated  subjects 

C/VS-Rare  cases  of  reversible  mental  contusion  have  been  reported. 

Endocrine -C\\n\ca\  pharmacology  studies  and  controlled  clinical  trials  showed  no 
evidence  ot  antiandrogenic  activity  due  to  nizatidine.  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  pabents  on  nizatidine  and  those  on  placebo. 
Gynecomasba  has  been  reported  rarely. 

Hematologic -Faial  thrombocytopenia  was  reported  in  a patient  treated  with 
nizabdine  and  another  H^-receptor  antagonist  This  pabeni  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs  Rare  cases  of  thrombocytopenic  purpura 
have  been  reported 

Integumental-Sv/eahng  and  urticaria  were  reported  significantly  more  frequently 
in  nizatidine-  than  in  placebo-treated  patients.  R^h  and  exfoliabve  dermabtis  were 
also  reported. 

Hypersensttfvity-As  with  other  Hj-receptor  antagonists,  rare  cases  of  anaphylaxis 
following  nizabdine  administrabon  have  been  reported.  Rare  episodes  of  hypersensitivity 
reacbons  (eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported. 

Offier-Hyperuncemia  unassociated  with  gout  or  nephrolithiasis  was  reported 
Eosinophilia.  fever,  and  nausea  related  to  nizabdine  have  been  reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monitonng  and  supportive  therapy  Renal  dialysis  does  not  substanbally  increase 
clearance  of  nizatidine  due  to  its  large  volume  of  distnbution 

PV  2091  AMP 
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ir  excellent  response  in  the  treatment  of 
lodenol  ulcers... 


nizatidine 

as  the  right  answers 

■ Rapid  epigastric  pain  relief"" 

I Fast  and  effective  ulcer  healing 


2,3,4 


*Mo5t  patients  experience  pain  relief  with  the  first  dose. 

See  adjacent  page  for  references  and  brief  summary 
of  prescribing  information. 
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Upfront 


Medicare  panel, 
national  speakers 
headline  TMA 
conference 


eady  for  Medicare  payment 
reform?  A panel  of  experts, 
including  Gale  A.  Drapala,  regional 
administrator  of  the  Health  Care  Fi- 
nancing Administration,  will  update 
participants  at  Texas  Medical  Asso- 
ciation’s Fall  Leadership  Conference. 

Scheduled  for  Saturday,  Septem- 
ber 14,  at  the  Stouffer  Austin  Hotel, 
the  conference  also  will  feature  a 
number  of  national  speakers,  includ- 
ing James  S.  Todd,  MD,  executive 
vice  president  of  the  American  Medi- 
cal Association,  US  Rep  John  Bryant, 
and  Nancy  W.  Dickey,  MD,  member 
of  the  AMA  Board  of  Trustees. 

Panelists  joining  Ms  Drapala  on 
“The  Changing  Face  of  Medicare 
Payment  Reform”  panel  will  be  Jim 
Bob  Brame,  MD,  Eldorado,  who  is  a 
member  of  the  Physicians  Payment 
Review  Commission;  Larry  Oday,  JD, 
Washington,  who  is  the  former  direc- 
tor of  HCFA’s  Bureau  of  Eligibility, 
Reimbursement,  and  Coverage;  and 
Dr  Todd,  who  will  discuss  medicine’s 
battle  for  payment  reform  equity. 

As  a featured  conference  speaker. 
Dr  Todd,  a general  surgeon  who  be- 
came AMA  executive  vice  president 
in  June  1990  after 
serving  as  senior 
deputy  executive 
vice  president  at 
the  AMA  since 
1985,  will  present 
the  national  per- 
spective on  health 
care  and  share  his 
views  about  why 
strong  physician 
leadership  is  vital. 

Congressman 
Bryant,  from  the 


Eifth  Congressional  District  of 
Texas,  will  offer  an  inside  look  at 
health  issues  before  the  102nd 
Congress.  A member  of  the  House 
committees  on  energy  and  com- 
merce, judiciary,  and  budget,  he  in- 
troduced legislation  in  1989  to  halt 
the  $13.5  million  Medicare  recoup- 
ment against  Texas  physicians  and 
patients. 

Dr  Dickey,  a Richmond  family 
practitioner  who  is  a member  of  the 
AMA  Board  of  Trustees  and  who 
chairs  TMA’s  Physician-Patient  Advo- 
cacy Committee,  will  explore  ethical 
challenges  fac- 
ing physicians. 

hollowing 
the  confer- 
ence’s general 
session,  which 
begins  at  9 


:30  am,  is  a luncheon 
hosted  by  the  Texas  Medical  Liability 
Trust  with  entertainment  provided  by 
River  City  Pops,  a 39-member  Austin 
community  pop  show  choir  that  in- 
cludes three  TMA  staff  members. 

Prom  2 to  5 pm,  conference  par- 
ticipants  may  choose  from  two 
sessions:  “Malpractice  Proof  Your 
Practice”  and  “How  to  Help  Your 


Left  to  right.  Rep 
John  Bryant,  James 
S.  Todd,  MD,  and 
Nancy  W.  Dickey,  MD 


Patients  Stop  Smoking.” 

The  workshop  on  reducing  liabil- 
ity risks  will  be  led  by  Linda  Man- 
gels, PhD,  director  of  TMA’s  office 
of  risk  management,  and  Richard  W. 
Walker,  Jr,  MD,  a practicing  physi- 
cian and  president  of  a risk  manage- 
ment consulting  firm.  The  workshop 
meets  criteria  for  3 or  15  hours  of 
Category  1 CME  credit,  depending 
on  participation  in  the  seminar  only 
or  in  the  seminar  and  independent 
study.  The  special  conference  work- 
shop fee  for  the  seminar  and  inde- 
pendent study  is  $150;  fee  for  the 

seminar  onlv  is 

csHan  $95 

. (Por  more 
details  on  the 
workshop,  and 
other  dates 
and  locations 
it  will  be  presented,  see  “TMA 
workshops  teach  you  to  ‘malpractice 
proof’  your  practice,”  p 54.) 

In  the  free  workshop  on  smoking 
cessation,  experts  in  lung  cancer  and 
smoking  cessation  counseling  will 
help  participants  discover  ways  to 
help  their  patients  stop  smoking.  A 
take-home  kit  will  enable  physicians 
to  implement  these  techniques.  Jacob 
B.  Green,  MD,  Temple,  chairman  of 
the  steering  committee  of  the  Physi- 
cian Oncology  Educa- 
tion Program  (POEP), 
will  discuss  the  POEP 
lung  cancer  module.  Joel 
Dunnington,  MD,  Hous- 
ton, chairman  of  TMA’s 
Tobacco  Use  Prevention 
Task  Porce,  will  talk  about 
the  MD  as  a community 
resource.  David  Rubovits, 
PhD,  Houston,  Baylor  Col- 
lege of  Medicine,  will  teach 
participants  how  to  talk  to 
children  about  cancer  prevention. 
Also  scheduled  for  the  workshop  is  a 
segment  on  how  to  use  prescrip- 
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A Legacy  of  Caring  campaign  a 

heads  for  success  /A 

Excitement  and  enthusiasm  were  running  I O f 
high  early  last  month  at  Texas  Medical  As-  1 A. 
sociation  headquarters  as  contributions  to  A - 1/  ^ ^ 

Legacy  of  Caring  endowment  campaign  neared  g ’ /*7 

the  $2  million  goal.  U I ^ t 

The  Texas  Medical  Association  Education  -wwi  ww  *4/ 

and  Research  Foundation  campaign  will  establish  an  en-  ^ 

dowment  to  expand  and  develop  programs  in  public  health,  medical  infor- 
mation, and  education. 

Campaign  planners,  who  expressed  hope  that  contributions  would  greatly 
surpass  the  initial  $2  million  goal,  have  set  a long-term  goal  of  building  the 
endowment  to  at  least  $20  million. 

For  further  information  on  the  campaign,  contact  the  TMA  Resource  Devel- 
opment Department,  401  W 15th  St,  Austin,  TX  78701,  phone  (512)  370-1370. 


tions  to  modify  patients’  behavior. 

In  a special  “dawn  duster”  ses-  i 
sion  at  7:45  am,  “Defense  and  Plain-  | 
tiff  Perspectives  on  Mediation,”  two  j 
Austin  attorneys  present  the  pros 
and  cons  of  malpractice  mediation. 
Terry  O.  Tottenham,  a defense  attor- 
ney with  Fulbright  & Jaworski,  is  a 
former  Philip  R.  Overton  lecturer  in 
Medicine  and  the  Law.  Tommy 
Jacks,  a plaintiff  attorney  with 
Mithoff  & Jacks,  is  president  of  the 
Texas  Trial  Lawyers  Association. 
Moderating  the  dawn  duster  session 
will  be  E.  Don  Webb,  MD,  Willis, 
Tex,  past  chairman  of  the  board  of 
governors  of  Texas  Medical  Liability 
Trust,  and  a consultant  to  the  TMA 
Council  on  Legislation  and  Commit- 
tee on  Professional  Liability. 

Also  during  the  conference  week- 
end, most  of  the  association’s  40 
boards,  councils,  and  committees 
will  meet. 

There  is  no  conference  registra- 
tion fee  for  TMA  members  and  asso- 
ciation guests.  Although  not  re- 
quired, preregistration  is  suggested. 
For  further  information,  contact  Jon 
R.  Hornaday,  director.  Special  Ser- 
vices, TMA,  401  W 15th  St,  Austin, 
TX  78701,  phone  (512)  370-1345. 
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Desert  Shield 
and  Desert 
Storm: 

a multitude  of 
thanks 

In  tribute  to  Texas  physicians  who 
served  in  Operations  Desert  Shield 
and  Desert  Storm,  TMA  President 
Sam  A.  Nixon,  MD,  Houston,  invit- 
ed the  surgeons  general  of  the  Unit- 
ed States  armed  forces  to  express 
their  appreciations  by  letter  in  Texas 
Medicine.  Those  letters,  along  with 
Dr  Nixon’s  own  thanks  on  behalf  of 
Texas  Medical  Association,  follow. 

Thanks  from  the  US  Army  . . . 

Thank  you  for  the  opportunity  to 
tell  all  of  the  physicians  in  Texas 
about  the  superb  medical  support 
provided  by  Army  Reserve  physi- 
cians from  your  state,  during  Opera- 
tion Desert  Shield/Desert  Storm. 
Their  contributions  were  in  the 
finest  tradition  of  Texans  who, 
throughout  history,  are  known  for 
giving  unselfishly  of  their  energy  and 
talents  in  defense  of  our  nation.  It  is 
no  coincidence  that  Texas  is  consid- 
ered to  be  the  home  of  Army  medi- 
cine, with  the  Academy  of  Health 
Sciences,  Brooke  Army  Medical 
Center,  and  Health  Services  Com- 
mand headquarters  located  at  Fort 
Sam  Houston  in  San  Antonio. 

Many  of  our  Reserve  physicians 
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answered  the  call  for  mobilization  at 
enormous  sacrifice  and  endured  un- 
usual personal  and  financial  hard- 
ships, fulfilling  their  service  with 
extraordinary  dedication  and  com- 
mitment. The  Army  Medical  Depart- 
ment has  always  relied  on  its  Re- 
serve forces  during  times  of  conflict 
and  the  recent  massive  deployment 
proved,  once  again,  that  the  Re- 
serves are  a “ready”  force. 

I speak  for  the  Army  Medical  De- 
partment, the  US  Army  and,  indeed, 
the  nation  when  I express  not  only 
my  gratitude  but  deep  respect  to  all 
of  the  “citizen  soldiers”  from  Texas 
for  their  outstanding  contributions. 

Frank  F.  Ledford,  Jr 
Lieutenant  General,  USA 
Surgeon  General 

Thanks  from  the  US  Air  Force  . . . 

Thank  you  for  the  opportunity  to 
express  my  gratitude  and  apprecia- 
tion for  the  highly  commendable  ac- 
tions of  all  members  of  the  Air  Force 
Medical  Service  during  Operations 
Desert  Shield  and  Desert  Storm. 

For  your  information,  deployment 
to  the  Persian  Gulf  began  in  early 
August  1990  and  was  accomplished 
five  times  faster  than  deployment 
during  the  Vietnam  conflict.  The  first 
air  transportable  hospitals  were  oper- 
ational within  24  hours  of  their  ar- 
rival in  Saudi  Arabia.  The  Air  Force 
also  had  several  overseas  contingency 
hospitals  collocated  with  aeromedical 
staging  facilities  and  blood  transship- 
ment centers.  Several  tactical  fighter 
wing  hospitals  and  pre-positioned 
contingency  hospitals  in  Germany 
and  England  were  also  staffed  and 
ready  to  receive  patients. 

I am  especially  proud  of  the  pro- 
fessional teamwork  of  our  active 
and  reserve  component  personnel 
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who  mobilized,  deployed,  and 
worked  hand-in-hand  to  meet  the 
medical  challenges  of  Desert  Storm. 
Reservists  volunteered  for  duty  even 
before  their  units  were  called  up. 
The  Air  Force  Reserve  and  Air  Na- 
tional Guard  provided  urgent  sup- 
port in  CONUS  facilities,  and 
formed  a significant  part  of  the 
Medical  Service  cadre  deployed  to 
Europe  and  the  Arabian  Peninsula. 
Reserve  forces  also  made  up  the 
largest  part  of  our  aeromedical  evac- 
uation system.  In  fact,  two  days  af- 
ter Desert  Shield  began,  24  tactical 
aeromedical  evacuation  crews  from 
the  Air  National  Guard  and  20  Air 
Force  Reserve  strategic  aeromedical 
evacuation  crews  were  awaiting  air- 
lift to  the  Persian  Gulf.  Their  enthu- 
siasm and  professionalism  assured 
that  our  forces  were  well  cared  for. 

The  men  and  women  of  the  Air 
Force  Medical  Service,  including  the 
members  of  the  Texas  Medical  Asso- 
ciation, make  me  very  proud.  They 
are  quite  simply  the  best  at  what 
they  do,  and  the  Air  Force  Medical 
Service  of  tomorrow  will  build  on 
their  accomplishments. 

Monte  B.  Miller 
Lieutenant  General,  USAF,  MC 
Surgeon  General 

Thanks  from  the  US  Navy  . . . 

As  Surgeon  General  of  the  Navy,  I 
would  like  to  express  my  sincere 
thanks  and  gratitude  to  all  Medical 
Department  Selected  Reservists 
called  to  active  duty  for  a job  well 
done  in  support  of  Operation  Desert 
Shield/Storm. 

I am  keenly  aware  that  the  call  to 
active  duty  came  with  great  hardships 
and  personal  sacrifices  for  you,  your 
families,  and  those  you  serve  in  the 
civilian  community.  Despite  the  adver- 
sity, you  unquestioningly  answered 
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this  call  to  duty,  epitomizing  the  high- 
est standards  of  pride  and  profession- 
alism, which  are  a part  of  the  tradition 
of  Navy  medicine.  This  enabled  us  to 
continue  to  provide  the  highest  levels 
of  quality  care  for  the  men  and  wom- 
en serving  in  the  theater  of  operations, 
as  well  as  to  provide  the  same  level  of 
service  without  interruption  for  those 
serving  at  home,  the  families  of  active 
duty  personnel,  and  our  retirees.  With- 
out your  significant  contributions,  this 
would  not  have  been  possible. 

As  our  role  is  winding  down,  you 
may  now  return  to  your  families  and 
civilian  responsibilities  with  a sense 
of  satisfaction  and  pride.  You  were 
part  of  a larger  team  that  was  a 
valuable  and  integral  component  di- 
rectly involved  in  the  overall  success 
of  the  war  effort. 

Additionally,  I would  like  to 
thank  those  medical  reservists  who 
were  not  called  during  this  time.  It 
was  difficult  for  you  to  be  left  behind 
when  so  many  were  called  to  serve. 
You  were  left  with  the  increased  chal- 
lenges and  responsibilities  of  continu- 
ing  to  keep  the  Naval  Medical 
Reserve  running  smoothly.  You  man- 
aged to  do  this  with  such  unsur- 
passed administrative  and  moral  sup- 
port that  you  were  an  integral  part  of 
our  very  successful  mission. 

The  entire  Naval  Reserve  medical 
community  has  clearly  demonstrated 
its  value.  Without  your  support. 
Naval  medicine  would  not  have  been 
able  to  meet  its  mission  with  such  a 
high  degree  of  quality,  efficiency,  and 
speed.  Charlie  Golf  One! 

Donald  F.  Hagen 
Vice  Admiral,  Medical  Corps,  USN 
Surgeon  General 
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Thanks  from  TMA  . . . 

“To  the  average  professional 
officer,  the  military  doctor  is  an 
unwillingly  tolerated  noncombat- 
ant who  takes  sick  call,  gives 
cathartic  pills,  makes  transporta- 
tion troubles,  complicates  tacti- 
cal plans,  and  causes  the  water  to 
smell  bad.  ” 

— Hans  Zinsser, 
Rats,  Lice  and  History 

Despite  the  sentiment  expressed  in 
the  preceding  quotation,  physicians 
have  been  essential  for  the  care  of 
troops  for  as  long  as  there  have  been 
armies,  illness,  and  injury. 

In  war,  the  military  medical 
officers’  first  duty  is  to  the  soldiers, 
sailors,  and  airmen  in  harm’s  way.  In 
peacetime,  preventing  disease  and 
trauma  and  providing  the  daily  med- 
ical care  of  active  duty  military,  their 
dependents,  and  retired  personnel, 
take  priority. 

Drawn  from  the  regular  forces 
and  the  reserves  including  the  Na- 
tional Guard,  the  respective  services’ 
medical  corps  are  all  volunteers, 
with  regular  forces  augmented  by 
medical  graduates  fulfilling  obliga- 
tions from  health  profession  scholar- 
ship programs  and  those  from  the 
Uniformed  Services  University  of  the 
Health  Sciences. 

They  are  part  of  America’s  pre- 
paredness to  defend  ourselves  against 
all  comers  to  ensure  the  peace  we  en- 
joy now  and  hope  to  for  many  years 
to  come.  But  this  state  of  readiness 
indicates  a continuing  need  for  active 
duty  military  medical  personnel  as 
well  as  those  on  reserve  status.  To 
preserve  the  strength  of  the  reserve 
military  medical  corps,  our  govern- 
ment needs  to  be  aware  of  and  pre- 
pare for  the  difficulties  presented  by 
disrupting  physicians’  practices.  The 
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TMA  Ad  Hoc  Committee  on  Mili- 
tary Affairs  has  brought  some  prelim- 
inary recommendations  to  the  TMA 
board  of  trustees  and  plans  to  offer  a 
workable  plan  to  the  respective  ser- 
vices later  this  year. 

While  many  nonmilitary  physi- 
cians from  time  to  time  face  practice 
disruptions  and  the  resulting  chal- 
lenges of  maintaining  office  staff  and 
records  and  responding  to  inquiries 
and  other  legal  obligations,  those 
physicians  who  served  in  the  Persian 
Gulf  conflict  (and  certainly  those  in 
previous  conflicts,  as  well)  faced  dis- 
ruption to  their  practices  and  fami- 
lies that  was  particularly  severe,  in 
part  because  the  length  of  disruption 
could  not  be  predicted. 

Fortunately,  this  was  a short  war. 
But  as  Texas  physicians  return 
home,  reenter  their  communities, 
pick  up  the  threads  of  their  personal 
and  professional  lives,  and  begin 
reweaving  themselves  into  the  social 
fabric,  we  see  there  are  still  many  ir- 
regular patches  left,  with  some  holes 
never  to  be  filled. 

All  of  us  need  to  join  in  praise 
and  appreciation  for  our  fellow 
physicians  who  gave  up  their  prac- 
tices for  Desert  Shield  and  Desert 
Storm  as  well  as  for  those  physicians 
who  covered  their  practices  for  them 
in  a comradely,  collegial  manner. 
Their  families,  friends,  and  patients 
should  also  be  remembered  for  their 
many  contributions. 

May  it  be  a long  time  until  the 
next  time  they  must  heed  the  call  to 
serve  with  fellow  citizens  to  preserve 
and  protect  our  country  and  its  ideals. 

Sam  a.  Nixon,  MD 
Captain,  MC,  USAR,  Ret 
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BEFORE  YOU  BUY 
ASAFECAR,YOU 
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MAKES  A CAR  SAFE. 

BMW  engineers  have  always  believed 
that  the  best  way  to  survive  accidents  is  to 
avoid  them  in  the  first  place. 

Which  is  why  the  dramatically  new 
3-Series  is  equipped  with  some  rather  ad- 
vanced “active  safety”  systems.  Including 
a high-performance,  24-valve,  189-horse- 
power engine.Twin-circuit  antilock  brakes. 
Responsive  steering.And  a patented  sus- 
pension that  offers  greater  stability  and 
handling  in  emergency  maneuvers. 

Yet,  in  the  event  of  an  unavoidable 
accident,  BMW's“passive  safety”  features 
intervene  instantaneously  on  your  behalf. 


Hydraulic,  regenerating  bumpers  help 
absorb  the  energy  of  impact. Seat  belts 
automatically  tighten  their  grip  in  a frontal 
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assist  occupants  in  escape  or  rescue. 

More  reassuring  still  is  the  fact  that  the 
new  3-Series  also  offers  a 4-year/50,000- 
mile  bumper-to-bumper  warranty*  Along 
with  a Roadside  Assistance  Program 
that  will  rally  to  your  side  at  any  time,  on 
any  road  in  the  continental  United  States!* 
Both  of  which  act  to  safeguard  you  from 
unexpected  expenses. 

If  the  thought  of  such  a car  intrigues 
you,  we  invite  you  to  visit  your  local  autho- 
rized BMW  dealer  for  a thorough  test  drive. 

It  could  very  well  be  one  of 
the  safest  trips  that  you  ever  take.  |P  J 
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Newsmakers 

Herbert  L.  DuPont,  MD,  has  been 
chosen  by  students  at  The  University 
of  Texas  Health  Science  Center  at 
Houston  to  receive  the  John  P.  Mc- 
Govern Outstanding  Teacher  Award. 
Dr  DuPont  is  the  Mary  Kelsey  Pro- 
fessor in  the  medical  sciences  and  di- 
rector of  the  division  of  infectious 
diseases  in  the  department  of  internal 
medicine  at  the  medical  school. 

The  president  of  the  Republic  of 
Italy,  Francesco  Cossiga,  has  award- 
ed Mario  Feola,  MD,  the  honor  of 
Knight  Officer  of  the  Order  of  Merit 
of  the  Italian  Republic,  the  nation’s 
highest  civilian  award.  Dr  Feola,  a 
native  of  Italy,  is  surgery  professor 
at  Texas  Tech  University  Health  Sci- 
ences Center  in  Lubbock.  He  was 
honored  for  his  work  in  developing 
a potential  human  blood  substitute. 

Robert  L.M.  Hilliard,  MD,  chief  of 
obstetrics  and  gynecology  at  Baptist 
Medical  Center  in  San  Antonio,  has 
been  awarded  the  highest  alumni 
honor,  the  Ashbel  Smith  Distin- 
guished Alumnus  Award,  by  the 
school  of  medicine  of  The  University 
of  Texas  Medical  Branch  at  Galves- 
ton. The  award  is  named  in  honor  of 
the  first  surgeon  general  of  the  Re- 

Please  let  Texas  MBdlcino  know 
about  your  honors  and  achievements. 

Criteria  for  inclusion  in  the  newsmakers  sec- 
tion are:  TMA  member;  election  or  appoint- 
ment to  an  office  of,  or  honors  from,  a na- 
tional or  state  organization;  or,  space 
permitting,  recognition  at  the  local  level. 
Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  editor. 
Submit  items  for  consideration,  with  photos 
if  possible,  to  People,  Texas  Medicine,  401 
West  15th  Street,  Austin,  TX  78701. 


People 


Robert  L.M.  Hilliard,  MD 


public  of  Texas,  and  is  given  in  recog- 
nition of  outstanding  service  to  the 
medical  profession  and  to  humanity. 

Sam  A.  Nixon,  MD,  Texas  Medical 
Association  president  and  Houston 
family  practitioner,  has  been  ap- 
pointed by  the  board  of  trustees  of 
the  American  Medical  Association 
to  the  Liaison  Committee  on  Medi- 
cal Education. 

The  Texas  Cancer  Council  has 
awarded  Courtney  M.  Townsend, 

MD,  its  Physician  Achievement 
Award.  Dr  Townsend  is  professor  of 
surgery  at  The  University  of  Texas 
Medical  Branch  at  Galveston. 

Obituaries 

Luis  Casillas-Aguayo,  MD,  77;  Cor- 
pus Christi;  Military  Medical  School 
of  Mexico,  1936;  died  May  1991. 

Connie  Yerwood  Connor,  MD,  83; 

Austin;  Hubbard  Hospital  of 
Meharry  Medical  College,  1933; 
died  June  11,  1991. 

Jay  Cecil  Crager,  MD,  94;  Beau- 
mont; Johns  Hopkins  University 
School  of  Medicine,  1922;  died  May 
24,  1991. 


Antonio  Bienvenido  Fleitas,  MD, 

71;  Bryan;  University  of  Havana 
School  of  Medicine,  Cuba,  1946; 
died  June  15,  1991. 

David  K.  Friedman,  MD,  64;  Hous- 
ton; Baylor  University  College  of 
Medicine,  1948;  died  June  23,  1991. 

Edward  Everett  Jenkins,  MD,  75; 

Bellaire;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1943; 
died  July  10,  1991. 

Charles  Philip  Carlin  Logsdon,  MD, 

77;  El  Paso;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1939; 
died  June  8,  1991. 

Carlos  M.  Maruri,  MD,  69;  Texas 
City;  University  of  Havana  School 
of  Medicine,  Cuba,  1946;  died  June 
27,  1991. 

James  Lewis  Pipkin,  MD,  90;  San 

Antonio;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1926; 
died  June  11,  1991. 

Groom  Shirley  Shepard,  MD,  78; 

Lufkin;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1942; 
died  June  1991. 

Maurice  P.  Spearman,  MD,  87;  El 

Paso;  Baylor  University  College  of 
Medicine,  1934;  died  June  11,  1991. 

Landon  Wayne  Stewart,  MD,  52; 

Dallas;  Southwestern  Medical 
School,  1964;  died  June  6,  1991. 
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INDICATIONS  AND  USAGE;  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or 
hydrocodone. 

WARNINGS: 

Allergic-Type  Reactions : VICODINA^ICODIN  ES  Tablets  contain  sodium 
metabisulfite,  a sulfite  that  may  cause  allergic-type  reactions  including 
anaphylactic  symptoms  and  life-threatening  or  less  severe  asthmatic 
episodes  in  certain  susceptible  people. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients, 
hydrocodone  may  produce  dose-related  respiratory  depression. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory 
depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospi- 
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pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may 
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Acute  Abdominal  Conditions;  The  administration  of  narcotics  may 
obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal 
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Special  Risk  Patients;  VICODINA/ICODIN  ES  Tablets  should  be  used 
with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  dis- 
ease, prostatic  hypertrophy  or  urethral  stricture. 
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lets are  used  postoperatively  and  in  patients  with  pulmonary  disease. 
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CNS  depression.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants 
with  hydrocodone  preparations  may  increase  the  effect  of  either  the 
antidepressant  or  hydrocodone.  The  concurrent  use  of  anticholinergics 
with  hydrocodone  may  produce  paralytic  ileus. 

Usage  in  Pregnancy: 

Teratogenic  Effects:  Pregnancy  Category  C.  Hydrocodone  has  been 
shown  to  be  teratogenic  inliamsters  when  given  in  doses  700  times  the 
human  dose.  There  are  no  adequate  and  well-controlled  studies  in 
pregnant  women.  VICODIN/VICODIN  ES  Tablets  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  tak- 
ing opioids  regularly  prior  to  delivery  will  be  physically  dependent.  The 
withdrawal  signs  include  irritability  and  excessive  crying,  tremors,  hyper- 
active reflexes,  increased  respiratory  rate,  increased  stools,  sneezing, 
yawning,  vomiting,  and  fever. 

Labor  and  Delivery:  Administration  of  VICODIN/VICODIN  ES  Tablets  to 
the  mother  shortly  before  delivery  may  result  in  some  degree  of  respira- 
tory depression  in  the  newborn,  especially  if  higher  doses  are  used. 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk  and 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  VICODIN/VICODIN  ES  Tablets,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
importance  of  the  drug  to  the  mother. 

Pediatric  Use;  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS: 

The  most  freguently  observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These  effects  seem  to  be  more 
prominent  in  ambulatory  than  in  nonambulatory  patients  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down.  Other 
adverse  reactions  include; 

Central  Nervous  System;  Drowsiness,  mental  clouding,  lethargy,  impair- 
ment of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  psy- 
chic dependence  and  mood  changes. 

Gastrointestinal  System:  The  antiemetic  phenothiazines  are  useful  in 
suppressing  the  nausea  and  vomiting  which  may  occur  (see  above); 
however,  some  phenothiazine  derivatives  seem  to  be  antianalgesic  and 
to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  while 
other  phenothiazines  reduce  the  amount  of  narcotic  required  to  produce 
a given  level  of  analgesia.  Prolonged  administration  of  VICODIN/VICODIN 
ES  Tablets  may  produce  constipation. 

Genitourinary  System;  Ureteral  spasm,  spasm  of  vesical  sphincters 
and  urinary  retention  have  been  reported. 

Respiratory  Depression:  Hydrocodone  bitartrate  may  produce  dose- 
related  respiratory  depression  by  acting  directly  on  the  brain  stem  respi- 
ratory center.  Hydrocodone  also  affects  the  center  that  controls  respiratory 
rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  significant 
respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of 
naloxone  hydrochloride.  Apply  other  supportive  measures  when  indicated. 
DRUG  ABUSE  AND  DEPENDENCE: 

VICODIN/VICODIN  ES  Tablets  are  subject  to  the  Federal  Controlled  Sub- 
stance Act  (Schedule  III).  Psychic  dependence,  physical  dependence,  and 
tolerance  may  develop  upon  repeated  administration  of  narcotics;  there- 
fore, VICODIN/  VICODIN  ES  Tablets  should  De  prescribed  and  adminis- 
tered with  caution. 

OVERDOSAGE; 

Acetaminophen  Signs  and  Symptoms:  In  acute  acetaminophen  over- 
dosage, dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most 
serious  adverse  effect.  Renal  tubular  necrosis,  hypoglycemic  coma,  and 
thrombocytopenia  may  also  occur.  Early  symptoms  following  a poten- 
tially hepatotoxic  overdose  may  include:  nausea,  vomiting,  diaphoresis 
and  general  malaise.  Clinical  and  laboratory  evidence  of  hepatic  toxicity 
may  not  be  apparent  until  48  to  72  hours  post-ingestion. 
Hydrocodone  Signs  and  Symptoms;  Serious  overdose  with 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease  in 
respiratory  rate  and/or  tidal  volume,  Cheyne-Stokes  respiration,  (cyano- 
sis), extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  muscle 
flaccidity,  cold  and  clammy  skin,  ancTsometimes  bradycardia  and  hypo- 
tension. In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest 
and  death  may  occur. 
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Knoll  Pharmaceuticals 

A Unit  of  BASF  K&F  Corporation 
Whippany.  New  Jersey  07981 


knoll 


5864 


BASF  Group 
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PMN  REUEF 


msatiBiNG 

KsmicnoNS 


Plus  . . . Excellent  patient  acceptance 

• Few  reported  side  effects^ 

Pain  reiief  that  iasts 

• Four  to  six  hours  of  extra  strength  pain  relief 

\ The  heritage  of  VICODiN" 

• VICODIN  is  the  24th  most  frequently 
\ prescribed  medication  in  America? 


O O 


9 1989.  BASF  K&F  Corporation 
5825/5-89 


/ ^ (hydrocodone  bitartrate  7.5mg  [Warning:  May  be  habit  forming] 

and  acetaminophen  750  mg) 

\ ^ ^ Tablet  for  tablet, 

the  most  potent  analgesic  you  can  phone  in 
daytime,  nighttime,  weekends. 


**  (hydrocodone  bitartrate  5 mg  [Warning:  May  be  habit  forming)  and  acetaminophen  500  mg) 

1.  Data  on  file.  Knoll  Pharmaceuticals 

2.  Standard  industry  new  prescription  audit. 

Please  see  adjacent  page  for  brief  summary  of  prescribing  information.  V; 


Legislative  Affairs 


Special  session 
convenes  to  solve 
budget  shortfall 

The  Texas  Legislature  convened 
in  special  session  July  15  fac- 
ing a massive  budget  shortfall  and  in- 
tense pressure  to  pass  a major  gov- 
ernment reorganization  plan  and 
avoid  a tax  increase.  At  the  same 
time,  lawmakers 
had  to  worry 
about  how  voters 
would  perceive  the 
success  or  failure 
of  those  efforts 
when  they  seek  re- 
election  next  year 
from  newly  drawn 
districts. 

Political  insid- 
ers say  legislators 
are  facing  a three- 
pronged attack, 
with  reelection 
concerns  as  a wild 
card.  First  is  the 
major  state  gov- 
ernment reorgani- 
zation plan  pro- 
posed by  State  Comptroller  John 
Sharp.  That  plan,  which  grew  out  of 
state  agency  performance  audits 
mandated  earlier  this  year  by  the 
legislature  itself,  calls  for  consolida- 
tion of  many  state  agencies  into  “su- 
per agencies”  to  increase  operating 
efficiency.  The  new  super  agencies 
would  control  all  programs  relating 
to  specific  issues,  such  as  the  envi- 
ronment or  health  and  human  ser- 
vices. It  also  proposes  several  one- 
time accounting  adjustments  to  save 
money  during  the  upcoming  2-year 
budget  period,  would  lay  off  more 
than  1,000  state  workers,  and 

Ken  Ortolon,  legislative  affairs  editor,  writes  and  edits 
the  Legislative  Affairs  section  o/^Texas  Medicine. 
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would  increase  fees  for  many  state 
services,  as  well  as  college  tuition. 

The  second  prong  is  the  appro- 
priations bill,  itself.  The  regular 
session  adjourned  in  May  with  law- 
makers failing  to  pass  a new  2-year 
budget.  Now  they  are  facing  a bare- 
bones  budget  that  may  eliminate 
some  programs  and  agencies. 

The  final  prong  is  the  possibility 
of  a tax  bill.  If 
lawmakers  can’t 
find  some  $4.8 
billion  in  savings 
through  the  Sharp 
plan  or  other 
proposals,  they 
would  have  to  bite 
the  bullet  and  pass 
a major  tax  bill. 

“Trying  to  pre- 
dict how  the  legis- 
lature will  cope 
with  this  four- 
headed monster  is 
like  predicting  the 
World  Series 
champion  or 
who’s  going  to 
the  Super  Bowl,” 
says  Kim  Ross,  Texas  Medical  Asso- 
ciation’s director  of  public  affairs. 

Indeed,  Mr  Ross  says  lawmakers 
in  mid-July  found  themselves  in  an 
environment  with  an  increasingly 
cynical  public  that  has  a strong  anti- 
tax sentiment  and  a belief  that  it 
would  be  easier  to  cut  state  jobs  and 
eliminate  government  programs 
rather  than  pass  a tax  bill. 

In  fact,  that  was  borne  out  by 
two  separate  statewide  public  opin- 
ion polls  commissioned  by  the  Texas 
Medical  Political  Action  Committee 
(TEXPAC),  TMA,  and  a consortium 
of  other  trade  and  professional 
groups  and  conducted  in  early  July. 

The  polls,  which  measured  the 
opinions  of  registered  voters  who  vot- 
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ed  in  the  1990  elections,  showed 
nearly  half  of  all  Texans  believe  the 
state  budget  can’t  be  balanced  even  if 
state  services  are  cut  drastically.  Yet 
more  than  half  opposed  tax  increases. 

“So,  what’s  on  the  minds  of  most 
legislators  is  to  try  to  dodge  a tax 
bill,  pass  a state  lottery,  pass  as 
much  of  the  Sharp  plan  intact  as 
possible,  and  go  home  and  try  to 
run  for  reelection  in  a new  district,” 
Mr  Ross  says. 

According  to  TEXPAC  polls,  the 
public  favors  the  lottery  over  any 
outright  tax  option,  including 
broadening  the  sales  tax  to  include 
professional  services  other  than 
medical  care.  An  income  tax  had  the 
least  support  of  all  tax  options. 

Beyond  the  lottery,  the  most  likely 
revenue  option  could  be  revamping 
the  state  franchise  tax  to  take  in  all 
sole  proprietorships  and  unincorporat- 
ed partnerships.  That  would  have  an 
impact  on  doctors,  lawyers,  engineers, 
and  other  licensed  professionals. 

Mr  Ross  says  two  scenarios  are 
possible.  The  first  is  that  by  adopt- 
ing a lottery,  a franchise  tax,  the 
Sharp  plan,  and  a lean  budget,  law- 
makers could  be  on  their  way  home 
in  a minimum  of  two  30-day  special 
sessions. 

The  second  is  more  negative: 
Thanks  to  too  many  mutually  exclu- 
sive propositions,  too  little  money 
from  overhauling  the  franchise  tax, 
and  too  little  revenue  that  can  be 
scrubbed  out  of  a budget  largely 
controlled  by  federal  court  orders 
and  constitutional  dedication  of 
funds,  lawmakers  may  be  in  Austin 
all  summer  and  fall,  stringing  to- 
gether 30-day  budgets  until  they 
hammer  out  a final  solution. 

Editor’s  note:  To  almost  everyone’s  surprise, 
the  legislature  passed  a budget  before  the 
session  ended  August  13.  See  next  month’s 
Texas  Medicine  for  how  medicine  fared. 
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r Health,  human  services  agencies  face 
;<  consolidation  under  Sharp  plan 

Texas  Medical  Association  has  given  conditional  support  to  a proposal 
that  would  consolidate  most  state  health  and  human  services  agencies 
into  a single  Health  and  Human  Services  Board. 

The  TMA  Council  on  Legislation  in  July  adopted  policy  guidelines  stating 
support  for  the  consolidation  in  so  far  as  it  produces  efficiencies  and  expands 
access  to  care.  However,  the  council  said  any  consolidation  must  maintain 
medical  direction  and  leadership  for  medical  programs. 

The  health  and  human  services  consolidation  was  proposed  as  part  of 
State  Comptroller  John  Sharp’s  government  reorganization  plan  released  in 
late  June.  Here’s  how  Sharp’s  plan  would  impact  health  care: 

• Creates  a new  Health  and  Human  Services  Board  by  combining  the  De- 
partment of  Human  Services,  Department  of  Health,  Department  of  Men- 
tal Health  and  Mental  Retardation,  Texas  Employment  Commission, 
Texas  Youth  Commission,  Texas  Rehabilitation  Commission,  Juvenile 
Probation  Commission,  Commission  for  the  Blind,  Commission  for  the 
Deaf,  Department  of  Aging,  Commission  on  Alcohol  and  Drug  Abuse, 
Texas  Cancer  Council,  Early  Childhood  Intervention  Council,  and  Health 
and  Human  Services  Coordinating  Council. 

• Creates  a Department  of  Licensing  and  Regulation  by  combining  12  busi- 
ness and  occupation  licensing  agencies  and  20  health-related  licensing 
boards. 

• Proposes  cuts  in  higher  education  that  would  impact  physicians  and  the 
health-care  delivery  system,  including  reducing  appropriations  to  medical 
schools  with  physician  practice  plans,  tying  medical  school  tuition  rates 
I to  the  cost  of  academic  education,  and  reducing  funding  for  Baylor  Col- 
lege of  Medicine.  The  plan  also  proposes  full  funding  of  third-year  clerk- 
ships in  family  practice  created  under  the  1989  rural  health  bill. 

At  press  time,  TMA  was  working  with  a coalition  of  professional  organi- 
I zations  to  draft  amendments  that  would  preserve  rule-making  autonomy  of 
^ governing  boards,  such  as  the  State  Board  of  Medical  Examiners,  but  allow 
consolidation  of  certain  administrative  functions  where  economies  can  be 
achieved. 

The  TMA  Council  on  Legislation  also  voted  to  support  full  funding  for 
medical  schools,  with  emphasis  on  primary  care  and  the  family  practice 
clerkships.  The  council  supported  maintenance  of  physician  practice  plans 
' because  of  the  flexibility  they  provide  medical  schools  in  recruiting  first-rate 
faculty  and  providing  continuing  education  for  community  physicians. 

Editor’s  note:  The  health  and  human  services  consolidation  passed  the  legislature  and  will  be 
phased  in  over  the  next  2 years,  but  the  proposal  to  create  a single  Department  of  Licensing 
and  Regulation  did  not  pass.  See  next  month’s  Texas  Medicine  for  details. 


Polls  show  public 
confidence  in 
physicians  high 

Two  statewide  polls  conducted 
for  Texas  Medical  Association 
and  Texas  Medical  Political  Action 
Committee  indicate  Texans  have  a 
high  level  of  confidence  in  their  per- 
sonal physicians. 

The  polls,  conducted  in  early  July 
by  Shipley  & Associates  Inc  of 
Austin  and  the  Eppstein  Group  of 
Austin/Fort  Worth,  also  show  that 
Texans  blame  rising  health-care 
costs  on  high  malpractice  insurance 
premiums  and  lawyers. 

The  Shipley  poll  surveyed  720 
registered  voters  who  voted  in  the 
1990  general  election.  The  Eppstein 
poll  included  responses  from  1,200 
registered  voters. 

“The  overall  perception  of  the 
quality  of  health  care  has  remained 
strongly  positive  with  73%  giving 
ratings  of  excellent  or  good  and  only 
25%  rating  it  fair  or  poor,”  the 
Shipley  poll  concluded. 

Seventy-nine  percent  of  respon- 
dents in  that  poll  said  they  have  a lot 
of  confidence  in  their  personal  physi- 
cians and  53%  said  they  have  a lot  of 
confidence  in  Texas  doctors  in  general. 

Findings  of  the  Eppstein  report 
showed  64%  of  respondents  rated 
the  quality  of  health  care  good  or 
excellent,  while  only  16%  rated  it 
poor  or  fair. 

On  the  issue  of  high  medical 
costs,  75%  of  the  Shipley  poll  re- 
spondents blamed  high  malpractice 
insurance  premiums  paid  by  doctors 
and  79%  supported  caps  on  mal- 
practice awards.  In  the  Eppstein 
poll,  44%  of  respondents  blamed 
high  health-care  costs  on  lawyers 
and  lawsuits  and  18%  blamed  insur- 
ance companies.  Only  19%  blamed 
doctors  and  hospitals. 
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Medicare  anti-hassle 
legislation  filed 

Have  you  ever  had  a Medicare 
claim  denied  simply  because 
a patient  failed  to  respond  to  a ques- 
tionnaire sent  out  by  the  Medicare 
carrier? 

New  legislation  filed  in  Congress 
seeks  an  end  to  this  and  other  frustrat- 
ing hassles  in  dealing  with  Medicare. 

The  Medicare  Physician  Regulato- 
ry Relief  Amendments  of  1991  was 
filed  in  the  House  by  US  Rep  J Roy 
Rowland,  D-Georgia.  Senate  sponsors 
are  Sen  Max  Baucus,  D-Montana, 
and  Sen  Charles  Grassley,  R-Iowa. 

The  legislation,  backed  by  the 
American  Medical  Association,  is  in- 
tended to  build  on  the  anti-hassle 
victories  won  by  organized  medicine 
in  1990.  The  1990  legislation, 
passed  as  part  of  the  Omnibus  Bud- 
get Reconciliation  Act  of  1990,  cre- 
ated a physician  advisory  council  to 
review  new  Medicare  regulations  be- 
fore they  go  into  effect. 

The  new  bill  would: 

• Amend  existing  Medicare  sec- 
ondary payor  authority  to  prohib- 
it carriers  from  denying  physician 
payment  because  patients  do  not 
respond  to  carrier  questionnaires. 

• Require  carriers,  upon  a physi- 
cian’s request,  to  provide  evi- 
dence of  specific  payment  errors 
and  postpone  collection  of  al- 
leged overpayments  until  physi- 
cians’ administrative  appeal 
rights  are  exhausted. 


Allow  physicians  to  file  adminis- 
trative appeals  when  the  carrier 
has  failed  to  or  has  improperly 
implemented  Medicare  policy. 

Repeal  the  statutory  mandate  for 
precertification  of  surgical  proce- 
dures by  Medicare  Peer  Review 
Organizations. 

Allow  substitute  billing  for  locum 
tenens  physicians. 


In  late  July,  the  bill  was  awaiting 
hearings  in  the  House  Energy  and 
Commerce  Committee  and  Ways 
and  Means  Committee.  The  measure 
already  has  59  House  and  Senate  co- 
sponsors, including  US  Reps  Ralph 
Hall,  D-Rockwall;  Larry  Combest, 
R-Lubbock;  and  Charles  Wilson, 
D-Lufkin. 


AMA  voices  border  health  concerns 

The  American  Medical  Association  has  asked  Congress  and  the  Bush  ad- 
ministration to  address  public  health  concerns  on  both  sides  of  the  US- 
Mexico  border  as  part  of  efforts  to  establish  a free-trade  agreement  between 
the  neighboring  countries. 

In  testimony  before  the  House  Committee  on  Public  Works  and  Trans- 
portation in  May,  AMA  representatives  urged  creation  of  an  international 
political  mechanism  to  address  the  public  health  problems,  clean  up  environ- 
mental damage  that  already  has  occurred  because  of  industrial  development 
on  the  border,  and  provide  protections  and  necessary  resources  to  see  that 
such  problems  do  not  expand. 

Creating  a plan  to  address  border  health  concerns  in  light  of  the  free-trade 
agreement  is  one  of  the  goals  of  the  3rd  Annual  Border  Health  Conference  to 
be  hosted  by  Texas  Medical  Association  on  October  25-26,  1991,  in 
McAllen  (see  “Change  on  the  border:  four  states  meet  to  discuss  problems,” 
p45). 

“In  order  for  the  free-trade  agreement  to  be  successful,  the  health  issues 
have  to  be  addressed,”  says  Laurance  N.  Nickey,  MD,  of  El  Paso,  chairman 
of  TMA’s  Council  on  Public  Health.  “Otherwise,  the  deteriorating  public 
health  conditions  on  the  border  could  actually  retard  any  further  economic 
development.” 

TMA  also  has  lobbied  for  the  creation  of  a US-Mexico  Border  Health 
Commission  and  will  seek  funding  for  a binational  pilot  program  to  demon- 
strate the  feasibility  of  such  a commission. 


• Require  the  Health  Care  Financ- 
ing Administration  to  consider 
input  from  state  medical  societies 
in  annual  carrier  performance 
evaluations. 
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Would  it  Surprise  You  to  Know 

i 

: There's  This  Much  Difference 
I IN  Malpractice  Carriers? 


viously,  a car  is  not  just  a car.  Medical  malpractice 
companies  are  not  all  the  same  either. 

For  instance: 

• Some  companies  settle  claims  whether  the  doctor 
wants  to  or  not. 

• Some  companies  operate  outside  the  control  of 
state  regulatory  agencies,  which  inspect  for  finan- 
cial stability  and  fair  practices. 

• Some  companies  take  chances  with  questionable 
reinsurance  carriers,  or  carry  no  such  coverage  at 
all. 

• Some  companies  rapidly  drop  any  of  their  doctors 
who  get  sued. 


API  is  not  just  some  company.  We  never  settle  any 
claim  without  the  doctor's  consent.  We  operate  under  the 
laws  of  the  Texas  and  Arkansas  State  Boards  of  Insurance. 
What's  more,  API  has  won  over  90%  of  the  cases  we  have 
taken  to  court,  and  over  70%  of  our  claims  have  resulted 
in  no  payment  to  the  plaintiff. 

API  was  the  first  doctor-owned  malpractice  company 
in  Texas,  and  we  remain  truly  sensitive  to  the  needs  of  our 
Members  everywhere. 

Driving  the  "old  buggy"  is  great  for  Sunday  after- 
noon. Just  make  sure  your  malpractice  company  is  today's 
best  product.  Call  us.  We  care. 


api 

American  Physicians  Insurance  Exchange 
1-800-252-3628 

1301  S.  Capital  of  Texas  Hwy.,  Suite  B-320 
Austin,  Texas  78746 

In  San  Antonio:  Bill  Sweet(5 12)545-7533 


Confidential  and  Experienced 

• ■*» 

Legal  Representation 
FOR  Texas  Physicians  ; >■ 
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ocolitica  bacteremia  resulting 
from  blood  transfusion  have  been 
reported  in  the  U.S.  in  the  last  five 
years;  seven  patients  have  died. 
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Please  be  alert  to: 

Carefully  observe  patient  during 
red  cell  transfusion,  especially 
during  the  first  15-30  minutes 

Discontinue  transfusion  whenever 
suspicion  of  a reaction  arises, 
particularly  chills  or  fever 

Initiate  appropriate  therapy 

Culture  and  gram-stain  patient's 
blood  and  the  unit  of  blood  if 
fever  is  significant 


For  further  information  on  this 
transfusion  complication,  call 
TMA's  Library  at  (512)  370-1551. 
The  Texas  Department  of  Health  is 
interested  in  hearing  about  any 
incident  of  transfusion-associated 
infectious  disease  including 
Yersinia  enterocolitica, 

(800)  252-8239. 
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Committee  on  Blood  Banking  and  Blood  Transfusion 


IT’S  BEEN  A PAINFUL  WAIT. 


Drug  injection  technology  has 
remained  virtually  unchanged  for 
more  than  a century.  Now  a major 
advance  in  drug  delivery  makes 
subcutaneous  and  intramuscular  injections 
easier  to  administer  and  take. 

The  Biojector®  Jet  Injection  System  uses 
convenient  CO2  cartridges  and  sterile  disposable 
ampules  to  inject  medication  in  a fraction  of  a 
second.  The  ampule’s  micro-orifice  significantly 
reduces  tissue  trauma. 

Healthcare  professionals  will  prefer  the 
Biojector.  Studies  show  jet  injection  eliminates 
the  risk  of  accidental  injection  into  nerve  sheaths 
and  blood  vessels.'  What’s  more,  because  the 
single-use  medication  ampules  are  needle-free, 


there  are  no  contaminated  sharps  to  dispose 
or  handle. 

Patients  will  prefer  it  because  it’s  less 
painful  and  not  as  intimidating.  In  fact,  clinical 
studies  indicate  that  patients  prefer  jet  injection 
over  needles.^ 

Find  out  why  the  Biojector  is  gaining  such 
rapid  acceptance  by  calling  (800)  776-4204. 

Hasn’t  the  wait  been  painful  enough? 


So  Simple.  So  Smart. 


Bioject Inc.,  7620s. W.  Bridgeport  Rd. , Portland, Oregon  97224 

Biojector  is  a registered  trademark  of  Biojecl  Medical  Systems  Lid.  and  its  subsidiary.  Bioject  Inc.  1 NEJM.No.  720  (Nov.  24. 1982) pp  815-817.  2 JAMA.  Vol.  195  (March  7. 1966)  p.  847 
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Burditt  appeal 
unsuccessful, 
but  transfers 
continue 

nything  less  than  perfec- 
^F^ktion  becomes  grounds 
for  penalty.” 

That’s  what  Nancy  Gibbs,  associ- 
ate editor  for  Time  magazine,  said 
when  she  spoke  at  TMA’s  Winter 
Leadership  Conference  of  the  pre- 
carious position  physicians  find 
themselves  in  today. 

Her  statement  aptly  applies  to 
the  case  of  Michael  L.  Burditt,  MD. 

In  July,  a US  appeals  court  decid- 
ed to  uphold  the  Department  of 
Health  and  Human  Service’s  sanc- 
tion against  him  for  allegedly  violat- 
ing a federal  patient  transfer  law 
stating  that  HHS’  interpretation  of 
the  law  is  not  “unreasonable.” 

The  court  also  affirmed  HHS’  de- 
cision to  fine  Dr  Burditt  $20,000. 

“This  was  a miscarriage  of  jus- 
tice,” says  TMA  President  Sam  A. 
Nixon,  MD,  Houston.  “Dr  Burditt 
committed  no  punishable  wrong.” 

Burditt  V Sullivan,  a test  case  that 
defines  the  scope  of  the  government’s 
patient-dumping  law,  represents  the 
first  time  the  HHS  secretary  has  im- 
posed a civil  monetary  penalty 
against  a physician  for  violating  the 
Emergency  Medical  Treatment  and 
Active  Labor  Act  (EMTALA). 

“I  do  think  patient  dumping  oc- 
curs, but  it’s  not  as  frequent  as  HHS 
believes,  and  it  was  not  true  in  this 
case,”  says  Dr  Burditt.  “I  think  we 
are  forced  to  make  emergency  deci- 
sions and  it  becomes  a ‘Catch  22.’ 
We  can  be  sued  if  we  keep  patients 
and  don’t  transfer  them  if  they  need 


Debi  Martin,  associate  editor,  writes  and  edits  the  Law 
and  Medical  Economics  sections  o/^Texas  Medicine. 


care  we  can’t  give,  and  if  we  do 
transfer  them,  the  government  can 
come  down  on  us  then,  too.” 

TMA  contends  that  Dr  Burditt 
was  hampered  from  the  start  because 
his  actions  were  not  reviewed  by  a 
qualified  panel  of  his  peers  before 
HHS’  Office  of  Inspector  General 
sanctioned  him. 

“But  one  positive  outcome  for 
physicians  in  this 
trial  is  the  expand- 
ed role  of  peer  re- 
view organizations 
in  advising  the  in- 
spector general  on 
possible  patient- 
dumping viola- 
tions. But  that 
1990  legislative 
correction  is  too 
late  for  Dr  Bur- 
ditt,” says  Don- 
ald P.  Wilcox,  JD, 

TMA  general 
counsel,  who, 
along  with  TMA 
assistant  general 
counsel  Hugh 
Barton,  Corpus 
Christ!  attorney  DeWitt  Alsup,  and 
American  Medical  Association  at- 
torneys represented  the  Victoria  ob- 
stetrician-gynecologist before  the  US 
Court  of  Appeals  for  the  Fifth  Cir- 
cuit in  New  Orleans.  “Dr  Burditt’s 
case  brought  attention  to  the  need 
for  the  involvement  of  PROs,  but  he 
unfortunately  was  the  sacrificial 
lamb  caught  up  in  a bad  system.” 

Last  year,  the  Texas  Congressional 
delegation,  led  by  Congressmen 
Ralph  Hall  (D-Tex)  and  Greg  Laugh- 
lin  (D-Tex),  caused  the  EMTALA  to 
be  amended  to  assure  that  PROs 
would  be  involved  in  evaluating  pa- 
tient transfers  through  a fair  process 
of  review.  HHS  still  is  in  the  process 
of  formulating  its  implementing  in- 


structions. Meanwhile,  a backlog  of 
alleged  transfer  violations  exists  at 
the  regional  HHS  office. 

At  its  June  conference,  the  AMA 
adopted  a resolution  calling  for  fur- 
ther amendments  to  EMTALA  that 
would  enhance  further  participation 
of  PROs  in  assessing  physicians’  con- 
duct in  potentially  illegal  patient 
transfer  situations.  Among  the  pro- 
posed amendments 
is  one  requiring 
that  the  PRO  de- 
termination be 
binding  on  the  in- 
spector general. 

The  AMA  con- 
tends that  the 
scope  of  the  PRO 
review  should  in- 
clude reviewing 
the  physician’s  de- 
termination that 
the  benefits  rea- 
sonably expected 
from  medical 
treatment  at  an- 
other facility 
would  outweigh 
the  potential  risks 
of  a transfer.  Although  such  review 
is  anticipated,  the  present  law  does 
not  require  this  PRO  review  and 
HHS  could  back  away  from  these 
proposed  instructions. 

Physicians  need  to  understand  the 
ruling’s  implications 

The  government  sees  the  Burditt  case 
as  a victory  in  the  quest  to  prosecute 
physicians  for  patient  dumping. 

“This  was  an  uncategorica!  win,” 
says  Michael  J.  Astrue,  HHS  general 
counsel.  “It  definitively  resolves  the 
obligation  of  physicians  who  pro- 
vide services  in  emergency  rooms.” 

To  minimize  the  possibility  of  be- 
ing prosecuted  for  patient  dumping 
and  assure  physician  decisions  to 


“Dr  Burditt’s 
case  brought 
attention  to 
the  need  for 
the  involve- 
ment of  PROs, 
but  he  unfor- 
tunately was 
the  sacrificial 
lamb  caught 
up  in  a bad 
system.” 
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transfer  can  be  made  in  the  patient’s 
best  interest,  physicians  should  study 
HHS’  interpretation  of  the  EMTALA 
as  it  now  stands,  says  Mr  Wilcox. 

TMA  and  its  expert  witnesses 
maintained  throughout  the  trial  that 
Dr  Burditt  made  a reasonable  medi- 
cal decision  when  he  chose  in  1986 
to  transfer  a pregnant  patient  from  a 
hospital  in  Victoria  to  a hospital  in 
Galveston.  After  examining  the  pa- 
tient, Rosa  Rivera,  Dr  Burditt  deter- 
mined her  condition  to  be  high-risk 
— she  had  the  highest  blood  pres- 
sure he  had  ever  seen  — and  that 
her  infant  might  be  born  growth-re- 
tarded and  in  need  of  a neonatal  in- 
tensive care  unit  at  birth.  He  decided 
it  was  in  Ms  Rivera’s  best  interest 
to  be  transferred  to  a hospital  in 
Galveston  that  was  better  equipped 
to  deal  with  the  possible  complica- 
tions of  her  delivery. 

As  it  turned  out,  Ms  Rivera  gave 
birth  en  route  to  Galveston  in  the 
ambulance.  The  mother  and  baby 
had  no  untoward  result,  but  the 
government  charged  Dr  Burditt  with 
violating  the  transfer  law.  The  HHS 
administrative  law  judge  cited  the 
fact  that  Ms  Rivera  delivered  en 
route  as  the  best  evidence  that  she 
was  in  “active  labor”  and  should 
not  have  been  transferred. 

Definitions  of  “active  labor”  differ 

There  is  a difference  between  the 
government’s  definition  of  “active  la- 
bor” and  the  medical  definition,  says 
Mark  Haddad,  JD,  who  filed  an  ami- 
cus brief  on  behalf  of  the  AMA  to 
support  Burditt  and  participated  in 
the  oral  argument.  “Congress  adopt- 
ed a very  broad  definition  of  active 
labor;  they  did  not  adopt  a medical 
definition,”  says  Mr  Haddad.  “Physi- 
cians need  to  realize  that  a woman  in 
any  stage  of  labor  is  a woman  who 
may  not  be  transferred  unless  the 
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physician  can  defend  that  the  transfer 
benefits  outweigh  the  risks.” 

EMTALA  defines  “active  labor” 
as  a time  when  there  is  inadequate 
time  to  effect  a safe  transfer  to  an- 
other hospital  prior  to  delivery. 

“The  statute  gives  a very  precise 
definition  of  labor  that  very  well  may 
differ  from  what  medical  doctors  say 
is  active  labor,”  says  Mr  Astrue.  “The 
bottom  line  is,  no 
doctor  who  sits  and 
weighs  the  benefits 
and  disadvantages  of 
a transfer  under  the 
statute  has  to  worry. 

We  think  that  it  is 
common  sense  that  if 
someone  is  near  death 
or  about  to  give  birth 
that  an  emergency 
room  should  provide 
medically  appropriate 
services.” 

Under  the  act,  a 
hospital  that  partici- 
pates in  the  Medicare 
program  may  not 
legally  transfer  some- 
one with  an  emergen- 
cy medical  condition 
who  has  not  been  sta- 
bilized or  who  is  in 
active  labor.  Now,  the 
law  has  been  amend- 
ed to  cover  any  preg- 
nant patient  who  is 
having  contractions 
— not  just  those  in  active  labor  — 
and  a risk  benefit  analysis  must  be 
made  and  certified  by  the  physician, 
says  TMA  attorney  Hugh  Barton. 
“Document  the  analysis,”  Mr  Barton 
says.  “Write  a short  essay  on  the  gov- 
ernment’s required  forms.” 

The  court  decided  that  Dr  Burditt 
authorized  Ms  Rivera’s  transfer 
without  thoroughly  weighing  the 
risks  involved.  Evidence  used  against 


Dr  Burditt  was  the  fact  that  he  did 
not  complete  the  blanks  on  the  form 
certifying  the  need  for  a transfer,  but 
instead  relied  on  his  progress  notes. 

Dr  Burditt  says  he  did  not  believe 
at  the  time  he  transferred  Ms  Rivera 
that  she  would  give  birth  so  soon.  She 
was  having  uterine  contractions  at  the 
time  of  transport,  but  “women  can 
have  contractions  as  early  as  4 
months  into  the  preg- 
nancy,” says  Dr  Bur- 
ditt. 

He  believes  that 
he  stabilized  Ms 
Rivera  sufficiently 
for  transfer  by  or- 
dering magnesium 
sulphate.  The  three 
exams  performed 
between  4 pm  and 
6:30  pm  by  two 
obstetrical  nurses 
and  by  Dr  Burditt 
confirmed  that  Ms 
Rivera  was  not  in 
“active  labor”  as 
defined  medically. 
She  remained  2 to  3 
centimeters  dilated 
with  60%  to  70% 
effacement  during 
that  entire  time. 

Good  intentions 
irrelevant 

Dr  Burditt ’s  law- 
yers emphasized  that 
their  client  acted  in  good  faith,  with- 
out malice,  and  did  not  knowingly 
place  Ms  Rivera  in  danger. 

However,  the  prosecution  success- 
fully argued  that  Dr  Burditt’s  state  of 
mind  and  good  intentions  are  irrele- 
vant. As  the  act  has  been  interpreted 
by  the  appeals  court,  the  HHS’s 
Office  of  Inspector  General  does  not 
have  to  prove  malice  or  intent. 

“Even  the  good-faith  effort  to  pro- 


“Physicians 
need  to 
realize  that 
a woman  in 
any  stage  of 
labor  is  a 
woman  who 
may  not  be 
transferred 
unless  the 
physician 
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that  the 
transfer 
benefits 
outweigh 
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tect  Ms  Rivera’s  infant  is  irrelevant  to 
the  finding  of  a violation,  according 
to  the  court,”  says  Mr  Wilcox. 

TMA  is  seeking  another  Congres- 
sional correction  by  amending  the 
hospital  transfer  statute  so  that  a 
physician’s  mental  state  and  motive 
are  relevant  factors,  and  must  be 
proven  before  a violation  is  found. 

Effect  on  access  to  quality  care 

“The  court’s  opin- 
ion in  this  case  may 
discourage  transfers 
in  complicated  cases 
that  are  medically 
necessary,”  says  Mr 
Wilcox,  because  of 
the  court’s  state- 
ment that  “.  . . a 
showing  of  a possi- 
ble threat”  out- 
weighs a physician’s 
judgment  to  transfer 
a patient  based  on 
“reasonable  medical 
probability.” 

The  outcome  of  the  case  also 
concerns  William  J.  McGanity,  MD, 
director  of  the  Regional  Perinatal 
Program  at  The  University  of  Texas 
Medical  Branch  at  Galveston.  He 
says  the  court’s  sanctioning  of  Dr 
Burditt  “will  destroy  our  program  in 
southeast  and  east  Texas  by  in  effect 
making  it  a federal  offense  to  ac- 
complish maternal/fetal  transport  of 
pregnant  patients  with  any  uterine 
contractions  if  they  live  off  of  Gal- 
veston Island.” 

5th  Amendment  argument  rejected 

The  court  denied  the  defense’s  claim 
that  mandating  how  medicine  must 
be  practiced  in  certain  situations  is 
in  effect  a public  taking  of  Dr  Bur- 
ditt’s  services  without  just  compen- 
sation, a violation  of  the  Fifth 
Amendment.  The  court  opinion  not- 


ed, “Governmental  regulation  that 
affects  a group’s  property  interests 
does  not  constitute  a taking  of  prop- 
erty where  the  regulated  group  is 
not  required  to  participate  in  the 
regulated  industry.”  Only  hospitals 
that  voluntarily  participate  in  the 
Medicare  program  must  comply 
with  the  act,  and  Dr  Burditt  was 
seen  by  the  court  as  free  to  choose  a 
hospital  with  which 
to  be  associated. 

Dr  Burditt  dis- 
agrees. Practicing 
in  a small  town 
does  not  offer  a 
myriad  of  hospitals 
from  which  to 
choose.  “DeTar  is 
the  only  hospital 
that  does  OB  work 
in  my  town,”  says 
Dr  Burditt. 

20/20  hindsight 

Dr  Burditt’s  5-year- 
long  ordeal  has  not 
swayed  him  from  his  calling.  The 
case,  because  it  is  considered  a 
precedent,  thrust  him  into  the  spot- 
light and  was  covered  extensively  in 
the  mainstream  press,  including  the 
CBS  Evening  News  and  Wall  Street 
Journal.  Victoria’s  daily  newspaper 
printed  regular  updates. 

He  is  uncomfortable  with  being 
publicly  known  for  being  accused  of 
something  he  says  he  did  not  do, 
and  yet,  he  still  delivers  babies,  cares 
for  pregnant  women,  including  indi- 
gents, volunteers  at  a prenatal  clinic 
in  Victoria,  and  arranges  transfers 
when  medically  necessary.  (See  relat- 
ed story,  p 29.) 

After  all  that  he  has  been 
through,  he  is  surprised  that  his  son 
wants  to  follow  in  his  footsteps. 
“Now  my  18-year-old  son  wants  to 
go  to  medical  school  and  care  for 
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opinion 
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necessary.” 


28  TEXAS  MEDICINE 


sick  people,  even  after  living 
through  this  nightmare  with  me,” 
says  Dr  Burditt.  “Of  course,  based 
on  hindsight,  I should  not  have 
transferred  Ms  Rivera.  She  had  five 
‘labor  type’  contractions  and  deliv- 
ered her  baby,  and  that’s  not  nor- 
mal; I didn’t  know  that  that  is  what 
she  did  in  her  previous  labor,  until 
years  after  the  transfer.  You  can’t 
predict  that  sort  of  thing.  I made  the 
best  decision  I could  make  at  the 
time.  I still  have  to  transfer  patients, 
and  have  had  babies  live  who  might 
otherwise  have  died  if  I had  not 
transferred  the  mother. 

“I  have  received  no  backlash 
from  patients.  Most  of  them  remark 
about  it,  and  have  been  very  sup- 
portive. They  don’t  think  I’m  a 
‘dumper.’ 

“Overall,  I’m  really  disappointed 
in  the  opinion  in  this  case,  not  just 
for  me  but  for  medicine.  But  I could 
not  be  more  pleased  with  the  sup- 
port I’ve  gotten.  If  it  weren’t  for 
TMA  and  the  AMA,  I would  have 
given  up  pursuing  this  years  ago, 
paid  my  fine,  and  gone  home.  Thank 
goodness  for  organized  medicine.” 

New  law  may 
increase  organ  pool  for 
transplant  procedures 

Five  years  ago  this  month,  Phil 
Berry,  MD,  was  told  that  if  he 
did  not  have  a liver  transplant  soon, 
he  would  be  dead  within  2 weeks. 

In  the  nick  of  time,  a donor  was 
found. 

“I  remember  being  so  sick  that  I 
went  to  the  top  of  the  waiting  list,” 
says  Dr  Berry,  a Dallas  orthopedic 
surgeon  and  member  of  TMA’s  Coun- 
cil on  Legislation.  “There  was  a race 
against  time  to  get  me  an  organ.” 
Each  day,  about  six  Americans 
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The  following  is  a reprint  of  a story  that  first 
appeared  July  13,  1991,  in  The  Victoria 
Advocate: 

Burditt  decision 
made  mom  glad 

By  Linda  Hetsel 

Advocate  staff  writer 

At  least  one  Victoria  mother  is 
glad  that  Victoria  obstetri- 
cian Michael  Burditt  transferred  her 
to  a Houston  hospital  to  deliver  her 
baby  while  he  was  still  embroiled  in 
a patient  dumping  court  case. 

“If  my  baby  had  been  born  in 
Victoria  I wouldn’t  have  him  to- 
day,” Christina  Speer  said  Friday. 

Born  3 months  premature,  her 
son  weighed  only  1 pound  and  4 
ounces  at  birth,  Speer  said.  “I  could 
hold  him  in  the  palm  of  my  hand.” 

Today  her  baby,  B.J.,  is  a healthy 
15-month-old  who  is  walking  but  still 
developing  his  first  teeth,  she  said. 
“He’s  equivalent  to  a 12-month-old 
baby  born  on  his  due  date.” 

Burditt  is  the  first  doctor  in  the 
United  States  to  be  prosecuted  for 
violating  the  Emergency  Medical 
Treatment  and  Active  Labor  Act, 
sometimes  referred  to  as  “the  anti- 
patient dumping  law.” 

Earlier  this  week,  the  US  5th  Cir- 
cuit Court  of  Appeals  in  New  Or- 
leans upheld  a $20,000  fine  levied 
against  Burditt  by  the  US  Department 
of  Health  and  Human  Services. 

The  fine  stems  from  Burditt’s  de- 
cision in  late  1986  to  transfer  Rosa 
Rivera  of  Victoria  to  a Galveston 
hospital  equipped  to  care  for  high- 
risk  babies  because  her  blood  pres- 
sure was  extremely  high. 

But  before  Rivera  arrived  in 
Galveston,  her  high  blood  pressure 
dropped,  and  she  delivered  a 
healthy  6-pound,  2-ounce  boy  about 


40  miles  from  Victoria. 

If  a woman  in  labor  and  her  un- 
born child  need  care  not  available  in 
Victoria,  he  would  not  hesitate  to 
transfer  them  to  another  hospital, 
Burditt  said  Friday. 

“I’d  do  it  again  if  that’s  what  is 
best  for  the  mother  and  her  baby,” 
Burditt  said. 

He  was  prosecuted  for  Rivera’s 
transfer  but  not  Speer’s,  Burditt  said, 
because  Rivera  delivered  her  baby  en 
route  to  the  Galveston  hospital. 

“That’s  the  only  difference.  Ex- 
cept that  now  the  fine  is  in  multiples 
of  $50,000,  depending  on  how 
many  sections  you  violate.” 

The  court  ruled  that  he  should 
not  have  moved  Rivera  because  she 
was  in  active  labor,  Burditt  said. 

“But  the  government  defines  ac- 
tive labor  as  pain  and  that  doesn’t 
conform  to  the  medical  definition,” 
he  said. 

Because  Speer  had  prenatal  care, 
her  high  blood  pressure  was  detected 
before  she  went  into  labor  and  she 
was  checked  into  DeTar  Hospital. 

Through  the  night,  Burditt  and 
hospital  staff  tried  to  bring  Speer’s 
blood  pressure  under  control,  but 
could  not. 

Burditt  consulted  with  a Houston 
physician  by  phone  and  together 
they  decided  to  transfer  Speer  to 
Hermann  Hospital  in  Houston. 

“They  could  do  specialized  tests 
there  that  we  cannot  do  in  Victo- 
ria,” Burditt  said.  “Those  tests  de- 
termine how  the  baby  is  tolerating 
the  mother’s  high  blood  pressure.” 

After  the  test  results  were 
known,  the  decision  was  made  to 
deliver  the  baby  by  Caesarean  sec- 
tion, Burditt  said. 

Hermann  Hospital’s  neonatal  de- 
partment offers  at-risk  babies  care  that 
is  not  available  in  Victoria,  Burditt  said. 


There  are  not  enough  babies 
born  in  Victoria  to  justify  those 
kinds  of  equipment  and  services  in 
Victoria,  he  said. 

An  experimental  drug  available  at 
Hermann  Hospital  — but  not  in  Vic- 
toria — increased  the  Speer  baby’s 
chances  of  survival,  Burditt  added, 
because  it  helps  premature  babies  to 
breathe  properly  even  though  their 
lungs  are  not  fully  developed. 

Although  free  prenatal  care  is 
available  at  a local  clinic,  the  problem 
has  not  been  resolved,  Burditt  said. 

He  examined  a full-term  pregnant 
woman,  in  labor,  Friday  morning, 
but  the  woman  — like  Rivera  — had 
not  had  any  prenatal  care. 

“This  is  her  fourth  pregnancy  and 
she  had  prenatal  care  during  the  pre- 
vious three  pregnancies,”  he  said. 
“When  I asked  her  why  did  she  not 
get  prenatal  care  with  this  one  she 
told  me  she  didn’t  know  what  was 
available.” 

In  February  1988,  the  Victoria 
City-County  Health  Department 
maternity  clinic  was  reorganized 
and  moved  to  an  office  in  the  DeTar 
Professional  Building. 

Prenatal  care  is  offered  to  any 
woman  without  regard  to  her  ability 
to  pay,  said  the  clinic’s  director, 
Charlotte  Sartor. 

The  clinic  is  open  8 am  to  5 pm 
Monday  through  Friday  and  further 
information  is  available  by  phoning 
576-2110,  she  said. 

The  clinic  was  moved  out  of  the 
health  department  office  because 
more  room  was  needed,  not  because 
of  the  Burditt  case,  she  said. 

Women  can  now  be  seen  five  days 
a week,  rather  than  one  or  two,  and 
there  are  12  physicians  — including 
Burditt  — who  share  the  rotation, 
rather  than  only  two,  she  said. 


die  waiting  for  organs  needed  for 
transplant  operations. 

A new  Texas  law  that  went  into 
effect  September  1 could  make  it 
easier  for  people  who  need  organs  to 
get  them  before  time  runs  out. 

Texas  is  the  first  state  to  specify 
that  people  who  wish  to  donate  their 
organs  after  death  can  do  so  regard- 


less of  whether  their  relatives  object. 

Prospective  donors  can  express 
their  wishes  by  carrying  a signed 
donor  card  or  other  personal  iden- 
tification, such  as  a driver’s  license. 

The  new  law  also  says  that  if  a 
deceased  person’s  wishes  are  not 
known,  and  family  members  (or  oth- 
ers who  are  significant  to  the  de- 


ceased) cannot  be  found  within  4 
hours  after  death,  a medical  examin- 
er can  grant  permission  for  organs 
to  be  procured  for  transplanting. 

Previously,  organs  could  not  be 
removed  if  no  donor  card  could  be 
found  and  relatives  could  not  be 
contacted. 

The  law  states  that  “persons  who 
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in  good  faith  carry  out  organ  pro- 
curement duties  . . . will  not  be  civil- 
ly or  criminally  liable  for  good  faith 
efforts  to  comply.” 

Nizam  Peerwani,  MD,  the  Tar- 
rant County  medical  examiner,  says, 
“I  think  the  spirit  of  the  law  is  well 
meant,  but  from  the  way  I read  it,  I 
am  not  convinced  that  it  will  protect 
me,  the  medical  examiner,  from  lia- 
bility. I need  guidance  from  the  state 
attorney  general’s  office  before  I will 
apply  this  law  in  my  county.” 

Rebecca  Davis,  executive  director 
of  Life  Gift  Organ  Donation  Center, 
which  has  offices  in  Houston,  Fort 
Worth,  Lubbock,  and  Amarillo,  says 
it  is  too  soon  to  tell  if  the  law  will 
“really  help  people  who  are  waiting 
for  organs.  I am  not  certain  that  this 
will  mean  a tremendous  increase  in 
donor  organs;  I’ve  never  seen  any 
figures  on  the  number  of  prospective 
donors  whose  families  could  not  be 
contacted  within  a few  hours  after  a 
death  about  organ  procurement.” 

The  law  applies  to  prospective 
donors  who  are  at  least  18  years  old 
at  the  time  of  death. 

TMA  was  instrumental  in  lobby- 
ing for  passage  of  this  law,  spon- 
sored by  Texas  Rep  Ron  Lewis, 
D-Orange.  A committee  of  represen- 
tatives of  various  organizations  in- 
volved in  organ  transplants  helped 
write  the  bill,  HB  271,  on  which  the 
law  is  based.  Dr  Berry  served  on  the 
Organ  Procurement  Advisory  Com- 
mittee to  Representative  Lewis. 

Dr  Berry,  who  believes  that  the 
new  law  will  streamline  the  organ 
procurement  process  and  increase 
the  pool  of  donor  organs,  praises  the 
work  of  fellow  committee  members 
and  Representative  Lewis. 

“This  is  a good  example  of  the 
way  the  governmental  process 
should  work,”  says  Dr  Berry.  “A 
legislator  saw  a need,  went  to  the 
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people  who  knew  about  transplants, 
requested  how  the  law  should  be 
changed,  and  got  it  done,  efficiently 
and  quickly.” 

Conference  focuses  on 
ethical  issues  of  caring 
for  the  terminally  ill 

The  terminally  ill  patient  in  the 
hospital  bed  is  kept  alive  by 
pricy  medical  technology.  When  the 
patient  is  cognizant,  which  is  rare, 
he  says  that  life  like  this  is  not  worth 
living.  He  has  been  ready  to  die  for 
some  time.  Yet,  his  heart  keeps  beat- 
ing. He  keeps  breathing. 

Family  members  visit,  sigh,  wish 
there  was  more  that  could  be  done, 
but  there  is  nothing  to  do  but  wait 
for  the  final  hour.  The  family  physi- 
cian treats  the  symptoms,  gives  the 
patient  the  best  care  possible.  And 
although  he  has  seen  this  scenario 
unfold  before,  it  is  still  difficult  to 
watch  a patient  die  slowly,  painfully, 
and  expensively. 

Spiraling  health  care  costs  and 
advances  in  medical  technology  that 
have  brought  to  the  forefront  com- 
plex ethical  and  moral  dilemmas 
will  be  the  topic  of  a conference  Oc- 
tober 24-26,  1991,  at  The  Stouffer 
Hotel  in  Austin. 

Designed  for  physicians  and  other 
health  care  professionals.  The  Last 
Year  of  Life:  Medical,  Legal  and  Eth- 
ical Perspectives,  will  bring  together 
specialists  in  the  fields  of  medicine, 
law,  ethics,  finance,  religion,  and 
government  to  discuss  issues  related 
to  the  care  of  the  terminally  ill. 
Speakers  will  explore  topics  such  as 
the  distribution  of  health  care,  gov- 
ernmental policy,  spirituality,  the 
management  of  pain,  patients’  rights, 
and  the  right  to  self-determination. 
The  debate  over  whether  physi- 


cians should  assist  terminally  ill  pa- 
tients who  request  the  means  to  end 
their  lives  is  among  the  topics  that 
will  be  discussed  at  the  conference. 

Arguing  against  physician-assist- 
ed suicide  will  be  Daniel  Callahan, 
PhD,  cofounder  and  director  of  The 
Hastings  Center,  a New  York  re- 
search and  educational  organization 
that  examines  ethical  issues  in 
medicine.  Dr  Callahan  is  the  author 
or  editor  of  30  books  on  medicine 
and  care  for  the  dying. 

“Physician-assisted  suicide  is  a 
radical  departure  from  the  long-held 
tradition  that  the  doctor’s  role  is  to 
save  and  preserve  life,”  says  Dr 
Callahan.  “I  see  no  way  that  physi- 
cian-assisted suicide  could  be  legally 
supervised  and  appropriately  en- 
forced; the  transactions  between 
doctor  and  patient  are  private  trans- 
actions. Besides,  people  have  suc- 
ceeded at  committing  suicide  for 
centuries  without  physicians’  help. 

“What  is  compelling  interest  in 
this  subject  is  the  fact  that  we  have  a 
growing  population  of  elderly  pa- 
tients who  are  terrified  of  dying  in 
the  hands  of  high  technology.  But 
physician-assisted  suicide  is  no  solu- 
tion. It  seems  to  me  there  are  much 
better  alternatives,  such  as  giving 
physicians  more  information  on 
pain  management.” 

Regardless  of  a physician’s  ethical 
stance,  under  Texas  law  assisting 
suicide  is  a Class  C misdemeanor, 
the  lowest  grade  of  crime.  If  the  per- 
son’s conduct  causes  suicide  or  at- 
tempted suicide  that  results  in  seri- 
ous bodily  injury,  then  the  assisting 
physician  can  be  charged  with  com- 
mitting a third-degree  felony. 

TMA’s  Board  of  Councilors  is  op- 
posed to  physician-assisted  suicide. 

The  conference,  which  TMA  is 
cosponsoring,  will  be  presented  by 
Hospice  Austin  in  cooperation  with 
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The  University  of  Texas  at  Austin 
School  of  Nursing  Continuing  Edu- 
cation Program. 

An  advocate  for  physician-assist- 
ed suicide  under  certain  conditions 
is  John  A.  Robertson,  JD,  who  also 
will  speak  during  the  conference.  He 
is  a professor  of  law  at  The  Univer- 
sity of  Texas  at  Austin,  author  of 
numerous  articles  on  medical  ethics 
and  the  book.  The  Rights  of  the 
Critically  III. 

“It  is  a physician’s  duty  to  act  in 
the  interest  of  the  patient’s  well-be- 
ing, and  that  would  incorporate  pro- 
viding the  patient  with  the  informa- 
tion and  the  means  to  take  their 
own  life,”  says  Mr  Robertson. 

“Now  that  we  have  accepted  that 
patients  have  the  right  to  decline 
medical  care,  the  next  step  is,  can 
they  take  their  own  life,  and  can 
someone  help  them?  But  I would  set 
the  following  conditions:  It  has  to  be 
a request  from  the  patient,  and  re- 
peated over  time,  several  days,  sever- 
al weeks.  The  physician  has  to  have 
reasonable  grounds  to  believe  the  pa- 
tient is  competent  and  freely  choos- 
ing suicide,  and  the  physician  must 
see  good  reasons  for  why  the  patient 
might  choose  this  course  of  action, 
such  as  the  terminal  stage  of  a chron- 
ic illness.  In  those  cases,  it  should  be 
ethical  for  physicians  to  give  guid- 
ance, including  a prescription. 

“But  because  assisting  suicide  in 
Texas  is  illegal,  one  would  not  coun- 
sel physicians  to  assist.  The  best 
course  of  action  at  this  time  would 
be  to  seek  legislative  repeal  of  the 
law  that  prohibits  physicians  from 
aiding  suicide.” 

Conference  fees  are  $210  before 
October  1 and  $250  afterwards.  For 
more  information  on  the  conference 
contact  Hospice  Austin  at  (512) 
458-3261. 


New  rules  affect 
Schedule  II 
prescriptions 

The  time  a patient  is  allowed  to 
fill  a triplicate  prescription 
form  for  a Schedule  II  substance  has 
been  extended  from  2 to  7 days,  ac- 
cording to  an  amendment  made  to  the 
Texas  Controlled  Substances  Act  dur- 
ing a recent  Texas  legislative  session. 

The  change  became  effective 
September  1. 

Also  effective  September  1,  the 
price  of  triplicate  prescription  forms 
rose  by  $1.  Each  order  of  100  forms 
now  costs  $8.  The  Texas  Depart- 
ment of  Public  Safety  (TDPS)  is 
sending  to  physicians  around  the 
state  order  cards  for  the  new  forms. 

For  more  information  on  these 
changes,  contact  TDPS  at  (512) 
465-2189. 


Timberlawn 
Psychiatric  Hospital 

232  Bed  Psychiatric  Facility 
JCAHO  Approved 

Departments  of  Psychiatry  • Psychology 
Social  Work  • 24  Hour  Nursing  Care 
Therapeutic  Recreation 
Occupational  Therapy 
12  Grade  Accredited  School 

ESTABLISHED  IN  1917 

HOSPITAL  SERVICES 

Treatment  of 
Children 
Adolescents 
Adults 

SUBSTANCE 
ABUSE  PROGRAMS 

Inpatient  Treatment 
Outpatient  Treatment  and 
Recovery  Groups 
Health  Professionals  Program 
After  Care  Monitoring 

PROFESSIONAL 
EDUCATION  PROGRAMS 

Residency  Training  Programs 
Child  Training  Residency 

OUTPATIENT  SERVICES 

Comprehensive 
Diagnostic  Evaluation 
Individual  and  Group 
Psychotherapy 
Family  Assessment 
and  Therapy 

ALTERNATIVE  CARE 

Day  Hospital 
Children 
Adolescents 
Adults 

Medication  Supervision 

RESIDENTIAL  SERVICES 

After  Care  Programs 
Residential  Programs 

ACCEL 

Executive  Professionals  Program 

For  your  patieuts' conveuience , evaluations 
may  be  done  at  any  of  our  five  locations: 
the  main  hospital  campus  in  Dallas,  the 
Timberlaion  North  Dallas  Center, 
the  Timberlawn  Las  Colinas  Center, 
Timberlawn  at  The  Aerobics  Center, 
or  the  Timberlawn  DeSoto/Duncanville 
Center. 

Admissions: 

P.O.  Box  151489  • 4600  Samuell  Blvd. 
Dallas,  TX  75315-1489 
(214)381-7181  • 1-800-426-4944 
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We  fight  nonmeritorious  claims.  It  would  be  easier  to 
settle,  and  often  less  expensive  for  us.  But  we’re  not  just 
insuring  your  financial  future.  We’re  guarding  your  pro- 
fessional reputation,  an  asset  no  amount  of  insurance 
could  replace.  So  we  put  it  in  writing  that  we'll  never 


settle  without  your  consent.  We  hire  the  best  lawyers, 
back  them  up  with  the  nation’s  largest  malpractioe  law 
department,  and  win.  If  we  didn’t,  we  oouldn’t  call 
ourselves  The  Medical  Protective  Company.  Put  us  in 
your  corner  and  call  our  general  agent  today, 


HO  DOUBT. 

Dallas  Houston  San  Antonio 

Suite  570,  Allied  Lakewood  Bank  Center  Suite  346  Suite  224 

6301  Gaston  Avenue  950  Echo  Lane  14800  San  Pedro 

Dallas,  Texas  75214-3947  Houston,  Texas  77024  San  Antonio,  Texas  78232 

(214)821-4640  (713)465-4445  (512)490-1081 


Lubbock 

Suite  1 

7212  Joliet  Avenue 
Lubbock,  Texas  79423 
(806)  796-7208 


Reaching 
higher  goals 
for 

tomorrow’s 
children. 


Lxas  Children’s  Hospital 
proudly  announces  the  opening 
of  the  Critical  Care  and  Surgical 
Building  and  new 
Clinical  Care  Center. 
Now  we  are  the  largest  pediatric 
hospital  in  the  nation.  And  that 
means  we’re  building  hope  that 
tomorrow’s  children  will  reach 
higher  goals  and  have  brighter 
futures  than  ever  before. 


6621  Fannin  Street  ■ Houston,  Texas  ■ 77030  ■ (713)  770-1000 


Texas 

Children’s 

Hospital 


Robert  Carlson  is  a San  Antonio  freelance  writer  specializing  in  health  and  medicine. 


Patient  representatives  aid  physicians,  tnn 

By  Robert  Carlson 


Good  communication  is  an  essential  ingredient  for  risk  management,  and  relying 

on  good  communicators  is  one  way  to  put  risk  management  into  practice.  Patient  a 
representatives  are  just  such  professionals,  and  they  are  playing  an  increasing  role 
in  ensuring  hospital  patient  satisfaction.  More  than  mere  goodwill  ambassadors,  patient  rep- 
resentatives can  be  liaisons  in  resolving  grievances  and  forestalling  litigation.  They  know  the 
I inside  story  on  hospital  procedure  and  can  get  results  fast,  but  they  also  have  the  time  to  of- 
I fer  sympathetic  ears  to  patients’  cares. 

Knowing  what  patient  representatives  are  prepared  to  do,  and  knowing  when  and  how  to  use 


them,  can  help  physicians  protect  their  professional  image  by  nipping  complaints  in  the  bud.  In 
effect,  experts  say,  patient  representatives  can  help  cement  the  doctor-patient  relationship. 
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T WAS  AN  UNUSUAL  SITUATION 
that  could  have  turned  bad.  The  patient  refused  to 
be  discharged. 

“A  patient  of  mine  decided  she  was  just  not  going  to 
leave  the  hospital,”  recalls  Mary  Maxwell,  MD,  an 
Austin  internist.  “It  was  a complicated  case.  The  patient 
had  a chronic  condition  and  few  resources  at  home.” 

Dr  Maxwell  tried  to  reason  with  the  patient  but  grew 
frustrated.  The  patient  was  questioning  her  medical 
judgment  and  was  intransigent.  Dr  Maxwell  called  the 
hospital’s  patient  representative. 

“We  went  in  together.  He’s  the  patient  representative 
but  I feel  he’s  an  advocate  for  the  physician,  too,”  says 
Dr  Maxwell.  “It  really  helped  to  have  a backup,  some- 
one who  could  tell  me  what  my  obligations  were  and  at 
the  same  time  reassure  the  patient  about  her  options.  He 
helped  defuse  the  situation.” 

Patient  representatives,  also  known  as 
patient  advocates,  are  similar  to  ombuds- 
men in  government.  They  are  profession- 
al troubleshooters  through  whom  both 
patients  and  staff  can  seek  solutions  to 
institutional  problems  that  affect  the  de- 
livery of  high-quality  care  and  services. 

Texas  has  relatively  few  patient  rep- 
resentatives compared  to  the  rest  of  the 
nation.  Only  36%,  or  197  of  Texas’ 

535  hospitals  listed  in  the  “American 
Hospital  Association  1990  Guide  to  the 
Health  Care  Field”  have  patient  repre- 
sentative services.  This  is  considerably 
lower  than  the  nationwide  60%  figure 
cited  by  Pat  Rowland,  current  president 
of  the  National  Society  for  Patient  Rep- 
resentation and  Consumer  Affairs. 

The  professional  membership  group 
of  the  American  Hospital  Association 
has  1,100  members,  which  Ms  Row- 
land says  is  about  one  third  the  actual  number  of  patient 
representatives  in  the  country. 

Ideally,  a hospital  will  have  one  patient  representative 
for  every  100  beds,  says  Ms  Rowland,  but  she  added 
that  in  this  cost-cutting  era  that  might  be  unrealistic. 

Ms  Rowland,  who  is  also  the  director  of  patient  rela- 
tions for  Methodist  Hospitals  of  Memphis,  Tenn,  ex- 
plains that  patient  representatives  are  not  front-line, 
public-relations  people,  nor  are  they  glorified  go-fers. 

“Running  food  or  taking  messages  is  nice  but  volun- 
teers can  do  that,”  says  Ms  Rowland,  who  reports  to  the 
senior  vice  president  of  quality  management.  “The  pa- 
tient representative’s  job  is  to  tackle  tough  problems  and 
stick  with  them  until  they  are  resolved.” 

Tough  problems  often  start  out  small.  The  hospital- 
ized patient’s  mind  is  a particularly  fertile  ground  for 
growing  resentments  — fearful,  perhaps  in  pain,  worried 
about  outcome  and  finances,  surrounded  by  equally 
worried  friends  and  family  — the  patient  is  sensitive  to 
any  further  upset  to  his  or  her  routine  or  well-being.  But 
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if  patients  do  have  complaints,  they  will  sometimes  keep 
quiet  out  of  fear  that  complaints  may  alienate  the  staff 
and  jeopardize  their  care. 

The  patient  representative’s  job  is  to  bring  that  out 
into  the  open  so  unwarranted  complaints  and  fears  can 
be  dealt  with. 

“We  often  hear  that  a patient  has  a complaint  and 
wants  to  change  his  or  her  doctor,”  reports  Leslie  Bean, 
director  of  patient  advocacy  at  M.D.  Anderson  Cancer 
Center  in  Houston.  “After  finding  out  why,  we  ask 
‘What  does  your  doctor  say?’  Invariably  the  patient  an- 
swers ‘I’ve  never  told  this  to  the  doctor.  I just  couldn’t.’” 

The  complaint  need  not  he  about  anything  serious.  With 
the  patient  feeling  almost  total  loss  of  control  over  everything 
in  his  or  her  life  at  that  moment,  something  as  minor  as  a cold 
breakfast  or  an  inconvenient  clinic  scheduling  can  be 
magnified  until  it  becomes  a truly  big  deal. 

“We  can  take  the  heat  off  that  pres- 
sure cooker,”  says  Ms  Bean.  The  first 
step  is  discovering  the  problem, 
through  routine  visits  and  careful  inter- 
viewing skills.  Then,  if  the  problem  is 
miscommunication,  the  patient  repre- 
sentative can  explain  what  the  patient  is 
failing  to  understand.  They  also  have 
the  power  to  change  the  system  — deal- 
ing with  the  kitchen  if  breakfast  is  ar- 
riving cold  every  day  — or  to  tackle  the 
problem  at  the  source  — making  a pre- 
occupied staffer  aware  that  he  or  she  is 
running  short  on  empathy. 

Ninety-nine  percent  of  the  time,  Ms 
Bean  says,  patients  solve  their  own 
problems  just  by  talking. 

“We  do  role  playing  to  get  the  pa- 
tients to  imagine  the  worst  thing  that 
would  happen  if  they  tell  the  doctor 
what’s  on  their  mind,”  Ms  Bean  says. 
“It’s  amazing  how  these  patients  find  their  own  solutions 
just  by  talking  it  out.  Their  body  language  changes 
overnight,  they  become  successful  partners  in  their  own  care. 

“Instead  of  being  fearful  and  controlled,  they  now 
‘own’  the  situation  that  frightened  them,”  Ms  Bean  con- 
tinued. “They  can  go  to  that  scheduling  clerk  now  and 
ask  for  a better  appointment.  They  can  be  honest  with 
their  doctor  about  their  fears.” 

What  patient  representatives  don't  do  is  counsel. 

“We  don’t  do  therapy,”  Ms  Bean  says.  “We  do  verify 
facts,  we  do  go  out  and  change  things,  we  do  get  pa- 
tients to  try  and  help  themselves.” 

Marsha  LeCrand,  RN,  patient  relations  coordinator 
at  Shannon  Medical  Center,  San  Angelo,  Tex,  calls  this 
“therapeutic  listening.” 

“Expressing  interest  in  the  quality  of  the  patient’s  ex- 
perience can  relieve  the  anxiety  he  or  she  is  feeling,  even 
if  there  is  no  effort  to  try  to  resolve  the  issue,”  says  Ms 
LeCrand,  who  is  current  president  of  the  Texas  Society 
of  Patient  Representatives,  a 114-member  group. 
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Patient  representatives  also  aren’t  police.  They  gain 
the  staff’s  trust  only  if  they  promote  themselves  as  a re- 
source for  all  staff  members  to  use,  not  if  they  are  seen 
as  a force  to  root  out  poor  performance. 

Ppoblem  solving  under  pressure 

Consider  the  job  description  of  a patient  representa- 
tive: “negotiator,  analytical,  a self-starting  prob- 
lem solver  who  likes  working  under  pressure.” 

The  task  isn’t  always  one  crisis  after  another.  Some 
institutions  assign  representatives  to  interview  every  pa- 
tient within  24  hours  of  admission.  Others  use  volun- 
teers as  greeters,  saving  full-time  professionals  for  more 
complex  and  emotional  issues.  In  either  case  there  is  a 
lot  of  paperwork. 

The  first  patient  representatives  were 
nurses  or  social  workers  who  took  on  ad 
hoc  complaint  resolution  in  addition  to 
their  regular  duties.  Eventually  the  respon- 
sibility evolved  into  a full-time  position. 

Where  patient  representatives  fit  in 
the  chain  of  command  and  how  much 
weight  they  carry,  depends  on  the  insti- 
tution. A 1990  nationwide  survey  by 
Syracuse  University  found  that  13%  re- 
port through  quality  assurance/risk  man- 
agement areas;  another  13%  through 
nursing/medical  areas;  9%  report  to 
marketing;  8%  to  public/community  re- 
lations, and  2%  report  to  finance.  The 
rest  report  to  general  administration. 

As  for  clout,  almost  one  quarter  of 
patient  representatives  report  directly  to 
vice  presidents,  and  another  two  thirds 
report  to  executives  placed  even  higher. 

The  system  at  The  University  of 
Texas  M.D.  Anderson  Cancer  Center  is  a good  example 
of  how  a patient  representative  system  originates.  The 
center  conducted  a patient  attitude  survey  in  1984  and 
found  what  patients  wanted  most:  less  waiting  time  in 
clinics,  free  parking,  and  a central  office  where  they 
could  go  to  ask  questions. 

Free  parking  and  shorter  waits  were  in  the  realm  of 
wishful  thinking,  but  the  administration  decided  a repre- 
sentative responsible  for  handling  patient  questions  — 
and  complaints  — was  something  patients  should  ex- 
pect. That  office  with  a department  head,  patient  advo- 
cacy director,  and  one  advocate,  now  handles  150  to 
200  complaints  a month. 

Rending  the  mind  by  listening 

Patient  representatives  tell  patients  who  have 
grievances  against  doctors  that  “doctors  aren’t 
mind  readers.  You  have  to  tell  them  what 
you’re  mad  about.” 
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Patient  representatives  are 
mind  readers,  to  the  extent 
that  they  can  pick  up  on  a pa- 
tient’s dissatisfaction  while  it  is 
still  in  the  simmering  stage. 

The  hints  can  be  body  lan- 
guage, pointed  but  otherwise 
innocuous  comments  about 
the  staff,  or  the  casual  drop- 
ping of  the  word  “lawyer” 
into  a conversation. 

The  patient  representatives 
at  Shannon  Medical  Center  in 
San  Angelo  ask  open-ended  questions  such  as,  “Are  you 
getting  everything  you  need  here.^”  when  they  visit  patients 
on  the  1st,  5th,  and  12th  days  of  their  stay.  The  patient  can 
up  anything  that  is  bothering  him  or  her, 
and  a professional  interviewer  should  be 
able  to  uncover  any  serious  resentment 
brewing  behind  trivial  complaints. 

“It’s  hard  for  a doctor  to  spot  the 
signs  of  repressed  hostility  in  a 5- 
minute  visit,”  says  Ms  LeGrand,  who 
has  been  the  patient  representative  at 
Shannon  Medical  Center  for  5 years. 
“But  as  diverse  and  complex  as 
medicine  is,  there  are  all  sorts  of  cracks 
a patient  can  fall  through.  The  concerns 
we  deal  with  are  really  far  ranging.” 

Ms  LeGrand  said  a common 
grievance  is  about  nurses  taking  too 
long  to  respond  to  the  call  light.  Anoth- 
er typical  protest  is  over  long  waits  for 
treatment  at  clinics.  Perhaps  neither  can 
be  avoided  but  they  can  be  explained  to 
the  patient’s  satisfaction. 

The  Syracuse  University  survey  also 
listed  frequent  sources  of  dissatisfaction 
as  billing  and  insurance  questions,  food  service,  medical 
records,  scheduling,  and  discharge  arrangements. 

Not  all  tasks  involve  complaints.  An  unusual  lost- 
and-found  situation  arose  recently  at  Shannon  in  which 
a woman’s  mastectomy  prosthesis  disappeared  some- 
where between  the  emergency  room  and  the  intensive 
care  unit.  It  was  the  patient  representative  who  was 
called  on  to  hunt  it  down.  Ms  LeGrand  never  did  find 
the  prosthesis  but  the  hospital  is  replacing  it. 

Malpractice  busters 

Defusing  malpractice  suits  is  no  small  talent  in  to- 
day’s litigious  climate.  And  all  that  it  takes  in 
most  cases,  patient  representatives  say,  is  listen- 
ing to  the  patient  and  being  empathetic. 

“Lack  of  empathy  or  indifference  about  a bad  out- 
come is  what  leads  to  most  litigation,”  says  Shannon 
Medical  Center’s  Ms  LeGrand.  “If  a patient’s  feelings  are 
not  recognized  and  validated  by  the  professional  staff,  it 
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cuts  the  patient  to  the  quick.  Patients  put  so  much  trust 
in  the  doctor  that  if  the  doctor  doesn’t  take  the  time  to 
hear  their  concerns  and  make  reasonable  efforts  to  ad- 
dress them,  patients  feel  mechanized  in  the  process,  a 
number.  Add  a bad  outcome  and  you  are  likely  to  see 
some  aggression.” 

Linda  Mangels,  PhD,  the  Texas  Medical  Association’s 
director  of  risk  management,  agrees  that  whenever  there 
is  a bad  outcome  the  patient  is  likely  to  be  confused  and 
angry.  She  advises  doctors  to  call  in  the  patient  represen- 
tative anytime  there  is  a death,  a permanent  injury,  or 
treatment  that  results  in  a disability. 

“Unhappy,  dissatisfied  patients  are  what  malpractice 
is  all  about,”  said  Dr  Mangels.  “Unfortunately,  doctors 
are  not  always  good  about  picking  up  clues  that  the  pa- 
tient is  unhappy.” 

Dr  Mangels  stressed  that  the  patient  representative 
does  not  take  the  place  of  the  doctor  in 
resolving  a patient’s  complaint. 

“They  are  the  facilitators  in  prob- 
lem resolution,”  she  says.  “They  can 
enhance  and  cement  the  physician-pa- 
tient relationship.” 


Hmesavep,  proliiefli  solver 


Besides  not  having  a turf  to  defend,  patient  represen- 
tatives also  know  a lot  about  the  institution  that  most 
doctors  don’t. 

The  director  of  patient  relations  at  St  David’s  Hospi- 
tal in  Austin,  Ben  Welmaker,  RN,  says  his  job  includes 
developing  relationships  that  can  help  him  cut  through 
red  tape. 

“I  can  get  answers  and  solutions  quicker  than  some- 
one who  goes  through  routine  office  procedures,”  says 
Mr  Welmaker,  who  is  also  president-elect  of  the  Texas 
Society  of  Patient  Representatives.  “I  might  be  able  to 
resolve  a question  in  hours  instead  of  weeks.  That’s  im- 
portant because  the  patient  isn’t  here  for  more  than  a 
few  days.  If  they’re  allowed  to  carry  that  resentment  out- 
side with  them,  word  of  mouth  travels  awfully  fast.” 

It  was  Mr  Welmaker,  by  the  way,  who  helped  Dr 
Maxwell  with  the  patient  who  didn’t  want  to  be 
discharged. 


A physician-patient  relationship 
takes  time  to  grow,  and  time  is 
a commodity  in  short  supply. 

From  the  doctor’s  point  of  view,  the  pa- 
tient representative  can  be  a time-saver, 
a problem  solver,  and  a go-between. 

“We  feel  every  staff  person  here 
should  be  a patient  representative,  but 
the  doctors  just  don’t  have  the  time  to 
deal  with  the  patient’s  family  prob- 
lems, financial  problems,  and  coping 
problems,”  says  M.D.  Anderson’s  Ms 
Bean.  “We  deal  with  issues  doctors 
could  handle  if  they  had  the  time.” 

Richard  Turbin,  MD,  vice  president 
of  medical  affairs  at  St  David’s  Hospi- 
tal in  Austin,  sees  a doctor  using  the  patient  representa- 
tive not  unlike  a traveler  using  a concierge  at  a hotel. 

“They  are  a resource.  If  you  don’t  know  they  are  there 
you  can  still  get  along,  but  they  can  make  your  life  so 
much  easier,”  says  Dr  Turbin. 

Patient  representatives  usually  have  the  advantage  of 
not  having  any  turf  to  protect  or  any  boundary  of 
influence  that  would  hinder  them  from  putting  their 
noses  into  other  departments’  business.  They  should  be 
as  comfortable  in  the  boardroom  as  in  the  kitchen. 

“Our  philosophy  is  to  go  to  the  lowest  person  on  the 
totem  pole  to  solve  the  problem,”  Ms  Bean  says.  “Then, 
if  there  is  no  resolution,  we  go  to  the  next  level.” 

Ms  Bean  also  says  she  and  her  colleagues  are  taught  “bull- 
dog tactics  — don’t  let  go  of  the  problem  until  it  is  solved.” 
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Physician  concerned  with  a 
patient’s  life  or  death  may 
brush  off  complaints  about 
food  quality  or  lost  personal  effects 
and  not  think  to  refer  the  complaint  to 
a patient  representative. 

But  more  than  just  physician  priori- 
ties may  be  involved  in  this  hesitation 
to  use  patient  representatives. 

Dr  Turbin  says  not  only  are  doctors 
frequently  unaware  of  hospital  patient- 
service  resources,  they  often  don’t  care 
to  know  about  them. 

“A  lot  of  doctors  have  the  attitude 
that  they  can  handle  all  the  patient’s 
problems  themselves,”  Dr  Turbin  says. 
“And  if  they  can’t  handle  it  they’ll  just 
call  the  president.” 

Going  to  the  top  is  basically  an 
inefficient  way  to  handle  a small  prob- 
lem, Dr  Turbin  points  out,  because  the 
instructions  must  filter  down  through  the  chain  of  com- 
mand and  much  time  and  understanding  will  be  lost  in 
the  process. 

Unfortunately,  Dr  Turbin  says,  this  attitude  of  going 
to  the  top  rather  than  working  through  the  system  is 
ingrained  in  doctors  from  medical  school  onward.  The 
physicians’  milieu,  he  says,  is  like  a clan,  a social  order 
in  which  power  is  based  on  respect,  training,  or  per- 
sonal influence. 

The  leader  is  a chief,  an  elder  who  has  power  and  re- 
spect because  of  achievement  and  wisdom.  Members  of 
this  social  order  bring  their  problems  directly  to  the 
chief,  or  the  chief  talks  directly  to  the  members. 

A bureaucracy,  on  the  other  hand,  has  a hierarchy 
that  is  arbitrarily  established  with  rules  and  procedures. 
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Individuals  get  their  power  and  respect  through  their  po- 
sition, and  problems  are  handled  through  a chain  of 
command. 

“Doctors  do  not  operate  well  in  a bureaucracy,”  says 
Dr  Turbin.  This,  he  says,  is  why  many  doctors  choose 
not  to  use  institutional  services  such  as  the  patient  repre- 
sentative, chaplain’s  office,  or  social  services. 

George  Handley,  MD,  a pulmonary  specialist  in  Austin, 
Tex,  added  another  reason  that  some  doctors  hesitate  to 
use  patient  representatives. 

“Some  doctors  are  used  to  having  complete  control 
and  they  are  not  willing  to  call  in  someone  who  might 
tell  them  what  to  do,  including  social  services,”  Dr  Han- 
dley said.  “They  want  to  be  the  only  ones  handling  all 
the  problems  of  the  patient  and  family.  Today  that’s  just 
not  possible.” 

Dr  Turbin  says  doctors  should  learn  to  tap  into  the 
hospital  resources  and  take  advantage 
of  the  chain  of  command  and  the  time- 
saving the  organization  can  offer.  He 
sees  patient  representatives  in  the  same 
light  as  chaplains,  who  can  help  the 
physician  and  family  deal  with  difficult 
decisions  about  terminal  illnesses,  or 
social  workers,  who  can  follow  up  on  a 
disabled  patient’s  return  home. 

At  M.D.  Anderson  Cancer  Center, 
at  least  half  the  referrals  to  the  office 
of  patient  representatives  come  from 
staff;  of  those,  60%  are  from  doctors. 

This  differs  considerably  from  most 
other  institutions  where  complaints 
are  referred  by  nurses  or  come  from 
patients  themselves,  with  very  little  in- 
volvement by  doctors.  Charles  Mc- 
Call, MD,  vice  president  of  patient  af- 
fairs at  M.D.  Anderson,  credits  his 
department’s  philosophy. 

“We  believe  we  are  always  the  pa- 
tient’s representative  but  we  are  not  the 
doctor’s  adversary,”  says  Dr  McCall. 

“Our  objective  is  to  assist  the  institu- 
tion. We  want  to  develop  the  doctors’ 
trust  so  doctors  can  see  patient  representatives  as  an  ex- 
tension of  them  and  at  the  same  time  someone  who  is 
serving  the  patient.” 

When  the  complaint  is  ahout  a doctor 

Part  of  the  patient  representative’s  job  is  to  bring  to 
light  patient  complaints  about  doctors.  This  can  be 
touchy.  Some  physicians  feel  such  matters  should 
be  handled  strictly  on  a doctor-to-doctor  basis,  but  others 
leave  the  decision  up  to  the  patient  representative. 

Dr  McCall  says  he  initially  handled  all  complaints 
that  involved  doctors  at  M.D.  Anderson,  but  now,  after 
about  3 years,  most  physicians  there  are  willing  to  hear 


from  the  patient  representa- 
tives directly.  Although  not  ev- 
ery situation  is  amenable  to 
this  approach.  Dr  McCall  says 
he  trusts  his  staff’s  judgment 
about  when  they  can  handle 
the  situation  themselves,  or 
when  he  should  be  called  in. 

Ms  Rowland,  the  National 
Society  president,  believes  pa- 
tient representatives  owe  it  to 
doctors  to  go  to  them  directly 
when  they  are  the  focus  of  a 
complaint. 

Ms  Rowland  admits  this  can  require  a delicate  ap- 
proach, but  she  says  the  patient  representatives  are 
chosen  for  their  diplomatic  skills  and  are  taught  to  ad- 
dress complaints  to  professionals  so 
they  do  not  feel  they  are  being  singled 
out  for  criticism. 

“I  will  usually  begin  by  saying, 
‘There  are  two  sides  to  every  story, 
doctor,  but  the  patient  is  feeling  like  he 
is  not  being  cared  for.  Would  you  talk 
to  him?”’  Ms  Rowland  says. 

She  recalled  a woman  who  over- 
heard her  husband’s  physician  out- 
side the  ICU  late  one  night.  The  doc- 
tor had  had  a full  day  and  told  a 
colleague  he  wished  he  didn’t  have  to 
visit  that  patient. 

“The  wife  complained  to  the  admin- 
istration, and  they  thought  that  I should 
go  and  apologize  to  her,”  says  Ms  Row- 
land. “But  I knew  that  wasn’t  what  the 
patient  wanted  or  what  the  doctor 
would  want,  either.  I explained  the  situ- 
ation to  the  doctor  and  he  went  to  see 
her  immediately.  Within  minutes  the 
whole  situation,  which  could  have  end- 
ed up  in  a malpractice  suit,  was  defused. 

“We  work  at  restoring  other  peo- 
ple’s patient  relations  — doctors,  nurs- 
es, and  administrators  — without  calling  attention  to 
ourselves,”  Ms  Rowland  says.  “We  feel  we’ve  done  our 
best  job  when  the  patient  is  not  thanking  us  but  is 
thanking  the  staff  member  with  whom  he  or  she  origi- 
nally had  the  problem.” 

When  to  call  in  reinlopcemenls 

Like  the  cavalry  in  Westerns,  patient  representatives 
can  ride  up  just  in  time  to  assist  a professional  who 
is  confounded  by  a patient’s  dilemma. 

Michael  Mitchell,  MD,  a San  Angelo  cardiologist,  says 
he  is  grateful  for  patient  representatives’  liaison  skills 
when  families  can’t  understand  protocols  and  procedures. 
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“I  had  a distraught  family  in  the  ICU  waiting  room 
who  were  upset  over  the  limited  visiting  hours,”  Dr 
Mitchell  said  by  way  of  example.  “The  patient  represen- 
tative sat  down  with  them,  explained  the  reason  for  the 
rules,  and  basically  took  time  the  rest  of  the  staff  didn’t 
have  to  relieve  the  family’s  anxiety.” 

When  a patient  starts  asking  the  doctor  about  entitle- 
ment, community  referrals,  or  benefits,  that’s  also  a good 
time  to  call  in  the  patient  representative,  according  to 
James  Robbins,  MD,  chief  of  medical  services  at  Sam 
Rayburn  Memorial  Veterans  Center  in  Bonham,  Tex. 

Dr  Handley  in  Austin  says  when  third-party-payer 
pressure  puts  the  doctor  under  the  gun  and  patients 
don’t  understand  what  is  going  on,  he  asks  the  represen- 
tative to  explain. 

“Patients  and  families  don’t  want  to  hear  that  Medi- 
care says  they  have  to  go  home  tomorrow,”  he  says. 
“That’s  when  I call  the  patient  representative.” 

Dr  Handley  also  reflected  on  how  little  annoyances 
can  become  lawsuits  if  the  outcome  is  bad. 

“No  one  complains  about  the  food  if  the  outcome  is 
good,”  he  says.  “But  all  outcomes  can’t  be  good.  Not  ev- 
eryone recovers  from  a stroke,  and  that’s  when  those  triv- 
ial complaints  start  getting  out  of  hand.” 

Time  to  call  in  the  troubleshooter  — the  patient  rep- 
resentative, that  is. 


Thinking  ni  sMng  n pntient 
pnppesentative  ppngpnm? 


Contact  the  National  Society  for  Patient  Representa- 
tion and  Consumer  Affairs  for  help.  They’ll  send  a 
free  starter  packet  that  includes  the  pamphlet,  “Pa- 
tient Representation  in  Contemporary  Healthcare.” 

The  society,  part  of  the  American  Hospital  Associ- 
ation, offers  a quarterly  newsletter,  software  systems 
for  tracking  complaints,  and  networking  opportuni- 
ties for  members.  The  annual  conference,  September 
30  in  Denver,  will  feature  an  all-day  seminar  for  peo- 
ple either  new  to  the  field  or  about  to  establish  a pro- 
gram. Membership  in  the  society  costs  $75. 

Contact  Alexandra  Gekas,  director.  National  Soci- 
ety for  Patient  Representation  and  Consumer  Affairs, 
American  Hospital  Association,  840  N Lake  Shore 
Dr,  Chicago,  IL  60611,  phone  (312)  280-6426. 
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V 

One  Of  4 Kind 


Zantac^ 

ranitidine  HCI/Glaxom&ets 


Please  see  Brief  Summary  of  Prescribing  Information  on  adjacent  page. 

Glaxo/^^ 


CONDENSED  BRIEF  SUMMARY 


Zantac'^  150  Tablets 
(ranitidine  hydrochloride) 

Zantac'^  300  Tablets 
(ranitidine  hydrochloride) 

Zantac'^’  Syrup 
(ranitidine  hydrochloride) 

The  following  is  a brief  summary  only  Before  prescribing,  see  com- 
plete prescribing  information  in  Zantac^^  product  labeling, 
INDICATIONS  AND  USAGE;  Zantac’^  is  indicated  in 

1 Short-term  treatment  of  active  duodenal  ulcer.  Most  patients  heal 
within  four  weeks 

2 Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced 
dosage  after  healing  of  acute  ulcers 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg. 
Zollinger-Ellison  syndrome  and  systemic  mastocytosis). 

4 Short-term  treatment  of  active,  benign  gastric  ulcer.  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treatment 
has  not  been  demonstrated 

5 Treatment  of  gastroesophageal  reflux  disease  (GERO). 
Symptomatic  relief  commonly  occurs  within  one  or  two  weeks  after 
starling  therapy  and  is  maintained  throughout  a six-week  course  of 
therapy 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer,  hypersecreto- 
ry states,  and  GERD,  concomitant  antacids  should  be  given  as  need- 
ed for  relief  of  pain 

CONTRAINDICATIONS;  Zantac®  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug 
PRECAUTIONS;  General:  1 . Symptomatic  response  to  Zantac®  ther- 
apy does  not  preclude  the  presence  of  gastric  malignancy.  2.  Since 
Zantac  is  excreted  primarily  by  the  kidney,  dosage  should  be  adjusted 
in  patients  with  impaired  renal  function  (see  DOSAGE  AND  ADMINIS- 
TRATION). Caution  should  be  observed  in  patients  with  hepatic  dys- 
function since  Zantac  is  metabolized  in  the  liver 
Laboratory  Tests;  False-positive  tests  for  urine  protein  with 
Multistix  " may  occur  during  Zantac  therapy,  and  therefore  testing 
with  sulfosalicylic  acid  Is  recommended 
Drug  Interactions:  Although  recommended  doses  of  Zantac  do  not 
inhibit  the  action  of  cytochrome  P-450  enzymes  in  the  liver,  there 
have  been  isolated  reports  of  drug  interactions  that  suggest  that 
Zantac  may  affect  the  bioavailability  of  certain  drugs  by  some  mecha- 
nism as  yet  unidentified  (eg.  a pH-dependent  effect  on  absorption  or 
a change  in  volume  of  distribution) 

Pregnancy;  Teratogenic  Effects:  Pregnancy  Category  B:  Repro- 
duction studies  have  been  performed  in  rats  and  rabbits  at  doses  up 
to  160  times  the  human  dose  and  have  revealed  no  evidence  of 
impaired  fertility  or  harm  to  the  fetus  due  to  Zantac  There  are,  how- 
ever. no  adequate  and  well-controlled  studies  in  pregnant  women 
Because  animal  reproduction  studies  are  not  always  predictive  of 
human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed 

Nursing  Mothers;  Zantac  is  secreted  in  human  milk  Caution  should 
be  exercised  when  Zantac  is  administered  to  a nursing  mother 
Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS;  Headache,  sometimes  severe,  seems  to  be 
related  to  Zantac®  administration  Constipation,  diarrhea,  nausea/ 
vomiting,  abdominal  discomfort/pain,  and,  rarely,  pancreatitis  have 
been  reported  There  have  been  rare  reports  of  malaise,  dizziness, 
somnolence,  insomnia,  vertigo,  tachycardia,  bradycardia,  atrioven- 
tricular block,  premature  ventricular  beats,  and  arthralgias  Rare 
cases  of  reversible  mental  confusion,  agitation,  depression,  and  hal- 
lucinations have  been  reported,  predominantly  in  severely  ill  elderly 
patients  Rare  cases  of  reversible  blurred  vision  suggestive  of  a 
change  in  accommodation  have  been  reported 

In  normal  volunteers,  SGPT  values  were  increased  to  at  least  twice 
the  pretreatment  levels  in  6 of  12  subiects  receiving  100  mg  qid  intra- 
venously for  seven  days,  and  in  4 of  24  subjects  receiving  50  mg  qid 
intravenously  for  five  days.  There  have  been  occasional  reports  of 
hepatitis,  hepatocellular  or  hepatocanalicular  or  mixed,  with  or  with- 
out jaundice  In  such  circumstances,  ranitidine  should  be  immediate- 
ly discontinued  These  events  are  usually  reversible,  but  In  exceeding- 
ly rare  circumstances  death  has  occurred 
Blood  count  changes  (leukopenia,  granulocytopenia,  thrombocy- 
topenia) have  occurred  in  a few  patients  These  were  usually 
reversible  Rare  cases  of  agranulocytosis,  pancytopenia,  sometimes 
with  marrow  hypoplasia,  and  aplastic  anemia  have  been  reported. 

Although  controlled  studies  have  shown  no  antiandrogenic  activity, 
occasional  cases  of  gynecomastia,  impotence,  and  loss  of  libido  have 
been  reported  in  male  patients  receiving  Zantac,  but  the  incidence  did 
not  differ  from  that  in  the  general  population 
Incidents  of  rash,  including  rare  cases  suggestive  of  mild  erythe- 
ma multiforme,  and,  rarely,  alopecia,  have  been  reported,  as  well  as 
rare  cases  of  hypersensitivity  reactions  (eg,  bronchospasm,  fever, 
rash,  eosinophilia).  anaphylaxis,  angioneurotic  edema,  and  small 
increases  in  serum  creatinine 

OVERDOSAGE;  Information  concerning  possible  overdosage  and  its 
treatment  appears  in  the  full  prescribing  information 
OOSAGE  AND  ADMINISTRATION:  (See  complete  prescribing  infor- 
mation in  Zantac”  product  labeling  ) 

Dosage  Adjustment  for  Patients  with  Impaired  Renal  Function:  On 

the  basis  of  experience  with  a group  of  subjects  with  severely 
impaired  renal  function  treated  with  Zantac,  the  recommended 
dosage  in  patients  with  a creatinine  clearance  less  than  50  ml/min  is 
150  mg  or  10  ml  (2  teaspoonfuls  equivalent  to  150  mg  of  ranitidine) 
every  24  hours  Should  the  patient’s  condition  require,  the  frequency 
of  dosing  may  be  increased  to  every  12  hours  or  even  further  with 
caution  Hemodialysis  reduces  the  level  of  circulating  ranitidine 
Ideally,  the  dosage  schedule  should  be  adjusted  so  that  the  timing  of 
a scheduled  dose  coincides  with  the  end  of  hemodialysis 
HOW  SUPPLIED;  Zantac”'  300  Tablets  (ranitidine  hydrochloride 
equivalent  to  300  mg  of  ranitidine)  are  yellow,  capsule-shaped  tablets 
embossed  with  "ZANTAC  300”  on  one  side  and  "Glaxo"  on  the  other 
They  are  available  in  bottles  of  30  (NDC  0173-0393-40)  tablets  and 
unit  dose  packs  of  1 00  (NDC  01 73-0393-47}  tablets 
Zantac®  150  Tablets  (ranitidine  hydrochloride  equivalent  to  150 
mg  of  ranitidine)  are  white  tablets  embossed  with  "ZANTAC  150"  on 
one  side  and  “Glaxo"  on  the  other  They  are  available  In  bottles  of  60 
(NDC  01 73-0344-42)  and  1 00  (NDC  01 73-0344-09)  tablets  and  unit 
dose  packs  of  100  (NDC  0173-0344-47)  tablets 
Store  between  15°  and  30°  C (59°  and  86°  F)  in  a dry  place. 
Protect  from  light  Replace  cap  securely  after  each  opening. 

Zantac®  Syrup,  a clear,  peppermint-flavored  liquid,  contains  16.8 
mg  of  ranitidine  hydrochloride  equivalent  to  15  mg  of  ranitidine  per  1 
ml  In  bottles  of  16  fluid  ounces  (one  pint)  (NDC  0173-0383-54) 

Store  between  4°  and  25°  C (39°  and  77°  F).  Dispense  in  tight, 
light-resistant  containers  as  defined  In  the  USP/NF. 
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Weneed 
someone  with 

the  confidence 

of  a surgeon, 

die  dedication  of 

a marathoner 

. and 
thecour^of 

an  e!!i|>lorer. 


We  have  a unique  opportunity  for  someone  special. 

A chance  to  spend  two  years  in  another  country. 
To  live  and  work  in  another  culture.  To  learn  a new 
language  and  acquire  new  skills. 

The  person  we’re  looking  for  might  be  a farmer, 
a forester,  or  a retired  nurse.  Or  maybe  a teacher,  a 
mechanic,  or  a recent  college  graduate. 

We  need  someone  to  join  over  5,000  people  al- 
ready working  in  60  developing  countries  around  the 
world.  To  help  people  live  better  lives. 

We  need  someone  special.  And  we  ask  a lot.  But 
only  because  so  much  is  needed.  If  this  sounds  inter- 
esting to  you,  maybe  you’re  the  person  we’re  looking 
for.  A Peace  Corps  volunteer. 

Find  out.  Call  us  at  1-800-424-8580,  Ext.  93. 


Peace  Corps. 

Ihe  toughest  job  you'll  ever  love. 
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pi,achmi:nt  service 


Save  yourself 
time  and 
frustration. 


Put  the  Texas  Physician  Placement 
Service  and  its  computer  data  bank  of 
practice  opportunities  and  physician 
applicants  to  work  for  you. 


• Fast,  personalized  service 

• Low  placement  fees 

• Free  service  for  physician  applicants 

• All  specialties  accepted 

• Urban  and  rural  placements 

• More  than  150  Texas  practice 
opportunities  currently  on  file 


A Texas-based  matching  service 
offering  Texas  practice  opportunities. 


Call  us  today  at  (512)  370-1403 


A joint  service  of 

Texas  Medical  Association  and 

Texas  Academy  of  Family  Physicians 


^Te> 


TexasMcdical 

Association 


Patient  Instructions  for  your  PC  • Only  $495 


“What  did  the  doctor  tell  you?” 

“Yo  no  se.” 

Patients  don’t  follow  instructions.  They  forget  what 
you  tell  them.  They  call  back  and  ask  questions. 

And  it’s  all  your  fault. 

Put  it  in  writing. 

Give  your  patients  instructions  in  plain  English  and  Spanish  with 
the  Discharge  Instruction  System™  package. 

• Patients  don’t  have  to  remember  everything. 

• Compliance  is  improved. 

• Telephone  questions  are  reduced. 

• Patients  like  good,  written  instructions. 

Other  instruction  packages  cost  over  $5,000.  Here’s  what  ours 
does  for  only  $495; 

• Over  200  different  patient  instructions. 

• All  instructions  in  both  languages. 

• Edit  and  add  your  own  instructions  with  the  included  word 
processor. 

• Runs  on  any  IBM-compatible  PC  and  printer. 

• 30-day,  money-back  guarantee.  If  you  don’t  like  it  for  any 
reason,  just  send  it  back  for  a full  refund.  Period. 

Call  us!  Free  demo  disk,  $495  for  the  complete  package. 
MasterCard,  Visa,  COD,  checks  and  hospital  P.O.  accepted. 

Automedics,  Inc. 

476  Hwy  At  A,  Suite  6A  • Satellite  Beach,  FL  32937  • (407)  773-0012 
Reseller  Inquiries  Invited 
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CDC  includes  TMA 
program  in  $2.9  million 
collaborative  grant 

The  Centers  for  Disease  Con- 
trol (CDC)  has  awarded  $2.9 
million  to  the  Texas  Department  of 
Health  (TDH)  to  administer  a com- 
prehensive statewide  cervical  and 
breast  cancer  detection  program  in 
Texas,  and  an  estimated  $140,000 
of  the  grant  will  go  to  the  TMA 
Physician  Oncology  Education  Pro- 
gram (POEP). 

The  funds  will  cover  the  first  year 
of  the  5-year  program,  and  every  $3 
provided  by  CDC  will  be  matched 
by  $1  from  other  sources,  bringing 
the  first  year’s  total  funding  to  $3.9 
million,  according  to  TDH. 

POEP’s  portion  of  the  money  will 
support  training  Texas  physicians  in 
cervical  and  breast  cancer  screening 
techniques  in  areas  known  to  have 
high  incidence  of  such  cancers. 

Catherine  Edwards,  PhD,  direc- 
tor of  TMA’s  public  health  and  sci- 
entific affairs  department,  says  the 
money  is  “critical  to  cancer  educa- 
tion efforts  in  Texas. 

“Breast  cancer  incidence  is  now  1 
in  9 women  instead  of  1 in  10,  and 
Texas  has  the  highest  cervical  cancer 
rate  in  the  nation,”  she  says.  “Get- 
ting state-of-the-art  information  to 
physicians  is  key  to  cancer  control  in 
the  state.” 

The  Nurse  Oncology  Education 
Program  (NOEP)  has  received  ap- 
proximately $99,000  from  the  CDC 
for  nurse  training  that  will  be  held 
concurrently  with  the  physician 
training  offered  by  the  Physician 
Oncology  Education  Program. 

In  addition  to  professional  educa- 
tion offered  through  the  Physician 


Jim  Busby,  associate  editor,  writes  and  edits  the  Public 
Health  and  Science  and  Education  sections  o/'Texas  Medicine. 


Oncology  Education  Program  and  the 
Nurse  Oncology  Education  Program, 
the  $2.9  million  will  fund  screening 
and  follow-up  programs,  public  edu- 
cation, surveillance,  evaluation,  and 
quality  assurance,  says  Charlene 
Laramey,  RN,  CSW,  director  of  the 
TDH  Chronic  Disease  Prevention 
Program.  CDC  also  will  provide  an 
administrator  for  the  program. 

Among  the  program’s  key  goals, 
says  Ms  Laramey,  is  to  subsidize  the 
detection  of  cervical  and  breast  can- 
cer in  indigent  women  from  “high 


risk”  areas  of  the  state,  mostly  East 
and  South  Texas,  who  are  not  eligi- 
ble for  Medicaid. 

Physicians  and  organizations 
were  required  to  apply  for  the  pro- 
gram by  August.  Those  selected  by 
TDH  to  participate  will  be  reim- 
bursed for  mammograms  and  their 
interpretation.  Pap  smears,  pelvic 
examinations,  clinical  breast  exami- 
nation, and  follow-up.  They  will 
also  be  compensated  for  colposcopy 
(with  or  without  biopsy). 

“This  is  one  of  the  very  few  feder- 


Group  A,  beta-hemolytic  streptococcus 

A severe,  invasive  form  of  Group  A,  beta-hemolytic  streptococcus  has 
claimed  at  least  four  lives  in  Texas  and  threatened  six  others  since 
March  1990,  causing  the  Texas  Department  of  Health  to  seek  reports  from 
physicians  who  see  possible  cases  of  the  infection. 

The  July  13,  1991,  issue  of  the  TDH  Texas  Preventable  Disease  News 
(TPDN)  includes  background  and  case  reports  of  the  invasive  infection  and 
states  that  the  cases  “have  been  remarkable  for  the  severity  of  tissue  destruc- 
tion, systemic  toxicity  evidenced  by  multi-system  organ  failure,  and  for  re- 
ported case  fatalities  in  excess  of  30%. ” 

The  report  says  the  illness  may  be  characterized  by  “bacteremia  and/or  severe 
infections  characterized  by  shock,  extensive  tissue  damage  (necrotizing  fasciitis, 
serious  cellulitis),  a desquamating  rash,  disseminated  intravascular  coagulation, 
acute  liver  or  renal  failure,  adult  respiratory  distress  syndrome,  and  death.” 

“We  have  people  out  there  who  have  a simple  cut  and  within  36  hours  be- 
come septic  and  die,”  says  director  of  epidemiology  at  TDH,  Dennis  M.  Per- 
rotta,  PhD. 

Dr  Perrotta  has  asked  12  Texas  hospitals  to  provide  TDH  with  the  num- 
ber of  blood  cultures  they  have  done  in  the  past  5 years,  along  with  the  num- 
ber of  positive  results  for  Group  A streptococcus,  in  an  attempt  to  learn 
whether  incidence  of  the  invasive  illness  has  increased  in  recent  years.  If  the 
data  indicate  an  increase,  he  says,  the  illness  could  prove  to  be  “an  important 
public  health  problem.” 

The  TPDN  report  notes  that  research  has  indicated  “changes  in  virulence 
factors,”  possibly  including  changes  in  antigens  or  “extracellular  products,” 
such  as  exotoxins,  proteases,  and  streptolysins. 

Dr  Perrotta  coauthored  the  TPDN  report  with  TDH  colleagues  Beverly 
Ray,  RN,  and  Kate  Hendricks,  MD,  MPHTM. 

TDH  asks  physicians  who  see  possible  cases  of  the  severe,  invasive  infection 
to  save  isolates  and  call  the  TDH  Infectious  Disease  Program  at  (800)  252-8239. 
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al  grants  where  you  can  pay  for  direct 
services,  and  that’s  why  we’re  really 
excited  about  it,”  says  Ms  Laramey. 

One  key  target  of  the  program  is 
the  older  woman,  who  is  at  greater 
risk,  especially  for  breast  cancer,  and 
who  isn’t  likely  to  receive  the  atten- 
tion given  a woman  in  the  childbear- 
ing years,  she  says. 

Physicians:  watch  for 
septic  shock  during 
(and  after)  blood 
transfusions 

Blood  bankers  aren’t  certain 
that  septic  shock  resulting 
from  blood  contaminated  with 
Yersinia  enterocolitica  is  more  com- 
mon than  it  was  3 years  ago,  but  the 
increase  in  reported  cases  in  the  past 
3 years  makes  them  nervous. 

The  TMA  Committee  on  Blood 
Banking  is  among  those  warning 
physicians  to  stop  blood  transfusions 
at  the  first  sign  of  adverse  reaction 
and  to  monitor  closely  the  reactive 
patient  for  early  signs  of  septic  shock. 

“Physicians  and  nurses  should  be 
aware  of  this  rare  but  potentially  fa- 
tal complication,”  says  committee 
chairman  Daniel  J.  Ladd,  MD.  “Pa- 
tients must  be  monitored  for  the  first 
15  minutes  to  30  minutes,  and  the 
transfusion  must  be  stopped  — and 
not  restarted  — if  the  patient  devel- 
ops fever  and  chills.  The  remaining 
blood  in  the  bag  should  be  Gram- 
stained  and  cultured  whenever  the 
fever  is  significant.” 

San  Antonio  physician  Chantal 
Harrison,  a member  of  the  FDA’s 
Blood  and  Blood  Products  Advisory 
Committee,  says  she  and  others  on 
the  committee  have  discussed  the 
possible  increase  of  Yersinia  contam- 
ination. Twelve  cases  of  septic  shock 
associated  with  Y enterocolitica  have 
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been  reported  in  the  past  3 years, 
and  seven  of  the  patients  have  died. 
And  although  those  figures  mean  an 
incidence  of  roughly  1 case  in  5 mil- 
lion units  of  blood,  the  FDA  is  con- 
cerned that  the  incidence  may  be  on 
the  rise,  she  says. 

The  FDA  advisory  committee 
was  concerned  enough  at  one  point 
this  year  to  consider  limiting  the 
shelf  life  of  red  blood  cells  to  25 
days  because  of  observations  that 
virtually  all  blood  recipients  with 
sepsis  had  received  blood  that  was  at 
least  25  days  old.  But  such  a move 
would  substantially  diminish  the 
blood  supply  because  blood  is  typi- 
cally stored  for  35  to  42  days,  says 
Dr  Harrison.  Since  the  committee’s 
debate  of  limiting  storage  time,  at 
least  one  case  of  sepsis  has  been  as- 
sociated with  blood  that  had  been 
stored  for  only  12  days. 

Instead  of  limiting  the  supply,  the 
FDA  advisory  committee  recommend- 
ed further  epidemiologic  study  of  Y 
enterocolitica,  development  of  meth- 
ods for  testing  blood  without  contam- 
inating it,  and  heightened  awareness 
among  physicians  and  nurses. 

“It  was  clear  [to  the  FDA  com- 
mittee] that  it  would  be  much  more 
dangerous  to  have  blanket  outdating 
at  25  days,”  says  Dr  Harrison. 
“You’d  lose  between  5%  and  15% 
of  blood  when  we’re  just  barely 
making  it.” 

Complicating  the  issue  is  the 
widespread  absence  of  ways  to  de- 
tect Yersmw-tainted  blood  in  donors 
or  in  stored  blood,  although  meth- 
ods are  under  consideration.  Dr 
Harrison  says.  So  far,  routine  donor 
screening  has  not  proven  effective. 

About  half  of  the  Yi^rs/m'a-infect- 
ed  donors  interviewed  in  studies  re- 
called having  gastrointestinal  com- 
plaints shortly  before  donating, 
while  roughly  30%  or  more  of  unin- 
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fected  donors  may  have  similar  com- 
plaints, says  E.  Shannon  Cooper, 
MD,  JD,  president-elect  of  the 
American  Association  of  Blood 
Banks.  “[Infected]  donors  a]l  seem 
healthy,”  he  says.  “They’re  qualified 
donors  and  don’t  have  fever  at  the 
time.  The  problem  is  that  it’s  incred- 
ibly rare,  and  at  this  point  we  don’t 
know  any  practical  way  to  screen 
these  out.  There’s  a test  that  can  be 
done  for  endotoxin,  but  it’s  a 
difficult  test  to  do,  and  you  wouldn’t 
know  when  to  do  it.” 

Until  further  studies  are  done,  ex- 
perts say,  there’s  no  way  of  knowing 
how  common  Yersinia-contaminated 
blood  is,  but  its  life-threatening  na- 
ture should  be  enough  to  alert  physi- 
cians and  nurses  to  pay  special  at- 
tention to  adverse  reactions  during 
and  after  transfusions. 

Change  on  the  border: 
four  border  states  meet 
to  discuss  problems 

The  four  states  sponsoring  the 
Third  Annual  Border  Health 
Conference,  set  for  October  25-26 
in  McAllen,  Tex,  hope  to  complete 
the  2-day  meeting  with  better  under- 
standing of  border  health  problems 
and  specific  proposals  for  improving 
public  health  conditions  along  the 
Texas-Mexico  border. 

On  the  first  day  of  the  confer- 
ence, attendees  will  receive  updates 
and  predictions  on  border  health 
from  civic  leaders,  key  public  health 
officials,  and  medical  association 
speakers  from  Arizona,  California, 
New  Mexico,  and  Texas.  Other  pre- 
sentations will  cover  the  free-trade 
agreement,  environmental  issues, 
maquiladoras,  demographics,  and 
public  health  progress  made  by  the 
four  US  border  states  since  their  first 

45 


Public  Health 


border  health  conference,  hosted  by 
TMA  in  1989. 

The  conference,  which  again  is 
hosted  by  TMA,  also  will  include 
updates  on  infectious  diseases 
(cholera,  tuberculosis,  and  rabies) 
and  chronic  diseases  (cervical  cancer, 
diabetes,  cardiovascular  disease,  and 
stomach  cancer). 

On  October  26,  attendees  will  at- 
tend their  choice  of  three  work 
groups  dealing  with  legislation,  free- 
trade  agreement,  and  clinical  care 
and  research. 

The  point  of  the  work  groups  is 
development  of  “concrete  solutions 
to  border  health  problems,”  says 
Catherine  Edwards,  PhD,  director  of 
TMA’s  public  health  and  scientific 
affairs  department. 

“In  the  first  work  group  we  will 
prepare  preliminary  legislation  deal- 
ing with  border  health,”  she  says, 
“and  the  second  group  will  offer 
recommendations  to  help  the  border 
prepare  for  the  health  impact  of  the 
free-trade  agreement.  The  third 
group  will  establish  a research  agen- 
da for  the  border  areas  and  suggest 
funding  sources. 

“We  hope  to  have  very  specific 
recommendations  by  the  end  of  the 
conference.” 

A panel  will  discuss  roles  of  pri- 
vate enterprise,  association  auxil- 
iaries, academic  centers,  and  practic- 
ing physicians. 

Laurance  N.  Nickey,  MD,  chair- 
man of  TMA’s  Council  on  Public 
Health,  says  the  annual  border  con- 
ference is  vitally  important  because  it 
represents  “organized  medicine’s  in- 
cursion into  the  arena  of  border 
health  and  has  brought  about  increas- 
ing recognition  of  the  serious  medical 
and  environmental  problems  along 
the  2,000-mile  US-Mexico  border.” 

Cholera  is  just  one  example  of 
the  problem,  he  says.  “Along  the 
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border,  all  the  right  ingredients  are 
there  for  cholera  to  happen.  There’s 
poverty,  there’s  undereducation, 
there’s  a general  lack  of  sanitation 
and  potable  water  in  many  areas, 
and  proper  sewage  disposal  may  be 
absent  for  many  areas  along  both 
sides  of  the  border.” 

Registration  fee  for  the  confer- 
ence is  $125. 

For  additional  information,  con- 
tact the  TMA  Public  Health  and  Sci- 
entific Affairs  Department  at  (512) 
370-1461,  or  write  the  department  at 
401  W 15th  St,  Austin,  TX  78701. 

Vibrio  vulnificus  claims 
two  lives 

The  Texas  Department  of 
Health  has  received  reports  of 
four  cases  of  Vibrio  vulnificus  infec- 
tion in  patients  who  had  recently 
eaten  raw  oysters  or  been  exposed 
to  marine  life,  a TDH  spokesperson 
said  in  July. 

Two  of  the  patients  died.  The 
first,  a 50-year  old  man  from 
Pearland,  died  on  May  1 after  eating 
raw  oysters  in  a town  near  the  Gulf 
Coast,  according  to  health  depart- 
ment records.  A 70-year-old  Fulton, 
Tex,  woman  died  on  May  14.  TDH 
believes  her  infection  resulted  from  a 
puncture  wound  from  a shrimp. 

Two  additional  cases  reported  in 
Arlington,  Tex,  were  associated  with 
raw  oyster  consumption.  Both  of 
those  patients  recovered. 

Health  department  officials  say 
the  V vulnificus  is  ubiquitous  along 
the  Gulf  Coast  during  warm  weather 
and  warn  physicians  to  inform  pa- 
tients about  risks  associated  with  eat- 
ing raw  seafood,  especially  oysters, 
and  with  handling  marine  animals. 

At  special  risk,  TDH  says,  are 
people  with  HIV  infection  or  other- 
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wise  compromised  immune  systems; 
liver  disease;  history  of  alcoholism 
or  diabetes;  people  with  cancer,  par-  | 
ticularly  those  receiving  chemothera-  | 
py;  anyone  with  history  of  gastric  j 
surgery;  and  individuals  with  re- 
duced stomach  acid. 

Patients  may  present  with  nausea, 
diarrhea,  fever,  and/or  malaise,  ac- 
cording to  one  TDH  source  during 
the  summer  of  1990,  when  two 
deaths  reportedly  were  associated 
with  V vulnificus.  “It  could  be  any 
one  of  10,000  diseases,”  he  said,  “but 
if  you’ve  got  those  associated  with 
raw  seafood  consumption,  then  we 
certainly  recommend  that  you  consid- 
er Vibrio  organisms  as  one  of  the  pos- 
sible causes  and  treat  it  very  quickly.” 

Vibrio  vulnificus  infections  are 
characterized  by  rapid  onset,  fever, 
chills,  nausea,  vomiting,  and  some- 
times diarrhea,  often  followed  by 
death  within  72  hours,  he  said.  Oth- 
er signs  may  include  bullae  on  the 
extremities  and  septic  shock.  “If  you 
take  the  culture  and  go  to  the  lab  for 
analysis,  by  the  time  you  get  the 
analysis  back,  the  patient’s  dead.” 

Health  department  officials  en- 
courage physicians  to  be  alert  to  the 
illness  and  to  contact  TDH  when 
cases  of  Vi/?no-associated  illness  are 
suspected.  “If  they  (patients)  have 
any  liver  disease  or  if  they’re  on  any 
medications  that  would  reduce  the 
acid  in  their  stomach,  physicians 
should  warn  them  not  to  eat  raw 
shellfish  or  raw  seafood,”  says  an- 
other TDH  source. 

To  report  possible  cases,  contact 
your  local  health  department,  call 
the  Texas  Department  of  Health  In- 
fectious Diseases  Program,  at  (800) 
252-8239,  or  write  to  TDH  at  1100 
W 49th  St,  Austin,  TX  78756. 


VOLUME  87  NO.  9 SEPTEMBER  1991 


More  than  35,000  physicians 
manage  the  business  end  of  medicine  with 

The  Medical  Manager 

P hysicians  in  over  70  different  specialties  manage  their  practices  with  The 
Medical  Managerf  the  leader  in  practice  management  software  since  1982. 

The  Medical  Manager  handles  all  aspects  of  practice  management,  including 
accounts  receivable;  insurance  billing;  appointment  scheduling;  recalls; 
hospital  rounds;  and  financial,  procedure  and  clinical  history. 

Optional  capabilities  include  electronic  claims  processing;  UB-82  billing; 
custom  report  writing  and  a new  hospital-physician  network. 

For  more  information  and  a thorough  demonstration  of  The  Medical  Manager, 
contact  one  of  the  dealers  listed  to  the  right.  If  a dealer  is  not  listed  for  your 
area,  call  Systems  Plus  at  (800)  222-7701  or  (800)  222-7707  in  California. 

Systems  Plus,  Inc.® 

500  Clyde  Avenue 
Mountain  View,  California  94043 


Texas  Medical  Systems,  Inc. 

Dallas,  TX  214  233-6188 

Intercity  Consultants 

Dallas,  TX  214  412-2110 

Management  Solutions 

Arlington,  TX  800  275-5266 

Valcom  Computer  Center 

Temple,  TX  817  778-8444 

Advanced  Medical  Management,  Inc. 

Houston,  TX  713  789-0030 

Healthcare  Computers,  Inc. 

Houston,  TX  713  498-2596 

Cypress  Creek  Management  System 

Houston,  TX  713  580-6717 

Marist  Medical 

Kingwood,  TX  713  358-5226 

United  Software  Architects 

San  Antonio,  TX  800  460-7575 

Medplans  and  Programs 

San  Antonio,  TX  800  525-3427 

Automated  Professional  Services,  Inc. 

San  Antonio,  TX  800  486-6610 

Advanced  Medical  Management  Systems 

McAllen,  TX  800  336-3183 

Medical  Design  & Images 

Austin,  TX  512  454-6774 

The  Baker  Company 

Lubbock,  TX  806  763-2500 

Malone  Business  Systems,  Inc. 

Midland,  TX  800  992-6092 

Diamond  Computers 

Midland,  TX  915  684-3766 


The  Medical  Manager  is  a registered  trademark  of  Personalized  Programming,  Inc.  Systems  Plus.  Inc.  and  its  logo  are  registered 
trademarks  of  Systems  Plus,  Inc.  ©1990  Systems  Plus,  Inc. 


Medicare  Fee  Schedule 


Tex;Ls  Medical  Association’s  Medicare  Fee 
Schedule  translates  into  locally  adjusted 
fees  the  relative  value  scale  published  by 
the  federal  government  on  June  5, 1991-  By 
purcluLsing  the  fee  schedule,  physicians  are 
able  to  look  ahead  to  January  1, 1992  when 
Medicare  begins  a transition  toward  imple- 
mentation of  the  fee  schedule. 

In  The  Short-term 

TMA’s  Medicare  Fee  Schedule  gives 
physicians  the  data  that  will  be  blended  with 
current  prevailing  fees  to  calculate  at  least 
one-third  of  1992  Medicare  payment  levels. 
For  many  procedures,  Medicare  will  go 
directly  to  the  fee  schedule  amount  in  1992. 


In  The  Long-term 

It  provides  physicians  with  an  overview 
of  what  the  fee  schedule  will  pay  when 
Medicare  moves  totally  to  a fee  schedule 
payment  basis  on  January  1, 1996. 

Important 

This  goes  beyond  the  Preliminary 
RBRVS  Fee  Schedule  Lists  published  in 
September  of  1990:  it  includes  an  additional 
4,400  codes,  updated  relative  values  for 
many  procedures  that  have  been  recalcu- 
lated since  the  publication  of  last  year’s 
model  fee  schedule  - and  more  definitive 


information  about  the  conversion  factor 
that  will  actually  be  used  in  1992. 

This  publication  consists  of  more  than 
100  pages  of  codes  packaged  in  a 3-ring 
binder,  for  convenience  and  easy  accessibility. 

To  Order 

Please  fill  out  this  order  form  and  mail 
along  with  a check  or  credit  card  informa- 
tion to:  Texas  Medical  Association, 
Health  Care  Financing  Department, 
401  West  15th  Street,  Austin,  TX 
78701.  Or,  to  order  by  using  your  credit 
card,  call  (512)  370'-l422. 


Order  Form 


Please  send  me Medicare  Fee 

Schedule(s)  at  $60  each.  Total  amount  of 
order  is  $60  plus  $4.80  tax  and  $3.00  ship- 
ping. TOTAl.:  $67.80. 


Payment 

Check  enclosed  payable  to  TMA. 

Credit  Card:  Visa  MasterCard 

Card  No. Expir.  Date  

Cardholder Signature 

Name:  

Address:  

City: County: State: Zip 

Phone: Specialty: 


^Tex 


TexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


Check  (_)  each  Payment  County/Area  list  you  wish  to  order  ($60  plus  tax  and  shipping,  per  each 


location): 

_Bell 

Bexar 

Bowie 

Brazoria 

Cameron 

_ Cent/S  TX 

Dallas 

Denton 

Ector 

El  Paso 

Galveston 

Grayson 

_ Gregg 

Harris 

Hidalgo 

Jefferson 

Lubbock 

McLennan 

Midland 

_ NCen/NETX 

Nueces 

Orange 

Potter 

Panhandle 

Smith 

Tarrant 

Taylor 

Tom  Green 

Travis 

& West  Texas 

Victoria 

_ Webb 

Wichita 

General  Order  Form 


Puzzled? 


How  do  you  choose  who  can  provide  the  best  solution  to  your 


Over  the  past  eleven  years,  TMLT  has  If  you  are  struggling  to  piece  together  a 
corefully  constructed  a philosophy  of  sound  medical  liability  insurance  pic- 
"Partners  in  Trust",  designing  our  prod-  ture,  compare  the  quality  and  scope  of 
ucts  and  services  to  meet  changing  poli-  TMLT's  products  and  services: 
cyholder  needs  in  a dynamic  liability 

environment.  At  the  same  time,  we  have  e Reduced  Cost  Tail  Coverage 
remained  focused  on  the  fundamental  e Opportunities  for  Premium  Discount 
concepts  that  make  us  strong  without  e New  Master  Policy  Designed  for 
compromising  our  unwavering  commit-  Groups 

ment  to  our  policyholders.  Our  reputation  e Strong  Claims  Management  and 

has  been  built  on  the  sound  fundamentals  Defense 

of  stability,  integrity,  and  a value-added  o Loss  Prevention  Programs 
hands-on  approach  to  service.  e Optional  Prior  Acts  Coverage 

e Non-assessable  Policies 


TEXAS  MEDICAL  LIABILITY  TRUST 

For  further  information,  contoct  Marketing  and  Development,  P.O.  Box  14746,  Austin,  Texas  78761 

STATEWIDE  SERVICES  CENTER:  l-SOO-SBO-TMLT  Business  Offices:  512-454-6781 
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Countdown  to  RB  RVS: 

TMA  enlists  help  from 
Congress  to  alter  HCFA 
Medicare  proposal 

In  an  intensive  series  of  Capitol 
Hill  visits,  Texas  Medical  Associ- 
ation representatives  successfully  en- 
listed the  support  of  the  state’s  Con- 
gressional delegation  in  the  fight  to 
increase  Medicare’s  proposed  fee 
schedule  conversion  factor. 

In  concert  with  the  American 
Medical  Association,  TMA  has 
launched  both  grassroots  and  Con- 
gressional campaigns  to  convince 
the  Health  Care  Financing  Adminis- 
tration (HCFA)  that  its  proposal  to 
reduce  Medicare  physician  payment 
by  16%  does  not  conform  to  legisla- 
tive intent. 

TMA  President  Sam  A.  Nixon, 
MD,  accompanied  by  eight  physi- 
cian leaders  and  key  TMA  staff  de- 
scended on  Washington  in  late  July 
to  rally  support  for  a Texas  Con- 
gressional delegation  letter,  circulat- 
ed by  Rep  Ralph  Hall,  protesting 
HCFA’s  punitive  interpretation  of 
the  payment  reform  legislation.  The 
letter,  addressed  to  Department  of 
Human  Services  Administrator  Gail 
R.  Wilensky,  had  been  signed  by  al- 
most the  entire  Texas  delegation  at 
press  time. 

Lou  Goodman,  PhD,  director  of 
TMA’s  division  of  medical  eco- 
nomics, says  he  is  “guardedly  opti- 
mistic” about  the  outcome  of  the 
trip.  “We  know  that  HCFA  is  get- 
ting the  message.  The  changes  may 
require  Congressional  action.  Com- 
mittees in  the  Senate  and  the  House 
have  gone  on  record  saying  these 
problems  need  to  be  fixed.” 


Debi  Martin,  associate  editor,  writes  and  edits  the  Law 
and  Medical  Economics  sections  of  Texas  Medicine. 
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Alfred  Gilchrist,  who  heads  TMA’s 
legislative  affairs  department,  says 
“The  Texas  Congressional  delegation 
was  very  receptive  to  the  issues  we 
raised  about  HCFA’s  proposal,  and 
felt  that  HCFA  is  promulgating  rules 
contrary  to  law.  All  of  the  Congress- 
men we  spoke  with  are  aware  of  this, 
and  don’t  like  it.  All  in  all,  everyone 
seemed  to  understand  that  the  pro- 
posed rules  will  punish  the  physician 
and  affect  access  to  care.” 

Before  HCFA’s  commentary  peri- 
od on  the  June  5 ruling  closed  on 
August  5,  Dr  Nixon  asked  physi- 
cians all  over  the  state  to  write  the 
HCFA  administrator.  The  goal  was 
to  generate  more  than  10,000  letters 
from  Texas  physicians,  alone. 

Several  other  letter-writing  cam- 
paigns have  ensued  over  the  sum- 
mer. Members  of  the  Texas  Congres- 
sional delegation  wrote  the 
Department  of  Health  and  Human 
Services  Secretary  Louis  W.  Sullivan, 
MD,  in  support  of  TMA’s  objections 
to  the  agency’s  proposed  ruling.  Dr 
Nixon  and  Dr  Goodman  corre- 
sponded with  and  met  with  HCFA 
regional  director.  Gale  Drapala. 

TMA  says  HCFA  has  misinter- 
preted the  intent  of  1989  legislation 
requiring  that  Medicare’s  charge- 
based  physician  payments  be  re- 
placed with  payments  determined  by 
the  RBRVS.  The  intent  was  to  make 
reimbursements  to  physicians  more 
equitable,  and  thereby  improve  ac- 
cess to  health  care  for  the  nation’s 
elderly  and  disabled  population. 

Under  HCFA’s  interpretation. 
Medicare  payment  reform  would  by 
1996  produce  payment  levels  16% 
lower  on  average  than  expected  un- 
der the  current  system.  Congress  de- 
creed that  the  new  system  was  to  be 
implemented  in  a budget  neutral 
manner,  meaning  that  Medicare 
would  cost  no  more  or  no  less  than 


it  would  have  if  no  changes  had 
been  made.  TMA  and  the  American 
Medical  Association  believe  that  the 
new  rules  are  being  used  as  a bud- 
get-slashing  tool. 

HCFA’s  most  devastating  blow  is 
its  16%  reduction  in  the  conversion 
factor.  The  reduction  is  the  result  of 
three  factors: 

• A behavioral  offset.  Payment  lev- 
els are  reduced  by  3%  to  com- 
pensate for  anticipated  volume 
increases.  HCFA  assumes,  with- 
out the  support  of  accurate  data, 
that  physicians  will  increase  de- 
livery of  Medicare  services  to 
make  up  for  losses  from  payment 
reductions.  In  addition  to  the  be- 
havioral offset  figure.  Congress  is 
already  using  another  device,  the 
Medicare  Volume  Performance 
Standard  (MVPS)  to  adjust  physi- 
cian payments  for  increases  in  the 
volume  of  services. 

• HCFA  proposes  to  reduce  pay- 
ments another  2%  to  adjust  for  a 
rise  in  spending  levels  resulting 
from  the  1992  transition  period. 
This  result  is  due  largely  to  the 
asymmetrical  nature  of  the  tran- 
sition period  — RBRVS  payment 
gains  will  occur  more  rapidly 
than  payment  losses.  Payments 
for  some  services  would  immedi- 
ately move  to  the  RBRVS  level  in 
1992,  others  would  be  mixed 
with  RBRVS  data  and  historical 
rates.  By  1996,  all  payments 
would  be  at  the  RBRVS  level. 

• As  HCFA  interprets  the  legislation 
that  enacted  physician  payment 
reforms,  the  two  above  adjust- 
ments must  be  applied  to  the  con- 
version factor  alone,  even  though 
the  conversion  factor  represents 
only  a portion  of  the  total  pay- 
ment amount  in  1992.  Targeting 
the  conversion  factor  for  all  ad- 
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justments  causes  a tripling  effect 
in  which  a 1%  adjustment  to 
overall  payments  requires  a 3% 
reduction  in  the  conversion  factor. 

The  TMA  and  the  AMA  are 
working  to  persuade  Congress  to  en- 
act legislation  that  would  prohibit 
the  use  of  a behavioral  offset,  correct 
the  transition  problem,  and  eliminate 
the  tripling  effect  of  applying  all  ad- 
justments to  the  conversion  factor. 

For  Texas  physicians,  an  addi- 
tional problem  is  the  use  of  the  Ge- 
ographic Practice  Cost  Index  (GPCI) 
in  calculating  payment  levels  under 
RBRVS.  Dr  Goodman  says  the  data 
on  which  the  GPCIs  are  based  is 
flawed.  Out-of-date  1980  Census 
figures  were  used  in  developing  the 
factors  that  make  up  the  GPCIs  — 
malpractice  costs,  practice  expenses, 
and  work  costs.  Overall,  GPCIs  are 
unusually  low  in  Texas  compared 
with  rates  in  other  states,  and  there  is 
significant  variation  within  the  state. 
For  example.  Midland  physicians  will 
on  average  receive  more  money  from 
Medicare  than  other  physicians 
around  the  state,  including  those  who 
practice  in  Dallas  or  Houston.  The 
malpractice  GPCI,  alone,  is  problem- 
atic. In  all  areas  except  Houston,  the 
Texas  malpractice  GPCI  is  estimated 
to  be  about  one-half  the  average  cost 
of  professional  liability  insurance  in 
the  US. 

Over  the  past  year,  TMA  has 
worked  on  the  national  front  to 
greatly  improve  or  eliminate  geo- 
graphic adjustments  in  the  RBRVS. 

As  the  countdown  to  RBRVS 
continues,  TMA  will  keep  up  the 
fight,  challenging  the  government  to 
live  up  to  its  promise  of  a more  ra- 
tional, predictable,  and  kinder,  gen- 
tler method  of  physician  payment. 


Texans  physicians 
make  their  voices 
heard  in  Washington 


TMA  President  Sam  A. 

Nixon,  MD,  and  eight 
other  physician  leaders  and  key 
TMA  staff  made  the  rounds  in 
Washington  in  late  July  to 
protest  HCFA’s  interpretation  of 
Medicare  payment  reform  legislation. 


TMA  President- 
Elect  William  G. 
Gamel,  MD,  (left) 
and  Congressman 
J.J.  “Jake”  Pickle, 
D-Austin,  review 
data  on  how  the 
proposed  Medi- 
care fee  schedule 
would  affect  pa- 
tients and  physi- 
cians in  Central 
Texas. 


Congressman 
Jack  Fields,  R- 
Houston,  (right) 
greets  TMA  Presi- 
dent Sam  A. 
Nixon,  MD,  (left) 
and  past  presi- 
dent Max  C. 
Butler,  MD. 


Dr  Nixon,  Dr  But- 
ler, Congressman 
Fields,  and  Coun- 
cil on  Legislation 
Chairman  Fred 
Castrow,  MD,  (I  to 
r)  discuss  Medi- 
care payment  re- 
form. 


Howard  McClure,  MD,  (left)  of  Dallas, 
meets  with  Congressman  John 
Bryant,  D-Dallas,  during  the  July  1 7 
meetings  with  the  Texas  Congres- 
sional delegation. 
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Mr  Gilchrist  (cen- 
ter) and  Dr  McGee 
(right)  explain  the 
potential  impact 
of  the  conversion 
factor  cuts  to 
Congressman 
Pete  Geren,  D- 
Fort  Worth. 


Dr  Gamel,  TMA 
Legislative  Affairs 
Director  Alfred 
Gilchrist,  Dr  Mc- 
Clure, Congress- 
man Bryant,  and 
Immediate  Past 
President  Wm 
Gordon  McGee, 
MD,  (I  to  r)  dis- 
cuss HCFA’s  pro- 
posal to  cut  the 
relative  value 
scale  conversion 
factor. 


Asa  Lockhart,  MD, 
of  Tyler  (right) 
emphasizes  a 
point  to  Sen  Lloyd 
Bentsen,  D-Texas. 


Countdown  to  RBRVS: 

“We’re  mad  and  we’re 
not  going  to  take  it 
anymore.” 

Sadly,  Texas  physicians  are 
now  facing  the  day-to-day  re- 
ality of  Medicare’s  budget-driven 
payment  policy:  a growing  inability 
to  serve  the  elderly  who  were  once 
readily  welcomed  as  patients. 

The  financing  of  the  Medicare 
program  is  a subject  about  which 
physicians  are  neither  reticent  nor 
indifferent.  Overall,  disillusionment 
and  frustration  characterize  their  re- 
actions to  how  the  Health  Care  Fi- 
nancing Administration  (HCFA) 
plans  to  implement  the  once-promis- 
ing reform  objectives  of  the  Re- 
source Based  Relative  Value  Scale  to 
the  Medicare  program. 

Some  physicians  are  considering 
abandoning  ship,  leaving  Medicare 
and  all  its  hassles  behind. 

George  Hancock,  MD,  a Hous- 
ton family  practitioner,  is  angry 
about  Medicare.  A year  ago,  20%  of 
his  patients  were  on  Medicare;  now 
the  figure  is  closer  to  10%.  “I  hope 
to  get  it  down  to  zero  in  a few 
months,”  says  Dr  Hancock. 

RBRVS,  which  health  care 
economists  say  is  the  biggest  change 
in  the  Medicare  system  since  the  gov- 
ernment health  program  was  enacted 
25  years  ago,  is  due  to  go  into  effect 
in  just  4 months,  on  January  1. 

Texas  Medicine's  series  of  articles 
on  RBRVS  continues  with  comments 
from  physicians  who  have  in  the 
past  had  large  numbers  of  Medicare 
patients. 

Peggy  Russell,  DO,  an  Austin  in- 
ternist, gets  an  average  of  10  tele- 
phone calls  a week  from  Medicare 
patients  she  has  to  turn  away.  “My 
practice  used  to  be  75%  Medicare, 
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now  it’s  60%, ” says  Dr  Russell. 
“I’ve  been  limiting  my  practice  to  no 
more  than  one  new  Medicare  pa- 
tient a week;  otherwise,  I couldn’t 
afford  to  stay  in  business.” 

As  the  population  ages,  the  pool 
of  physicians  willing  to  take  Medi- 
care patients  will  continue  shrink- 
ing, predicts  A1  Lindsey,  MD,  an 
Austin  family  practitioner  and  mem- 
ber of  TMA’s  Committee  on  Aging 
and  Long-Term  Care  and  the  Travis 
County  Medical  Society’s  Commit- 
tee on  Geriatrics.  “I  know  of  a 
Medicare  patient  who  called  52  doc- 
tors and  still  couldn’t  find  a physi- 
cian to  take  her,”  says  Dr  Lindsey, 
who  also  is  no  longer  taking  any 
new  Medicare  patients. 

Dr  Hancock  compares  physician 
reimbursements  under  Medicare  to 
serfdom  of  the  Middle  Ages. 

“I  feel  I have  an  ethical  obliga- 
tion to  treat  my  patients  but  that 
obligation  is  making  me  become  es- 
sentially a servant  of  the  federal  gov- 
ernment,” says  Dr  Hancock.  “The 
serf  had  no  right  to  bargain  for  the 
wages  he  was  paid.  The  state  of 
physicians  under  Medicare  is  as 
close  to  serfdom  as  has  ever  existed 
in  the  US.  The  government  is  the 
master.  If  Medicare  would  sit  down 
with  physicians  like  equal  human 
beings  and  work  out  a reasonable 
arrangement  as  far  as  rules  and  reg- 
ulations are  concerned,  that  would 
be  great,  but  no,  what  they  do  is 
hand  out  these  pronouncements 
from  up  high,  like  we  are  the  serfs.” 

Adding  insult  to  injury,  says  Dr 
Hancock,  is  the  government’s  long- 
held  contention  that  physicians  will 
make  up  for  cuts  in  reimbursement 
rates  by  increasing  volume  (the  be- 
havioral offset  factor  in  HCFA’s  in- 
terpretation of  the  RBRVS). 

“Seeing  Medicare  patients  is 
charity  work,”  says  Dr  Hancock. 
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Getting  paid  under  workers  compensation 
becomes  an  even  greater  pain  in  the  neck 

The  Texas  Workers’  Compensation  Commission  has  lowered  the  rela- 
tive value  conversion  factor  used  in  figuring  medical  fee  reimburse- 
ment rates  by  5%,  despite  opposition  from  the  commission’s  medical  adviso- 
ry committee  and  TMA.  The  change,  which  became  effective  August  1, 
alters  all  fees  for  medical  services  except  pathology. 

“We  attempted  to  negotiate  in  good  faith  with  the  goals  of  workers’  com- 
pensation reform  in  mind,”  says  Ray  E.  Santos,  MD,  the  Lubbock  orthopedic 
surgeon  who  chairs  a TMA  Committee  on  Workers’  Compensation  and  Occu- 
pational Medicine  subcommittee  on  fee  guidelines.  “The  commission  was  sim- 
ply unresponsive  and  acted  solely  on  the  basis  of  projected  cost  savings.  The 
real  losers  in  the  process  will  be  injured  workers.” 

Under  the  new  rates,  reimbursements  for  medicine  will  fall  from  $7.09  to 
$6.75;  for  surgery,  $194.25  to  $185;  for  anesthesia,  $38.85  to  $37;  and  radi- 
ology, $1.84  to  $1.75. 

“They’ve  already  cut  20%  to  30%  in  common  workers’  compensation 
procedures,  and  now  these  further  cuts  put  physicians  in  a very  compromis- 
ing position,”  says  Dr  Santos.  “We  had  been  more  than  fair  and  reasonable 
in  dealing  with  the  commission,  in  cutting  our  costs  to  be  compatible  with 
even  the  previous  conversion  rate.  But  this  further  cut  will  have  a tremen- 
dous impact  as  physicians  across  the  state  try  to  keep  up  with  the  cost  of 
running  an  office  and  still  manage  to  get  sufficient  remuneration  for  the  ser- 
vices they  provide.” 

At  press  time,  TMA  was  consulting  with  specialty  societies  and  TMA’s 
workers’  compensation  committee  on  alternative  courses  of  action. 


“Now  the  government  insults  me  by 
saying  that  I’m  going  to  increase  my 
volume.  You  don’t  have  to  have  a 
PhD  in  economics  to  see  that  if  you 
lose  money  on  every  patient  you  see 
you  are  not  going  to  make  it  up  by 
increasing  volume.” 

Dr  Lindsey  says,  “HCFA  has  been 
dishonest  and  is  doing  exactly  the 
opposite  of  what  Congress  charged 
them  to  do.  A year  ago,  we  were  told 
that  remuneration  for  family  care 
physicians  was  going  to  increase,  and 
there  was  going  to  be  a leveling  out 
so  that  specialists  and  generalists 
wouldn’t  be  treated  so  differently. 
But  now  it  looks  like  everybody’s  fees 
are  going  to  be  cut  back.” 

The  vice  chairman  of  TMA’s 
Council  on  Socioeconomics,  Robert 
L.  Donald,  MD,  a cardiologist  in 
Houston,  says,  “HCFA  is  using  guide- 
lines that  are  not  consistent  with  the 
intent  of  Congress.  We’ve  been  be- 
trayed.” If  the  RBRVS  is  implemented 
the  way  HCFA  intends,  says  Dr  Don- 
ald, physicians  will  take  fewer  Medi- 
care patients  just  as  they  have  de- 
creased the  number  of  Medicaid 
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patients  they  treat.  “This  situation  is 
going  to  reduce  the  availability  of 
medical  care  to  the  elderly  popula- 
tion,” he  says.  “Physicians  have  got  to 
explain  this  to  their  patients,  so  pa- 
tients understand  what’s  going  on  — 
maybe  if  there’s  enough  patient  up- 
swell,  Congress  will  do  something.” 

But  the  bottom  line  could  be  that 
RBRVS  is  no  more  than  a Band-Aid 
for  an  acutely  ill  health-care  system, 
says  Dr  Russell. 

“The  health-care  system  in  this 
country  changes  all  the  time.  We 
don’t  know  what  our  goals  are.  It’s 
all  done  by  crisis  management,”  she 
says.  “We  are  going  to  go  through  a 
major  crisis  before  this  thing  is  sort- 
ed out.  There  are  too  many  struggles 
and  contradictions  in  the  economic 
and  legal  and  medical  arenas,  and 
all  these  things  need  a lot  of  sorting 
out  as  part  of  formulating  a health- 
care policy.  And,  people  need  to  be 
frank  about  it.  Our  whole  society  is 
based  on:  You  get  what  you  can  af- 
ford to  pay  for.  To  pretend  that  it  is 
any  different  in  the  area  of  medical 
care  is  unrealistic. 
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“No  one  branch  of  the  govern- 
ment seems  to  be  strong  enough  to 
take  the  initiative  in  health-care  poli- 
cy, and  many  different  branches  seem 
to  have  different  goals  and  philoso- 
phies, and  are  working  against  each 
other.  We  need  practicality.  We  need 
thoughtfulness.  We  need  people 
working  together  to  formulate 
health-care  policy,  without  the  poli- 
tics and  the  power  struggles.” 

TMA  workshops 
teach  you  to 
‘malpractice  proof’ 
your  practice 

It  may  be  difficult  to  believe  that 
the  patient  sitting  in  your  exam- 
ining room  could  one  day  be  sitting 
across  from  you  in  a courtroom, 
pointing  a finger  at  you.  It  does 
happen,  however,  with  alarming 
frequency. 

More  than  one  third  of  practicing 
physicians  nationwide  report  they 
have  been  involved  in  a malpractice 
allegation. 

Risk  management  experts  claim 
it  is  possible  to  prevent  many  mal- 
practice suits  by  nipping  problems  in 
the  bud.  You  can  avoid  the  surprise 
of  being  sued  for  malpractice  by  di- 
agnosing the  signs  of  patient  discon- 
tent before  a crisis  erupts,  says  Lin- 
da Mangels,  PhD,  director  of  TMA’s 
office  of  risk  management. 

Dr  Mangels,  who  has  researched 
malpractice  causes  by  surveying 
physicians,  jurors,  attorneys,  and 
dissatisfied  patients,  will  lead  “Mal- 
practice Proof  Your  Practice”  work- 
shops in  September  and  October 
around  the  state.  Using  her  back- 
ground as  an  educator  and  behav- 
ioral psychologist.  Dr  Mangels 
strives  to  present  workshop  material 
in  an  informative,  entertaining. 
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physician-friendly  manner. 

Participants  learn  the  importance 
of  effective  communication  with  pa- 
tients and  staff,  and  what  plaintiffs 
are  really  looking  for  when  prepar- 
ing a case  for  trial. 

Physicians  who  take  the  course 
can  receive  a discount  on  their  pro- 
fessional liability  premiums  from  ad- 
mitted insurance  carriers  due  to 
House  Bill  18,  The  Omnibus  Health 
Care  Rescue  Act,  which  created  a 
state  indemnification  program  for 
Texas  physicians  and  other  health- 
care professionals.  Discounts  range 
from  2%  to  58%  on  most  $100,000/ 
$300,000  policies,  depending  on  the 
carrier,  the  physician’s  specialty,  and 
the  amount  of  coverage. 

To  be  eligible  for  the  discount, 
the  physician  must  complete  each  of 
the  following  qualifications  in  every 
year  for  which  they  want  a discount: 
apply  for  the  discount  in  writing  30 
days  before  the  term  of  the  policy, 
maintain  a $100,000/  $300,000  pro- 
fessional liability  policy,  complete 
15  hours  of  continuing  education  in 
risk  reduction  and  patient  safety 
during  the  term  of  the  policy,  and 
provide  charity  care  in  at  least  10% 
of  their  “encounters”  with  patients. 

Charity  care,  as  defined  by  HB  18, 
includes  services  to  patients  under 
the  following  programs:  Medicaid, 
the  Texas  Department  of  Health’s 
Maternal  and  Infant  Health  Improve- 
ment Act  (MIHIA),  Primary  Health 
Care  Services  Program  (PHCSP), 
Chronically  111  and  Disabled  Chil- 
dren’s Services  Program;  the  Texas 
Department  of  Human  Service’s 
County  Indigent  Health  Care  Pro- 
gram (CIHCP);  or  a contract  with  a 
federally  funded  migrant  and/or  com- 
munity health  center. 

During  the  most  recent  legislative 
session,  TMA  lobbied  to  expand 
charity  care  requirements.  Now, 


physicians  who  are  on  call  in  an 
emergency  room  setting  and  have  no 
reasonable  expectation  to  receive 
any  payment  or  reimbursement  from 
the  patient,  may  include  those  ser- 
vices as  charity  care  under  provi- 
sions of  HB  18. 

Because  HB  18  requirements  man- 
date that  15  hours  of  risk  manage- 
ment education  be  completed  annual- 
ly for  every  year  in  which  the 
physician  plans  to  receive  a discount, 
the  TMA  risk  management  office  de- 
velops new  courses  every  year. 

“More  than  1,200  physicians  at- 
tended our  ‘Risk  Prevention  Skills’ 
course  in  1990,”  says  Dr  Mangels. 
“The  course  was  very  effective,  but 
there  is  always  room  for  improve- 
ment. This  year  we  are  dedicating 
half  of  the  program  to  clinical 
record  keeping  — the  area  most  of- 
ten affecting  the  successful  defense 
of  a malpractice  allegation.” 
Richard  W.  Walker,  MD,  a practic- 
ing physician  who  has  reviewed 
medical  records  for  the  Texas  Medi- 
cal Foundation  and  the  Texas  State 
Board  of  Medical  Examiners,  con- 
ducts this  portion  of  the  program. 

TMA  has  designated  “Malprac- 
tice Proof  Your  Practice”  as  meeting 
the  criteria  for  3 or  15  credit  hours  in 
CME  Category  I of  the  Physician’s 
Recognition  Award  of  the  AMA.  The 
number  of  credit  hours  available  de- 
pends on  participation  in  the  seminar 
only  or  in  the  seminar  and  indepen- 
dent study.  The  fee  for  the  seminar 
and  independent  study  is  $175;  fee 
for  the  seminar  only  is  $95. 

“Malpractice  Proof  Your  Prac- 
tice” workshops  in  September  and 
October  will  be  held  in  the  cities  list- 
ed below.  Except  for  a special  Satur- 
day workshop  on  September  14 
from  2 pm  to  5 pm  in  Austin  at  the 
Stouffer  Hotel,  the  workshops  will 
be  presented  from  7 pm  to  10  pm  on 
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the  days  listed.  Registration  for 
those  workshops  will  be  at  6:30  pm. 

Dallas  — Thursday,  September 
19;  Marriott  Suites  Market  Center, 
2101  Stemmons  Freeway. 

Houston  — Thursday,  September 
26;  Marriott  Medical  Center,  6580 
Fannin  St. 

San  Antonio  — Thursday,  Octo- 
ber 17;  The  Wyndham  Hotel,  9821 
Colonnade  Blvd. 

Lubbock  — Tuesday,  October 
29;  Lubbock  Plaza  Hotel,  3201  S 
Loop  289. 

TMA  also  will  conduct  a series 
of  risk  management  workshops  for 
medical  office  support  staff  entitled, 
“Assertive  Compassion  — Commu- 
nicating in  the  Medical  Office.”  The 
course,  which  costs  $75,  will  be 
held  from  2 pm  to  5 pm  on  the  fol- 
lowing dates: 

Austin  — September  10.  Harlin- 
gen — September  11.  Tyler  — 
September  17.  Dallas  — September 
18.  Houston  — September  25.  Amar- 
illo — October  16.  Abilene  — Octo- 
ber 30.  San  Antonio  — November  5. 
El  Paso  — November  6. 

For  additional  information  about 
upcoming  risk  management  work- 
shops contact  the  TMA  Office  of 
Risk  Management  at  (512)  370-1411. 


YOU  DIDN'T  BUILD 
YOUR  PRACTICE 
BY  WORKING 
PART-TIME. 


Why  risk  your  investment  portfolio  by 
managing  it  that  way? 

Full-time  professional  attention  is 
essential  to  successful  portfolio  management 
— especially  in  today's  volatile  markets. 

That's  exactly  what  you  get  with 
Shearson  Lehman  Brothers'  Choice 
Advisors'''  portfolio  management  service. 
Since  1973,  our  Consulting  Services  Division 
has  given  sound  advice  to  thousands  of 
investors.  And  referred  over  $50  billion  of 
their  assets  to  professional  portfolio  managers. 

So  if  you  have  a portfolio  of  $50,000  or 
$50  million,  and  you  want  to  maximize  your 
investment  potential,  call  us  for  Shearson 
Lehman  Brothers'  new  report  on  professional 
portfolio  management. 

At  Shearson  Lehman  Brothers, 
we'll  give  your  investments  the  full-time, 
professional  attention  they  deserve. 

FOR  OUR  SPECIAL  REPORT  ON 
PROFESSIONAL  PORTFOLIO  MANAGEMENT, 
CALL  OR  WRITE: 

John  G.  Till 


Financial  Consultant 
Consulting  Services  Division 
Shearson  Lehman  Brothers 
1999  Bryan  Street,  Suite  2600 
Dallas,  TX  75201 
214/979-7045 


SHEARSON 

LEHMAN 


BROTHERS 


Member  SIPC 
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Fort  Worth 
action  stops  sale 
of  pound  dogs 
for  biomedical 
research 

by  Jim  Busby 

Associate  editor 

When  the  Fort  Worth  City 
Council  voted  in  June  to 
close  the  city  animal  shelter,  there 
was  much  more  to  the  story  than  the 
deliverance  of  animals  from  what 
some  people  saw  as  a hellish,  over- 
crowded facility  to  one  more  suited 
to  animal  care. 

And  although  the  vote  might 
seem  to  be  a routine  transaction  for 
any  council  interested  in  fiscal  re- 
sponsibility and  better  city  service,  it 
is  instead  the  focal  point  of  debate 
that  fires  passion  among  animal 
rights  activists,  animal  research  ad- 
vocates, and  everyone  else. 

In  late  June  the  Fort  Worth  coun- 
cil decided,  with  only  one  dissenting 
vote,  that  the  city  should  not  build  a 
proposed  new  animal  shelter,  but 
should  instead  sign  a contract  allow- 
ing the  Humane  Society  of  North 
Texas  to  house  lost  and  abandoned 
animals  for  the  city.  The  city  would 
save  money.  Animals  would  receive 
better  treatment. 

But  there  was  one  complication: 
under  the  new  contract,  confined  ani- 
mals could  no  longer  be  sold  for  re- 
search purposes.  This,  say  some  ob- 
servers of  the  controversy,  is  the  real 
motive  behind  the  Humane  Society’s 
bid  for  the  contract.  And  while  one 
Humane  Society  member  says  eco- 
nomic motives  — not  animal  welfare 
concerns  — persuaded  the  council  to 
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vote  for  the  new  contract,  he’s  happy 
that  the  use  of  “pound  animals”  will 
be  more  difficult  and  more  expensive 
for  biomedical  researchers. 

Researchers  view  such  attitudes 
as  short  on  logic,  long  on  ignorance, 
and  costly.  Animals  anesthetized, 
studied,  and  “sacrificed”  suffer  no 
more  than  those  destined  for  injec- 
tion with  sodium  pentobarbital  at 
the  local  dog  pound,  they  say.  At 
least  the  animals  studied  contribute 
to  the  future  health  of  humans  and 
other  creatures. 

Nay,  says  the  other  side  of  the  ar- 
gument: Much,  if  not  all,  animal  re- 
search can  be  replaced  by  other 
methods,  such  as  in  vitro  studies  or 
computer  models.  Some  contend  that 
animal  research  should  not  be  al- 
lowed even  if  it  is  necessary  for  medi- 
cal progress.  That  is,  animal  rights 
and  human  rights  are  the  same. 

Pieces  of  a bigger  picture 

The  Fort  Worth  decision  seems  to 
encompass  the  gamut  of  opinions 
and  thus  may  be  a picture  of  things 
to  come.  Amarillo,  for  example, 
does  not  sell  its  shelter  animals  to 
research  groups,  and  Dallas  now  re- 
fuses to  sell  pound  animals  to  pur- 
chasers outside  the  city  limits. 

In  Fort  Worth,  the  Texas  College 
of  Osteopathic  Medicine  (TCOM) 
routinely  paid  $45  for  each  dog  to  be 
used  in  studies  at  the  college.  TCOM 
also  agreed  that  the  dogs  would  be 
used  only  in  “nonsurvival”  studies. 
That  is,  the  animals  would  never  re- 
gain consciousness  after  receiving 
general  anesthesia.  If  an  animal  was 
to  be  revived  for  study,  it  had  to 
come  from  another  source. 

John  S.  Burns,  PhD,  a retired  lit- 
erature professor  and  former  board 
member  of  the  Humane  Society  of 
North  Texas,  says  he  objects 
specifically  to  the  use  of  pound  dogs 


because  they  are  unclaimed  pets. 

“The  position  of  the  osteopaths 
was  that  these  are  not  really  pets,” 
says  Dr  Burns.  “But  they  wouldn’t 
want  them  if  they  weren’t  easily 
managed  by  humans.  They  want 
docile  animals.  Just  because  (the  ani- 
mals) haven’t  been  claimed  in  3 days 
doesn’t  mean  they  don’t  have  own- 
ers. The  medical  profession  is  ex- 
ploiting human  bonding.” 

Dr  Burns  says  his  is  only  one  of 
“a  very  broad  spectrum  of  opin- 
ions” in  the  animal  welfare  camp 
and  that  his  opinions  “fall  in  the 
middle.” 

“Some  experimentation  is  okay,” 
he  says,  but  he  worries  that  when  re- 
search animals  are  plentiful  and 
cheap,  researchers  may  use  them  un- 
necessarily. 

“When  the  dogs  cost  more  mon- 
ey, perhaps  they  will  use  fewer  of 
them,”  he  says.  “I  know  dogs  are 
dogs,  but  I would  prefer  they  use 
dogs  that  are  raised  in  kennels.” 
Dogs  bred  for  research,  he  says, 
know  only  confinement  and  are  not 
so  traumatized  as  dogs  who  have 
lived  with  a family. 

As  associate  dean  for  basic  sci- 
ences at  TCOM  and  chairman  of  the 
college’s  physiology  department, 
Carl  Jones,  PhD,  sees  the  issue  from 
a different  perspective.  Animal  care 
facilities  at  TCOM  are  rigidly  en- 
forced by  federal  regulations  requir- 
ing detailed  inspections  and  besides, 
he  says,  “most  of  these  regulations 
are  not  necessary  because  we’re  hu- 
mane people  ourselves.” 

He  wonders  whether  animal  shel- 
ters face  the  same  scrutiny  his  facili- 
ty receives. 

Who’s  watching  the  shelter? 

Vic  Whadford,  a public  health  tech- 
nician with  the  Texas  Department  of 
Health  zoonosis  control  division. 
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says  Texas  law  requires  annual  in- 
spection of  animal  shelters  licensed 
to  quarantine  animals  and  those  lo- 
cated in  counties  with  populations  of 
at  least  75,000.  A veterinarian,  prob- 
ably one  hired  by  the  animal  shelter, 
must  conduct  the  inspection  and  re- 
port findings  to  TDH,  which  keeps 
them  on  file.  Complaints  are  “dealt 
with  on  a local  basis,”  he  says.  “We 
don’t  enforce  it.  We  keep  records.” 

Shelters  in  counties  with  75,000 
or  more  people  are  also  required  to 
establish  an  advisory  committee 
composed  of  a veterinarian,  a coun- 
ty or  municipal  official,  a shelter  op- 
erator, and  a “humane”  representa- 
tive, says  Mr  Whadford.  In  addition, 
animals  must  be  separated  by 
species  and  sex  and  isolated  if  they 
are  injured.  “Some  forms  of  eu- 
thanasia” are  forbidden  at  facilities 
in  the  larger  counties,  he  adds. 

But  animal  shelters  in  counties  of 
less  than  75,000  population  are  not 
bound  by  these  regulations.  Mr 
Whadford  summarizes  the  one  law 
that  protects  confined  animals  in  ru- 
ral counties:  “Cruelty  is  against  the 
law.”  But  even  this  is  subject  to  in- 
terpretation. “Our  standards  are 
that  the  animals  should  be  able  to 
stand  up  and  turn  around  in  its  en- 
closure,” he  says.  “Most  shelters 
have  free-choice  water.” 

But  even  in  larger  communities, 
animal  shelter  conditions  apparently 
aren’t  ideal.  Paul  Giles,  manager  of 
operations  for  the  Humane  Society 
of  North  Texas,  says  the  Humane 
Society  contract,  which  takes  effect 
September  1,  will  close  the  Fort 
Worth  pound,  which  was  notable 
for  its  bad  condition.  “They  put 
anywhere  from  10  to  15  to  20  in 
small  runs,  big  dogs  with  small 
dogs,  and  aggressive  dogs  with 
docile  ones,”  he  says.  “There  were 
fights  among  dogs.  The  facility  was 
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old,  and  it  was  hard  to  keep  sanitary 
conditions  over  there.” 

“In  some  pounds,”  says  Steven  P. 
Pakes,  DVM,  PhD,  “there’s  been 
overcrowding,  fighting  occurs,  and 
disease  is  rampant.”  Dr  Pakes  is 
director  of  the  animal  resources 
center  at  The  University  of  Texas 
Southwestern  Medical  Center  in 
Dallas.  He  is  also  professor  and 
chairman  of  the  di- 
vision of  compara- 
tive medicine  at 
Southwestern 
where,  he  says,  re- 
search animals  re- 
ceive better  care 
than  many  house- 
hold pets. 

Bracing  for  the 
cascade 

Dr  Pakes  is  also 
concerned  about 
the  “cascading”  ef- 
fect that  may  follow 
action  like  that  tak- 
en by  the  Fort 
Worth  City  Coun- 
cil. “We  have  a 
rather  significant  ef- 
fort in  Dallas  to 
stop  the  release  of  pound  animals  for 
biomedical  research,”  he  says,  adding 
that  the  use  of  dogs  is  decreasing 
around  the  country  because  they 
aren’t  so  easily  obtained.  “Some  re- 
search has  actually  stopped  because 
the  animals  are  not  available.  In  Mas- 
sachusetts you  can’t  use  pound  dogs 
from  any  source.” 

“A  lot  of  cities  are  beginning  to 
discuss  not  having  these  contracts 
with  local  research  organizations,” 
says  the  Humane  Society’s  Mr  Giles. 

Humane  Society  member  Dr  Burns 
agrees  that  dog  use  is  decreasing,  and 
he  applauds  the  phenomenon.  Texas 
is  behind  the  times  in  this  movement, 
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he  says,  arguing  that  “extremists”  did 
not  control  the  Humane  Society’s  bid 
for  the  Fort  Worth  shelter  contract. 
“If  I were  an  extremist,  I would  say 
ban  all  research.” 

But  Dr  Pakes  and  others  contend 
that  pressures  from  animal  rights 
groups  drive  up  costs  of  animal  re- 
search and  thus  limit  studies.  The  se- 
curity at  UT  Southwestern,  for 
example,  cost 
$250,000,  he  says. 
“You  can  do  a lot 
of  research  for 
$250,000.” 

“A  dog  we 
might  pay  $35  for 
at  the  pound,  will 
cost  from  $125  to 
$150,”  says  Dr 
Pakes.  “If  we  go 
into  purpose-bred 
dogs,  the  cost  is 
from  $300  to 
$600.”  Not  only 
that,  he  says,  but 
dogs  purchased 
from  a profession- 
al vendor  proba- 
bly are  supplied 
by  pounds  in  the 
first  place.  “You 
could  not  tell  the  difference.  They’re 
bonded  to  human  beings.” 

Dr  Pakes  says  UT  Southwestern 
purchases  from  50  to  100  dogs  from 
the  Dallas  shelter  each  year. 

As  so  often  happens,  the  oppo- 
nents in  this  feud  are  struggling  for 
what  they  consider  the  better  good. 
It’s  just  that  their  view  of  life  is  so 
different.  What  strikes  an  animal 
rights  activist  as  reprehensible  may 
be  viewed  by  a researcher  as  the 
price  of  progress  that  will  eventually 
prevent  or  cure  illness  suffered  by 
animals  of  all  types. 

“There  are  some  experiments  that 
even  the  people  who  conduct  them 

57 


“A  society 
that  kills  tens 
of  thousands 
of  animals 
each  year  in 
pounds 
should  be  a 
society  that 
allows  a 
handful  to  be 
used  for 
animal 
research.” 


National  Library  of  Medicine  announces  five  new 
bibliographies  | 

The  National  Library  of  Medicine  (NLM)  has  released  five  new  bibli-  | 
ographies  representing  a total  of  almost  2,500  sources,  including  i 
books,  articles,  conference  proceedings,  abstracts,  audiovisual  materials,  and  | 
dissertations.  j 

The  five  bibliographies  are  the  most  recent  additions  to  the  NLM  1 
series.  Current  Bibliographies  in  Medicine,  and  can  be  ordered  from  the  Su- 
perintendent of  Documents,  US  Government  Printing  Office,  Washington, 
DC,  20402-9322.  Cost  of  each  bibliography  is  $3  (payable  to  the  Superinten- 
dent of  Documents). 

The  recently  released  bibliographies  are: 

• Nutrition  and  AIDS,  50  pages,  600  citations  from  January  1986  through 
April  1991,  GPO  No.  817-007-00003-1. 

• Medical  Waste  Disposal,  18  pages,  600  citations  from  January  1986 
through  January  1991,  GPO  No.  817-007-00004-0. 

• Therapy-Related  Second  Cancers,  44  pages,  800  citations  from  January 
1986  through  March  1991,  GPO  No.  817-007-00002-3. 

• Human-Pet  Relationships,  16  pages,  350  citations  from  July  1987 
through  December  1990,  GPO  No.  817-006-00019-1. 

• Laboratory  Animal  Welfare  (published  annually  since  1984),  14  pages,  80 
citations  (annotated)  from  January  through  December  1990,  GPO  No. 
817-007-00001-5. 


have  problems  with,”  says  Dr  Pakes, 
“but  that’s  the  only  way  they  can  col- 
lect data  on  very  important  matters.” 

And  just  how  many  animals  suf- 
fer “living  hell”  for  research? 

“I  would  say,  today,  virtually 
none,  and  not  a single  animal  at 
Southwestern,”  says  Dr  Pakes.  The 
greater  problem  is  the  17  million  an- 
imals that  are  lost  and  eventually 
killed  at  animal  shelters.  “We  have  a 
horrendous  problem  in  the  US  with 
pet  birth  control.  We  say  that  when 
an  animal  comes  into  research, 
they’re  no  worse  off  than  when  they 
are  in  the  pound.” 

Shelter  manager  Paul  Giles  says 
the  Humane  Society  received  44,000 
animals  in  1990.  Only  10%  were 
adopted.  The  Fort  Worth  city  pound 
receives  approximately  17,000  ani- 
mals per  year,  according  to  a city 
spokeswoman. 

“Society  is  not  taking  care  of  pets 
like  it  should,”  Dr  Pakes  says.  “Peo- 
ple are  not  responsible  owners,  in 
many  cases.  We’re  trying  to  make 
something  good  come  of  this.  Our  re- 
search helps  animals  and  humans.” 

John  P.  Howe  III,  MD,  president  of 
The  University  of  Texas  Health  Sci- 
ence Center  at  San  Antonio,  agrees: 
“A  society  that  kills  tens  of  thousands 
of  animals  each  year  in  pounds  should 
be  a society  that  allows  a handful  to 
be  used  for  animal  research.” 

Texas  / Texans  / 
Texasville  ...  in  press 

ust  how  many  journal  articles 
consider  Texas  (or  Texan  or 
Texana  or  Texasville  or  Texa  . . .) 
important  enough  to  be  included  in 
article  abstracts  or  titles?  This  ques- 
tion was  among  the  thousands  re- 
ceived by  TMA  librarians  in  the  first 
3 weeks  of  July. 


Reference  librarian  Nancy 
Reynolds  got  an  estimate  in  minutes 
by  running  a Medline  search.  The 
answer:  986. 

That  number  represents  the  titles 
indexed  in  1991  and  includes  arti- 
cles that  were  published  as  early  as 
1989.  In  turn,  all  1991  articles  have 
not  yet  been  indexed. 

Some  of  the  citations  were  based 
on  conferences,  such  as  the  Interna- 
tional Symposium  on  Acanthamoe- 
ba  and  the  Eye,  held  in  Houston  in 
April  1989.  Others  included  Texas 
in  their  title,  as  in  “HTLV-Tassoci- 
ated  myelopathy  endemic  in  Texas- 
born  residents  and  isolation  of  virus 
from  CSF  cells.” 

“Hits”  (citations  retrieved  by  the 


search)  that  failed  to  include  Texas  in 
their  title  included  it  in  abstracts,  since 
searches  like  the  one  conducted  by  Ms 
Reynolds  scan  titles  and  abstracts  for 
the  word  or  words  requested. 

Such  tricks  of  the  trade  can  be  use- 
ful to  researchers  as  well  as  authors, 
who  can  pack  their  abstracts  and  titles 
with  as  many  key  words  as  possible. 

Additional  search  techniques  are 
taught  at  Medline  training  sessions 
offered  by  the  TMA  library.  For  ad- 
ditional information,  contact  TMA 
Library,  401  W 15th  St,  Austin,  TX 
78701,  (512)  370-1550. 
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Medicine  in  Texas: 

news  from  around  the  state 

Information  in  this  Medicine  in  Texas  column  comes  from  a variety  of 
sources,  including  academic  institutions,  state  and  federal  agencies,  and  pri- 
vate organizations.  To  submit  items  of  interest,  write  Texas  Medicine,  Sci- 
ence and  Education  Editor,  401  W 15th  St,  Austin,  TX  78701. 


NCI  selects  San  Antonio  as  one  of 
two  US  sites  for  CPT-1 1 study 

A team  of  cancer  researchers  in  San 
Antonio  is  one  of  six  in  the  world  to 
receive  approval  from  the  National 
Cancer  Institute  (NCI)  to  conduct 
clinical  trials  with  CPT-1 1,  accord- 
ing to  The  University  of  Texas 
Health  Science  Center  in  San  Anto- 
nio (UTHSCSA). 

Physicians  from  the  UTHSCSA 
and  the  Brooke  Army  Medical  Cen- 
ter (BAMC)  are  collaborating  in  the 
study  of  the  drug,  which  has  shown 
promise  as  a cancer-fighting  agent. 

“CPT  is  a very  hot  item  right 
now  in  terms  of  antitumor  activity,” 
says  principal  investigator  Daniel 
Von  Hoff,  MD,  a principal  investi- 
gator and  professor  of  medicine/on- 
cology at  UTHSCSA.  “The  Japanese 
researchers  reported  a 40%  re- 
sponse rate  with  CPT- 11  in  colon 
cancer  patients  who  had  failed  other 
therapies.” 

Major  Skip  Burris,  MD,  director 
of  drug  development  at  BAMC,  also 
is  a principal  investigator  for  the 
project. 

Dr  Von  Hoff  also  reports  another 
anticancer  agent  is  showing  “very 
promising”  action  in  patients  with 
breast  and  ovarian  cancer.  “Each  of 
the  four  women  with  breast  cancer 
we’ve  put  on  taxotere  has  shown 
some  kind  of  response,”  he  says. 

M.D.  Anderson  studies  receive 
$6.8  million 

The  National  Cancer  Institute  has 
awarded  $6.8  million  to  The  Uni- 
versity of  Texas  M.D.  Anderson 
Cancer  Center  for  a 5-year  study  of 
agents  for  preventing  certain  aerodi- 
gestive  tract  cancers. 

The  award  will  fund  six  projects 
that  include  studying  the  destructive 
mechanisms  of  carcinogenic  agents 


and  examining  the  biology  of 
aerodigestive  tract  cancers  and  bio- 
chemical activity  associated  with 
retinoids. 

Waun  Ki  Hong,  PhD,  chief  of  the 
section  of  head,  neck,  and  thoracic 
medical  oncology  at  M.D.  Ander- 
son, is  principal  investigator  of  the 
study.  Coprincipal  investigator  for 
the  study  is  Reuben  Lotan,  PhD, 
professor  and  deputy  chairman  of 
the  tumor  biology  department  at 
M.D.  Anderson. 

M.D.  Anderson  says  the  study 
will  encompass  the  following: 

• Clinical  trial  (1,080  patients)  of 
long-term  treatment  using  low- 
dose  isotretinoin  for  prevention 
of  second  primary  head  and  neck 
tumors; 

• clinical  study  (120  patients)  com- 
paring low-dose  isotretinoin  ther- 
apy and  combination  therapy  us- 
ing beta  carotene  and  retinol  for 
control  of  leukoplakia; 

• study  of  a blood  test  to  identify 
genetic  susceptibility  for  second 
primary  head  and  neck  tumors; 

• study  of  destructive  mechanisms 
of  carcinogens  (including  alcohol 
and  cigarettes)  and  “re-regula- 
tion” of  tissue  growth  through 
chemotherapy; 

• study  of  molecular  changes  in 
head  and  neck  cancers  treated  in 
clinical  trials;  and 

• molecular-level  study  of  the  role 
of  retinoids  in  preventing  second 
primary  tumors  and  reversing 
leukoplakia. 


Medical 
Equipment 
Leasing — 


Procedure 


How  you  acquire  your  equipment 
can  be  vital  to  the  financial  well 
being  of  your  practice.  What 
makes  diagnostic  and  economic 
sense  today  may  not  in  five  years. 

Leasing  gives  you  the  benefits  of 
use  without  the  risks  of 
ownership.  Leasing  from  Bell 
Atlantic  TriCons  Medical 
Finance  Group  gives  you  even 
more — the  experience  of  an 
organization  that: 

• Specializes  solely  in  leasing 
and  financing  to  physicians 
and  hospitals 

• Has  funded  over  $150  million 
in  healthcare  acquisitions  in 
1990 

• Is  endorsed  by  the  Texas 
Medical  Association  plus  9 
other  State  Medical  Associa- 
tions and  11  Hospital 
Associations 

Why  take  needless  risks?  Call 
today  for  a comparative  quote 
and  special  low  member  rates. 

1-800-635-4023 

Endorsed  by: 
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PHYSICIANS.  THERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN  THE 
ARMY  RESERVE 
WE  THINK 
YOU'LL  LIKE. 


One,  time.  We  know  how  tough 
it  is  for  a busy  physician  to  make 
weekend  time  commitments.  So  we 
can  offer  the  kind  of  flexible  time 
scheduling  that  allows  a physician  to 
share  sixteen  hours  a month  with  his 
or  her  country.  We  can  arrange  a 
schedule  to  suit  your  requirements. 

Two,  the  opportunity  to  explore 
other  phases  of  medicine,  to  add  a 
different  kind  of  knowledge — the 
challenge  of  military  health  care.  It’s  a 
flexibility  that  could  prove  to  be  both 
stimulating  and  rewarding,  with  the 
opportunity  to  participate  in  a variety 
of  programs  that  can  put  you  in  con' 
tact  with  medical  leaders  from  all 
over  the  country. 

See  how  flexible  we  can  be;  call 
our  Army  Medical  Personnel 
Counselor: 


Medical  Counselors: 

Dallas  - Major  Leo  Bell,  Jr.  (214)  767-1640  San  Antonio  - Major  Craig  Hacker  (512)  826-9893 

El  Paso  - Major  Pedro  Ortiz  (915)  532-7190  San  Antonio  - Major  John  Terry  (512)  829-4554 

Houston  - Major  Joseph  Rankin  (713)  963-8150 

BE  ALL  YOU  CAN  BE. 

ARMY  RESERVE 
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Lyme  borreliosis  has  become  a pub- 
lic health  problem  of  international 
scale.  In  the  United  States  alone, 
more  than  16,500  cases  were  report- 
ed to  the  Centers  for  Disease  Con- 
trol during  1989  and  1990  (1).  Clini- 
cal manifestations,  diagnosis, 
treatment,  and  epidemiology  are  re- 
viewed with  particular  emphasis  on 
important  features  of  Lyme  borrelio- 
sis as  an  endemic  disease  of  Texas. 


Dr  Goldings,  1151  N 
Buckner  Blvd,  Suite 
101,  Dallas,  TX 
75218.  Mr  Taylor  and 
Ms  Rawlings,  Texas 
Department  of  Health, 
1100  W 49th  St, 
Austin,  TX  78756. 
Send  reprint  requests 
to  Ms  Rawlings. 
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Lyme  borreliosis  in  Texas 

Audrey  Stein  Goldings,  MD 
Jeffery  P.  Taylor,  MPH 
Julie  Rawlings,  MPH 


Lyme  borreliosis  is  a spiro- 
chetal infection  caused  by 
Borrelia  burgdorferi  (2).  The 
most  prevalent  tick-borne  disease 
worldwide,  this  infection  is  present 
not  only  in  North  America  but  in 
Europe,  Asia,  and  Australia  (3-7). 
Although  8,552  cases  were  officially 
reported  to  the  Centers  for  Disease 
Control  (CDC)  in  1989,  researchers 
believe  that  number  could  be  actual- 
ly 5 to  10  times  higher.  As  physi- 
cians become  more  aware  of  this 
disease,  the  number  of  reported  cas- 
es will  probably  continue  to  rise. 
While  it  is  not  being  reported  in  epi- 
demic proportions,  Lyme  borreliosis 
is  endemic  in  Texas  and  physicians 
need  to  be  familiar  with  it. 

Clinical  manifestations 

Lyme  borreliosis  is  often  compared 
to  syphilis,  another  spirochetal  dis- 
ease known  for  its  multisystem  in- 
volvement, its  occurrence  in  three 
stages  (early,  disseminated,  and 
chronic),  and  its  tendency  to  imitate 
other  disorders  (8,9).  Because  pa- 
tients may  exhibit  the  symptoms  of 
one,  two,  or  three  of  the  stages  and 
because  considerable  overlap  may 
occur,  some  investigators  have  divid- 
ed the  disease  into  simply  early  and 
late  stages. 

The  early  stage  may  occur  within 
3 to  30  days  of  an  arthropod  bite 
and  in  about  50%  of  cases  involves 
the  production  of  a localized  erythe- 
ma migrans  (EM)  (10).  This  lesion  is 
often  found  on  the  areas  of  the  axil- 
la, thigh,  or  groin,  common  sites  for 
tick  attachment  (11)  (Lig  1).  Malar 
as  well  as  urticarial  rashes  have  been 
seen  instead  of  EM  (12).  Skin  mani- 
festations are  often  accompanied  by 
flulike  symptoms  (13). 

B burgdorferi  can  be  cultured 
from  peripheral  blood  of  rodents  sev- 
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Fig  1.  EM  lesions  in  Texas  patients  are  gener- 
ally smaller  and  have  more  ragged  margins 
than  those  seen  in  the  eastern  United  States. 

eral  days  after  inoculation,  but  there- 
after, the  spirochetes  can  be  found 
only  in  organs  such  as  the  bladder, 
kidney,  liver,  or  spleen.  Similarly,  in 
the  case  of  humans,  the  spirochete 
appears  to  spread  to  remote  sites  of 
the  body  within  days  of  initial  inocu- 
lation so  that  later,  there  is  a paucity 
of  identifiable  organisms  (14). 

The  disseminated  stage  occurs 
days  or  weeks  after  exposure.  The  in- 
fection may  localize  in  the  nervous 
system,  causing  meningitis,  cranial  or 
peripheral  neuropathy,  or  radicu- 
lopathy (15-18).  Mild  encephalopa- 
thy may  occur.  Patients  may  com- 
plain of  short-term  memory  loss, 
disorientation,  difficulty  concentrat- 
ing, and  emotional  lability.  When 
given  formal  psychometric  examina- 
tions, these  patients  often  have  mea- 
surably abnormal  results  (19).  Spinal 
fluid  may  remain  normal  although 
some  cases  may  have  a lymphocytic 
pleocytosis  (15,18,20).  B burgdorferi 
has  been  cultured  from  cerebrospinal 
fluid  on  rare  occasions  (21). 
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Bell’s  palsy  is  relatively  common 
with  Lyme  borreliosis  (22).  In  fact, 
bilateral  facial  palsy  in  endemic  areas 
can  almost  always  be  attributed  to 
Lyme  borreliosis.  Cardiac  complica- 
tions include  atrioventricular  nodal 
block,  myopericarditis,  and  pancardi- 
tis (23,24).  In  severe  cases,  patients 
may  require  temporary  pacemakers 
or  steroids.  Conjunctivitis,  iritis, 
choroiditis,  retinal  hemorrhage,  reti- 
nal detachment,  optic  neuritis,  and 
panophthalmitis  have  been  reported 
(25-28).  In  addition,  secondary  an- 
nular skin  lesions,  migratory  joint 
pain,  generalized  lymphadenopathy, 
hepatitis,  splenomegaly,  hematuria  or 
proteinuria,  and  orchitis  may  be  seen 
as  part  of  the  clinical  syndrome  asso- 
ciated with  dissemination  of  the  or- 
ganism (10,29). 

During  the  chronic  stage  of  the 
infection,  which  occurs  months  to 
years  after  exposure,  an  arthritis  in- 
volving large  and  small  joints  may 
develop  (10,30).  In  severe  cases,  ero- 
sion of  cartilage  and  bone  can  cause 
permanent  joint  disability.  Leuko- 
cytes (predominantly  polymor- 
phonuclear) in  joint  fluid  may  range 
from  .5  to  110  x 10  9/L  (500  to 
100,000  per  cubic  millimeter). 

Because  Borrelta  burgdorferi  is  a 
neurotropic  organism,  a variety  of 
chronic  neurologic  disorders  may 
become  manifest.  For  example,  pro- 
gressive encephalomyelitis  has  been 
reported  during  this  stage  (31). 
Symptoms  and  signs  include  spastic 
paraparesis,  bladder  dysfunction, 
ataxia,  or  cognitive  impairment  in- 
cluding dementia.  Diagnosis  has  oc- 
casionally been  proved  by  demon- 
strating intrathecal  production  of 
antibody  to  B burgdorferi  (32).  Or, 
there  may  be  nervous  system  in- 
volvement with  intermittent  distal 
parathesias  or  radicular  pain  may 
occur.  Findings  of  a physical  exami- 


nation may  be  normal,  although 
changes  may  be  found  on  elec- 
tromyographic examination  of  an 
axonal  neuropathy  (18,33).  Entrap- 
ment phenomena,  such  as  carpal 
tunnel  syndrome,  may  appear  secon- 
darily. Finally,  a syndrome  that  sug- 
gests multiple  sclerosis,  accompa- 
nied in  some  cases  by  hypodense 
areas  compatible  with  demyelination 
seen  on  magnetic  resonance  imag- 
ing, has  been  reported  (34). 

Acrodermatitis  chronica  atrophi- 
cans (ACA)  is  a skin  manifestation 
that  appears  late  in  Lyme  borreliosis 
(35).  The  lesion,  usually  found  on 
an  extremity,  begins  insidiously  as  a 
swollen  area  of  bluish-red  discol- 
oration. It  may  last  for  years,  lead- 
ing to  gradual  atrophy  of  the  skin.  B 
burgdorferi  has  been  cultured  from 
ACA  as  long  as  10  years  after  onset 
of  the  infection,  illustrating  the 
spirochete’s  ability  to  persist. 

Although  transmission  of  B 
burgdorferi  from  mother  to  fetus  is 
possible,  most  women  in  whom 
Lyme  borreliosis  has  been  docu- 
mented deliver  normal  children. 
Gestational  Lyme  borreliosis  may  be 
similar  to  prenatal  syphilis  in  its 
ability  to  cause  a multitude  of  con- 
genital defects  (36).  Fetal  death,  hy- 
drocephalus, and  sudden  infant 
death  have  all  been  associated  with 
gestational  Lyme  borreliosis,  but 
whether  or  not  they  are  coinciden- 
tally or  causally  related  remains  to 
be  determined. 

Diagnosis 

If  EM  is  present,  Lyme  borreliosis 
can  be  diagnosed  immediately.  If  the 
lesion  is  atypical  in  appearance  or 
absent,  the  physician  may  request 
serologic  testing  to  aid  in  the  diag- 
nosis. An  indirect  fluorescent  anti- 
body procedure  and  enzyme-linked 
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immunosorbent  assay  are  the  most 
commonly  available  tests  (37),  but 
unfortunately,  both  tests  may  re- 
main negative  for  6 to  8 weeks.  Al- 
though it  is  not  always  possible  or 
practical,  a convalescent  specimen 
should  be  drawn  about  8 weeks  af- 
ter onset  of  infection.  In  some  cases, 
early  treatment  with  antibiotics  can 
curtail  or  abort  the  antibody  re- 
sponse; in  other  cases,  the  antibody 
titer  may  rise  after  treatment.  In  a 
1985  study  conducted  at  the  Texas 
Department  of  Health,  the  sera  of 
patients  from  whom  B burgdorferi 
had  been  isolated  were  tested  (38). 
Only  one  half  of  the  specimens  con- 
tained detectable  antibody  to  the 
spirochete  and,  even  then,  the  titers 
were  not  always  high  enough  to  be 
diagnostic.  Therefore,  negative  anti- 
body tests  do  not  necessarily  rule 
out  disease. 

Limitations  of  serologic  testing  for 
Lyme  borreliosis  include  cross-reac- 
tivity with  antibodies  to  other  spiro- 
chetes such  as  Treponema  pallidum, 
the  agent  of  syphilis,  and  the  lack  of 
standardization  of  tests  between  labo- 
ratories (39,40).  Negative  rapid  plas- 
ma reagin  and  treponemal  micro- 
hemagglutination procedures  are 
useful  in  ruling  out  false-positive  tests 
for  Lyme  borreliosis.  The  newly  de- 
veloped polymerase  chain  reaction 
holds  promise  for  the  near  future 
(41).  Serum  antibody  levels  should 
help  physicians  monitor  disease  activ- 
ity during  therapy.  However,  this  has 
not  proved  to  be  the  case  with  Lyme 
borreliosis.  Difficulty  with  laboratory 
analysis  of  Lyme  borreliosis  dictates 
that  clinical  acumen  remains  the  most 
essential  factor  in  its  diagnosis. 

Some  laboratories  have  success- 
fully isolated  B burgdorferi  from 
skin  lesions  (42,43).  However,  in- 
spection of  tissue  biopsy  specimens 
has  shown  that  chronically  infected 
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Fig  2.  Counties  from  which  Borrelia  burgdor- 
feri isolates  from  arthropods  have  been 
obtained. 


Fig  3.  Counties  of  residence  of  patients  with 
Lyme  disease  in  Texas,  1986-1990. 


humans  typically  have  few  organ- 
isms in  the  blood  or  vital  organs. 
Thus,  attempted  isolation  of  B 
burgdorferi  for  routine  confirmation 
of  Lyme  borreliosis  after  the  rash 
phase  is  impractical. 

Treatment 

Recommendation  for  therapy  should 
be  viewed  as  tentative,  pending  the 
completion  of  case-control  studies 
and  long-term  follow-up.  Early  in- 
fection (less  than  6 weeks)  may  be 
treated  with  (a)  500-1000  mg  of 
amoxicillin  three  times  a day  with  or 
without  500  mg  of  probenecid  three 
times  a day;  (b)  100  mg  of  doxycy- 
cline  two  or  three  times  a day;  or  (c) 
100  mg  of  minocycline  twice  a day 
(44-46).  These  drugs  provide  better 
serum  and  tissue  levels  when  com- 
pared to  low  doses  of  oral  tetracy- 
cline or  low  doses  of  oral  penicillin. 
Because  doxycycline  given  at  doses 
of  200  mg  twice  a day  but  not  at 
100  mg  twice  a day  achieves  cere- 
brospinal fluid  concentrations  above 
the  minimum  inhibitory  concentra- 
tion for  B burgdorferi,  higher  doses 
may  be  preferable,  if  tolerated,  to 
prevent  central  nervous  system  se- 
quelae (47).  Use  of  cefixime  admin- 
istered in  doses  of  400  to  800  mg  a 
day  has  been  effective  recently,  but 
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in  vitro  and  in  vivo  studies  have  yet 
to  be  completed  (46).  The  duration 
of  therapy  should  depend  on  clinical 
response  (44,46).  Patients  who  have 
symptoms  of  moderate-to-severe  de- 
gree may  need  extended  therapy.  In- 
dividuals older  than  60  years,  those 
who  have  been  on  steroids,  or  those 
who  have  a high  sedimentation  rate 
with  synovitis  are  more  likely  to  fail 
on  oral  therapy  (48). 

Intravenous  antimicrobials  are 
indicated  for  central  nervous  system 
involvement  or  for  high  degrees  of 
atrioventricular  block  (44-46).  Also, 
those  patients  who  have  not  re- 
sponded to  oral  therapy  should  be 
given  a trial  of  intravenously  inject- 
ed antibiotics.  Penicillin  adminis- 
tered intravenously  has  shown  a fail- 
ure rate  of  as  high  as  50%; 
ceftriaxone  or  cefotaxime  often  pro- 
duces better  results  (49,50). 

Though  the  optimal  length  of 
therapy  for  late  neurologic  abnor- 
malities is  not  known,  the  previously 
recommended  2 weeks  of  therapy 
may  be  inadequate  (44). 

The  tendency  toward  relapse  sug- 
gests that  B burgdorferi  may  remain 
dormant  in  the  host  for  prolonged 
periods.  In  fact,  B burgdorferi  has 
been  cultured  from  patients  follow- 
ing standard  courses  of  antibiotics 
(51).  Therefore,  longer  courses  of 
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therapy  seem  particularly  justifiable 
in  refractory  cases. 

As  mentioned  above,  no  test  is 
currently  available  that  can  reliably 
indicate  when  B burgdorferi  has 
been  eliminated  from  the  host.  Fur- 
ther, whether  lingering  symptoms  re- 
sult from  persistent  infection, 
permanent  tissue  damage,  or  some 
yet  to  be  defined  immune  reaction,  is 
not  clear.  Therefore,  the  decision  to 
stop  therapy  must  largely  be  based 
on  clinical  factors. 

Interestingly,  patients  usually  have 
a symptomatic  flare,  resembling  the 
Jarisch-Herxheimer  reaction,  with 
initiation  of  therapy.  Severe  myalgias, 
arthralgias,  headaches,  dyspnea,  diar- 
rhea, and  fever  have  been  reported. 
With  oral  antibiotics,  the  Jarisch- 
Herxheimer  reaction  begins  on  the 
fourth  or  fifth  day  of  therapy;  with 
intravenous  therapy,  on  the  first  to 
third  day.  The  reaction  lasts  from  1 
to  2 weeks.  Antibiotic  therapy  may 
need  to  be  withheld  for  1 to  3 days 
for  those  patients  who  experience  se- 
vere reactions  (48). 

Epidemiology 

The  Lyme  spirochete  is  transmitted 
most  effectively  by  Ixodes  tick 
species  (52):  Ixodes  dammini  in  the 
northeastern  and  midwestern  states, 
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Ixodes  pacificHS  in  the  western  Unit- 
ed States,  Ixodes  ricmus  in  Europe, 
and  Ixodes  persulcatus  in  Asia. 
However,  B burgdorferi  has  been 
isolated  from  at  least  15  different 
tick  species,  several  flea  species, 
mosquitoes,  and  biting  flies  (53,54). 
In  Texas,  this  organism  has  been  iso- 
lated from  Amblyomma  americum 
(the  lone  star  tick),  Ixodes  scapu- 
laris  (the  black-legged  deer  tick), 
Rhipicephalus  sanguines  (the  brown 
dog  tick),  and  Ctenocepbalidis  felis 
(the  cat  flea)  (Fig  2). 

Transmission  studies  must  be  com- 
pleted to  determine  the  competence 
of  arthropods  other  than  Ixodes  ticks 
as  vectors  of  Lyme  borreliosis.  Never- 
theless, the  wide  distribution  of 
reported  cases  and  information  gath- 
ered from  epidemiological  investiga- 
tions suggest  that  additional  vectors 
must  be  involved. 

One  hundred  twenty-six  cases 
meeting  the  CDC  case  definition 
were  reported  in  1989  and  1990 
from  the  state  of  Texas.  The  majori- 
ty of  patients  resided  in  the  north 
central  portion  of  the  state  with  spo- 
radic cases  occurring  throughout  the 
state  (Fig  3).  Most  cases  had  onset 
in  April,  May,  and  June  (although 
onset  may  occur  in  any  month); 
about  33%  of  the  patients  remem- 
bered a tick  or  flea  bite  within  the 
month  before  onset;  about  65% 
were  reported  to  have  EM. 

Prevention 

The  prevention  of  Lyme  borreliosis 
includes  prudent  avoidance  of  tick- 
infested  areas.  When  this  is  not  pos- 
sible, clothing  should  be  worn  so  as 
to  prevent  arthropods  from  gaining 
access  to  the  skin,  and  insect  repel- 
lents containing  DEFT  or  perme- 
thrin  should  be  used.  Any  attached 
ticks  should  be  removed  promptly. 


Dogs  and  cats  should  be  inspected 
regularly  for  ticks.  Besides  bringing 
ticks  and  fleas  into  the  home  envi- 
ronment, these  household  pets  can 
also  acquire  the  infection  (55). 

Summary 

Lyme  borreliosis  is  a protean  infec- 
tion caused  by  B burgdorferi,  a re- 
cently recognized  arthropod-borne 
spirochete.  The  disease  is  generally 
acquired  during  warm  weather,  and 
its  onset  is  characterized  by  a skin 
lesion,  EM,  and  flulike  symptoms. 
Neurologic,  cardiac,  and/or  rheuma- 
tologic  abnormalities  may  emerge 
weeks,  months,  or  years  later.  In  the 
absence  of  the  pathognomonic  skin 
lesion,  determination  of  antibody  re- 
sponse is  currently  the  most  practi- 
cal laboratory  aid  in  diagnosis. 
However,  clinical  judgment  is  neces- 
sary for  the  correct  interpretation  of 
laboratory  results  because  false-posi- 
tive and  false-negative  results  are 
common.  Antibiotics  remain  the 
mainstay  of  therapy.  Longer  courses 
of  antibiotic  therapy  than  those  pre- 
viously recommended  may  be  need- 
ed to  obtain  a cure,  particularly  in 
later  stages  of  the  illness. 
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Immediate  reconstruction:  current  status  in 
cancer  management 

Stephen  S.  Kroll,  MD 
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Immediate  elective  repair  of  various 
defects  caused  by  ablative  surgery 
for  treatment  of  cancer  is  becoming 
increasingly  common.  In  compari- 
son with  delayed  reconstruction,  im- 
mediate reconstruction  has  the  ad- 
vantage of  lower  costs  and,  in  most 
cases,  reduced  anesthesia  risks.  Im- 
mediate repair  is  also  technically 
easier  in  many  cases  and  may  pro- 
vide better  results.  Furthermore,  it 
often  provides  patients  with  a 
strong  psychological  boost,  allowing 
them  to  progress  toward  total  re- 
covery and  minimizing  the  time  they 
must  live  with  disability  and  defor- 
mity. Experience  has  shown  that  im- 
mediate reconstruction  does  not  in- 
crease the  risk  of  cancer  recurrence 
or  metastasis.  Elective  immediate  re- 
construction has  proven  useful  for 
defects  of  the  breast,  chest  wall, 
mandible,  nose,  oral  cavity,  and  ex- 
tremities. Illustrative  examples  are 
provided  so  that  the  potential 
benefits  of  this  approach  can  be 
more  widely  appreciated. 


Dr  Kroll,  associate 
professor  of  plastic 
surgery,  The  Universi- 
ty of  Texas  M.D.  An- 
derson Cancer  Center, 
Reconstructive  Plastic 
Surgery  Service,  Box 
64,  1515  Holcombe 
Blvd,  Houston,  TX 
77030.  Dr  Marchi, 
microsurgical  fellow. 
The  University  of 
Texas  M.D.  Anderson 
Cancer  Center,  Re- 
constructive Plastic 
Surgery  Service,  senior 
resident  in  plastic 
surgery,  Baylor  Col- 
lege of  Medicine, 
Houston,  Tex.  Send 
reprint  requests  to  Dr 
Kroll. 


Immediate  reconstruction  of  miss- 
ing parts  of  the  body  that  have 
been  removed  during  surgical 
treatment  of  cancer,  performed  at 
the  same  time  as  the  ablative 
surgery,  is  beneficial  from  the  pa- 
tient’s point  of  view.  The  prospect  of 
being  relieved  of  a tumor  and  set  on 
the  road  to  functional  recovery  with 
only  one  operative  procedure  has 
obvious  appeal.  Simultaneous  recu- 
peration from  the  ablative  and  the 
reconstructive  surgery  in  one  hospi- 
tal stay  is  also  relatively  cost-effec- 
tive. There  is  little  doubt  that  imme- 
diate reconstruction  of  all  significant 
functional  and  cosmetic  defects  will 
become  the  standard  of  care  in  the 
future.  The  question  for  now,  how- 
ever, is  whether  or  not  it  is  the  right 
thing  to  do  today. 

Immediate  repair  of  head  and 
neck  defects  following  ablative  can- 
cer surgery  has  been  accepted  in  the 
United  States  since  the  1950s,  when 
it  was  advocated  by  Edgerton  at 
Johns  Hopkins  (1,2).  Immediate 
coverage  of  orofacial  defects  pre- 
vented drooling,  permitted  early  oral 
feeding,  and  led  to  more  rapid  heal- 
ing. That  most  head  and  neck  sur- 
geons have  turned  to  immediate  re- 
construction in  such  situations  is 
therefore  not  surprising.  Similarly, 
surgeons  have  had  little  choice  but 
to  reconstruct  immediately  when  the 
carotid  artery  or  the  dura  has  been 
exposed,  because  regardless  of  any 
philosophical  objection,  the  alterna- 
tive was  almost  certain  death.  In  sit- 
uations in  which  immediate  recon- 
struction is  elective,  however,  this 
practice  has  until  recently  met  with 
skepticism  (3). 

For  many  years,  almost  all  recon- 
struction of  the  breast  after  mastecto- 
my was  delayed.  A waiting  period  of 
2 years  was  advocated  by  many  sur- 
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geons  and  some  felt  that  reconstruc- 
tion of  the  breast  was  contraindicat- 
ed at  any  time  because  of  the  risk  of 
obscuring  an  early  recurrence.  Simi- 
larly, flap  reconstruction  of  skin  de- 
fects after  melanoma  excision  was 
opposed  for  fear  that  the  flap  would 
delay  diagnosis  of  locally  recurrent 
tumor.  Other  surgeons  worried  that 
if  flaps  were  used  concurrently  with 
cancer  surgery,  cancer  cells  could 
contaminate  donor  sites,  leading  to 
the  uncontrolled  spread  of  disease. 
With  rare  exceptions,  these  events 
have  not  occurred,  and  today  these 
concerns  have  abated  although  they 
are  still  expressed  occasionally. 

The  current  increase  in  support 
for  immediate  elective  reconstruc- 
tion has  been  a natural  outgrowth  of 
favorable  experience  with  nonelec- 
tive reconstruction.  Patients  who 
had  undergone  successful  immediate 
repair  of  defects  in  the  head  and 
neck  or  chest  wall  had  uncomplicat- 
ed healing  and  no  more  recurrences 
or  metastases  than  their  counter- 
parts without  reconstruction  (4,5). 
With  that  precedent  established,  sur- 
geons next  began  applying  immedi- 
ate reconstruction  electively  to  the 
breast  (6-9),  the  mandible  (10),  the 
face  (1,2)  and  the  extremities  (11). 

Other  obstacles  had  to  be  over- 
come for  immediate  reconstruction 
to  gain  acceptance.  Immediate  re- 
construction extends  operative  time, 
so  until  anesthesia  for  lengthy  surgi- 
cal procedures  became  safe,  elective 
immediate  repairs  were  impractical. 
Improved  postoperative  care  had  a 
similar  effect,  facilitating  more  com- 
plex operative  procedures;  at  the 
same  time  improved  reconstructive 
methods  made  reconstruction  more 
desirable  and  acceptable  to  patients. 
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Breast 

Breast  conservation  (12),  consisting 
of  partial  mastectomy  plus  radio- 
therapy, has  become  popular  with 
many  patients  and  practitioners.  For 
many  patients,  however,  breast  con- 
servation is  impractical.  In  our  insti- 
tution, patients  with  small  breasts 
that  could  be  significantly  distorted 
by  partial  mastectomy,  patients  with 
large  ptotic  breasts  in  whom  a large 
area  of  the  chest  wall  would  be  sub- 
jected to  significant  radiation  injury, 
patients  with  multifocal  disease,  and 
patients  who  do  not  wish  to  accept 
the  long-term  risks  associated  with 
radiation  therapy  are  often  treated 
alternatively  with  mastectomy  and 
breast  reconstruction. 

For  patients  who  desire  recon- 
struction, immediate  breast  mound 
reconstruction  has  become  used  in- 
creasingly because  it  offers  a number 
of  advantages  over  delayed  recon- 
struction. Immediate  reconstruction 
is  less  expensive  because  the  patient 
has  only  one  (admittedly  long)  trip 
to  the  operating  room  and  one  hos- 
pital stay.  It  is  safer  because  one  less 
anesthetic  induction  is  required.  As 
with  any  complete  breast  recon- 
struction, nipple  reconstruction 
must  be  performed  secondarily 
(techniques  for  nipple  preservation 
may  be  acceptable  for  benign  tu- 
mors but  not  for  invasive  cancer  un- 
less postoperative  radiotherapy  is 
planned),  so  this  need  for  subse- 
quent surgery  is  not  eliminated. 
Even  so,  immediate  reconstruction  is 
better  psychologically  for  the  pa- 
tient, avoiding  the  need  for  pro- 
longed disfigurement  and  allowing 
her  to  proceed  rapidly  and  with  less 
emotional  trauma  toward  functional 
recovery.  Finally,  the  results  are  aes- 
thetically superior  due  to  the  preser- 
vation of  uninvolved  breast  skin  and 
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Fig  1.  Appearance  after  left  modified  radical 
mastectomy  with  immediate  reconstruction 
by  TRAM  flap,  and  after  nipple/areolar  re- 
construction. 

the  intramammary  fold  (Figs  1,2). 

Immediate  breast  reconstruction 
has  not  led  to  any  increase  in  inci- 
dence or  delay  in  diagnosis  of  tumor 
recurrence  (13).  Surgical  complica- 
tions have  the  potential  to  delay  the 
administration  of  chemotherapy  un- 
til wound  healing  is  complete,  so  we 
believe  that  immediate  reconstruc- 
tion is  best  limited  to  patients  with 
stage  I and  II  tumors  in  whom  de- 
lays of  chemotherapy  have  minimal 
impact  on  survival.  Patients  with 
more  advanced  disease,  for  whom 
early  administration  of  chemothera- 
py (and  sometimes  radiotherapy  as 
well)  is  essential  to  treatment,  are 
better  off  having  their  reconstruc- 
tions delayed  until  chemotherapy 
and  radiotherapy  have  been  com- 
pleted. Implants  tolerate  irradiation 
poorly,  so  if  radiotherapy  is 
planned,  autogenous  tissue  tech- 
niques like  the  transverse  rectus  ab- 
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Fig  2.  Appearance  after  bilateral  mastectomy 
with  bilateral  immediate  TRAM  flap  breast 
and  nipple/areolar  reconstructions. 


dominous  myocutaneous  (TRAM) 
flap  are  preferred.  Although  a 
TRAM  flap  used  for  immediate  re- 
construction will  tolerate  postopera- 
tive irradiation  reasonably  well, 
sparing  the  reconstructed  breast 
from  all  radiation  damage  by  delay- 
ing the  reconstruction  is  even  better. 

Immediate  reconstruction  is  not 
without  disadvantages.  Scheduling 
must  be  coordinated  between  the  on- 
cologic and  reconstructive  surgeons, 
and  joint  planning  of  the  operative 
procedure  is  required  as  well.  For  op- 
timal results,  the  mastectomy  should 
be  done  through  a shorter  than  usual 
incision,  with  preservation  of  the  un- 
involved portion  of  the  breast  skin. 
These  modifications  make  the  mas- 
tectomy technically  more  difficult. 
The  results,  however,  can  be  reward- 
ing for  surgeons  who  are  willing  to 
expend  the  required  effort. 
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chest  wall  reconstruction  has  become 
relatively  routine. 


Mandible 


Absence  of  the  posterior  mandible, 
by  itself,  is  not  a significant  deformi- 
ty. Most  such  defects  need  not  be  re- 
paired. Absence  of  the  anterior  arch, 
however,  causes  major  cosmetic  and 
functional  impairment.  Reconstruc- 
tion of  the  mandible,  particularly  in 
a scarred  and  irradiated  field,  can  be 
one  of  the  most  technically  difficult 
feats  in  the  field  of  oncologic  recon- 
structive surgery.  Many  of  the 
difficulties  can  be  significantly  re- 
duced, however,  by  the  use  of  imme- 
diate reconstruction. 

With  immediate  reconstruction, 
the  mandibular  remnants  are  mobile 
and  in  proper  position,  so  the  true 
size  and  shape  of  the  defect  can  be 
accurately  determined.  When  mi- 
crovascular  anastomosis  is  required 
to  transfer  the  necessary  tissue,  as  is 
usually  the  case,  the  unscarred  recip- 
ient vessels  are  easily  dissected  and 
may  well  be  already  exposed.  In 
many  cases,  harvesting  of  the  bone 
flap  from  the  iliac  crest  or  the  fibula 
can  be  accomplished  while  the  abla- 
tive procedure  is  being  performed, 
saving  a substantial  amount  of  oper- 


Fig  3.  Left,  Patient  with  radiation  changes  and  recurrent  breast  cancer.  Right,  Same  patient  after 
full-thickness  wide  resection  of  the  chest  wall  and  after  immediate  reconstruction  with  a vertical 
rectus  abdominous  myocutaneous  flap. 


Chest  wall 

Patients  cannot  ordinarily  tolerate 
chronic  exposure  of  the  mediastinum 
or  pleural  cavity.  Successful  perfor- 
mance of  chest  wall  resection  de- 
pends therefore  on  the  surgeon’s  abil- 
ity to  close  the  wound.  The  discovery 
of  the  myocutaneous  flap  has  revolu- 
tionized chest  wall  reconstruction,  fa- 
cilitating the  closure  of  large  defects 
and  permitting  the  excision  of  exten- 
sive recurrent  or  primary  tumors.  Al- 
though various  flaps  may  be  used,  at 


The  University  of  Texas  M.D.  Ander- 
son Cancer  Center,  most  of  these  re- 
pairs are  performed  with  either  a 
latissimus  dorsi  or  a rectus  abdomi- 
nous myocutaneous  flap.  Because  the 
thorax  must  be  closed  at  the  termina- 
tion of  the  procedure,  all  such  recon- 
structions are  immediate.  In  general, 
the  latissimus  flap  is  used  for  smaller 
defects  located  superiorly  or  laterally 
on  the  chest  wall,  while  most  of  the 
others  (Fig  3,  left)  are  repaired  with  a 
rectus  abdominus  flap  (Fig  3,  right). 
Using  these  techniques,  successful 


Fig  4.  Front  (left)  and  side  (center)  views  of  patient  after  anterior  mandibulectomy  with  immediate  reconstruction  using  vascularized  iliac  crest. 
Panorex  film  showing  replaced  mandibular  segment  (right). 
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Fig  5.  Left,  Partial-thickness  nasal  defect  after  removal  of  extensive  basal  cell  carcinoma.  Same  patient,  showing  (center)  the  immediate  reconstruc- 
tion with  a midline  forehead  flap  and  (right)  the  result  6 months  later. 


ating  time.  Replacement  of  the  miss- 
ing bone  under  these  conditions  can 
be  more  accurate  (Fig  4)  and  more 
consistently  successful  than  when  re- 
construction is  delayed.  Moreover, 
the  patient  is  spared  the  need  to  en- 
dure an  extended  period  of  deformi- 
ty and  may  resume  oral  feedings  ear- 
lier, contributing  to  better  nutrition 
and  faster  recovery. 

The  drawbacks  to  immediate 
mandibular  reconstruction  include 
the  difhcultv  of  evaluating  tne  res^ 

tipn  margins  and  the  poor  overall 

prognosis  of  many  mandibulectomy' 

patients.  Frozen  sections  cannot  be 

used  to  check  bone  margins,  so  the 

surgeon  must  rely  on  clinical  judg- 

ment to  remove  enough  mandible  to 
clear  the  tumor.  If  the  surgeon  is  un- 

certain about  the  margins,  recon- 
struction should  be  delayed  until  he 
is  reasonably  sure  that  the  tumor 
has  been  completely  removed.  Re- 
rnnctmrrioq  shniild  also  be  delayed 
in  patients  whose  poor  prognosis 
d^s  not  iustify^e  magnitude  of  the 
necessary  surgery.  If  the  patient’s 
survival  exceeds  expectations, 
mandibular  reconstruction  can  al- 
ways be  done  later.  As  always,  good 
clinical  judgment  based  on  adequate 
experience  is  required. 

Nose 

Most  nasal  reconstructions  in  cancer 
patients  are  delayed  until  there  is 

70 


reasonable  certainty  that  the  tumor 
will  not  recur  and  until  the  margins 
of  the  defect  have  healed  adequately. 
A recurrence  that  appears  after  re- 
construction has  begun  can  require 
the  sacrifice  of  irreplaceable  tissues, 
making  subsequent  successful  repair 
difficult  or  impossible.  Delay  of  the 
reconstruction  helps  to  avoid  that 
potentially  disastrous  situation. 
Healing  of  the  raw  mucosal  edges  to 
the  skin  also  helps  to  facilitate  local 
turnover  flaps,  which  may  be  useful 
for  replacement  of  absent  nasal  lin- 
ing. Moreover,  delay  is  helpful  if  tis- 
sue expansion  of  the  forehead  skin 
(14)  is  planned  as  part  of  the  recon- 
structive process. 

Occasionally,  in  carefully  selected 
patients,  immediate  nasal  recon- 
struction can  be  an  excellent  choice. 
If  the  surgeon  is  confident  that  the 
margins  of  excision  are  clear  and  if 
immediate  reconstruction  is  techni- 
cally feasible,  the  patient  can  be 
spared  the  considerable  emotional 
strain  of  having  to  live  for  a time 
with  severe  facial  deformity.  It  can 
also  conserve  time  and  reduce  ex- 
pense. Immediate  reconstruction  is 
almost  always  the  best  choice  in  cas- 
es of  partial-thickness  loss  (Fig  5, 
left),  since  the  intact  nasal  lining 
would  otherwise  be  vulnerable  to 
desiccation  and  loss.  Provided  that 
the  proper  conditions  are  met,  excel- 
lent results  and  markedly  reduced 
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patient  inconvenience  can  be  ob- 
tained (Fig  5,  center  and  right). 

Floor  of  mouth  and  tongue 

Defects  of  the  floor  of  the  mouth 
and  the  tongue  caused  by  tumor  ex- 
cision may  be  repaired  by  primary 
closure,  skin  grafting,  or  local  flaps. 
Tethering  of  the  tongue,  however, 
can  complicate  many  of  the  simpler 
methods  of  repair.  Because  tongue 
function  is  important  both  to  swal- 
lowing and  to  speech,  we  prefer  to 
use  methods  that  do  not  restrict 
tongue  mobility.  For  most  large  de- 
fects in  the  floor  of  the  mouth  or  the 
tongue,  our  repair  of  choice  has 
been  with  the  radial  forearm  free 
flap  (15).  Although  this  procedure  is 
technically  complex,  its  success  rate 
has  been  high  and  the  functional  re- 
sults excellent  (Fig  6). 

Extremities 

Until  the  advent  of  modern  recon- 
structive techniques,  amputation  was 
the  treatment  for  many  patients  with 
tumors  of  the  extremities  or  with  ex- 
posed bones,  major  blood  vessels,  or 
important  nerves.  Today,  in  many 
cases,  limbs  that  are  jeopardized  by 
ablative  procedures  can  be  saved  with 
the  use  of  myocutaneous  or  free  flaps. 
Free  flaps  are  usually  required  on  the 
foot  or  ankle,  while  muscle  flaps  or 
myocutaneous  flaps  may  suffice  on 
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Fig  6.  Reconstruction  of  left  floor  of  mouth 
and  tongue  with  radial  forearm  free  flap,  with 
unrestricted  tongue  mobility. 


the  middle  or  upper  leg  (Fig  7).  As 
long  as  the  major  nerves  and  blood 
supply  are  not  damaged,  limbs  pre- 
served in  this  way  usually  function 
normally.  Such  reconstructions  are 
usually  not  difficult  when  the  patient 
is  young  and  has  healthy  blood  ves- 
sels but  may  be  technically  challeng- 
ing in  older  patients  with  diabetes  or 
severe  atherosclerosis.  Coverage  of 
exposed  bone  is  usually  mandatory  if 


the  limb  is  to  be  saved,  however,  so 
there  is  usually  no  disagreement 
about  the  appropriateness  of  immedi- 
ate reconstruction  in  this  situation.  If 
long  bones  or  joints  are  excised,  re- 
construction with  implantable  pros- 
thetic substitutes  can  often  salvage  a 
limb  or  preserve  function. 

Conclusion 

Immediate  repair  of  various  defects 
caused  by  ablative  cancer  surgery 
has  proved  its  usefulness  and  safety 
in  the  nonelective  setting.  More 
and  more,  patients  who  undergo 
disfiguring  operations  are  choosing 
to  have  elective  immediate  recon- 
struction to  reduce  the  total  time 
and  expense  of  their  treatment  pro- 
gram. Immediate  reconstruction  has 
also  had  a significant  impact  on  re- 
ducing the  emotional  and  psycho- 
logical harm  from  cancer  surgery. 
Worries  about  increased  risks  of  tu- 


Fig  7.  Left,  Recurrent  sarcoma  in  right  leg  of  patient  previously  treated  with  surgery  and  radia- 
tion therapy.  Without  reconstruction,  this  limb  would  have  required  amputation.  Right,  Same  leg 
after  wide  excision  of  tumor  and  after  coverage  of  the  resulting  exposed  tibia  with  gastrocnemius 
muscle  flap  and  skin  graft. 


mor  recurrence  and  of  cancer  seed- 
ing to  flap  donor  sites  have,  so  far, 
proved  groundless.  We  believe  that 
this  approach  to  total  cancer  treat- 
ment, for  properly  selected  patients, 
is  effective,  although  good  clinical 
judgment,  as  always,  is  required  to 
select  appropriate  candidates. 
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Point  prevalence  of  tuberculosis  among 
Central  Americans  sheltered  in  Houston 

David  S.  Buck,  MD,  MPH 
Marsha  C.  Holleman,  MD,  MPH 


A study  to  determine  the  point 
prevalence  of  tuberculosis,  as 
defined  by  a positive  tuberculin  skin 
test,  was  conducted  among  the  in- 
habitants of  a Central  American 
shelter.  The  point  prevalence  was 
found  to  be  50%  (17134).  This  high 
point  prevalence  demonstrates  the 
need  to  test  Hispanics  who  have  re- 
cently arrived  in  the  United  States 
for  tuberculosis.  The  difficulty  in 
completing  evaluations  of  those 
with  positive  skin  tests  makes  tuber- 
culin skin  testing  ineffective  in  con- 
trolling tuberculosis  in  this  popula- 
tion and  setting.  To  improve 
control,  local,  state,  and  federal 
health  agencies  will  need  to  coordi- 
nate their  efforts  and  increase  the 
accessibility  of  health  care  to  popu- 
lations at  high  risk. 
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Foreign-born  Hispanics  con- 
tribute significantly  to  the  inci- 
^ dence  and  prevalence  of  tuber- 
culosis in  the  United  States.  The  rate 
of  active  cases  of  tuberculosis  in  1985 
was  18.1/100,000  among  Hispanics 
compared  to  4.5/100,000  in  the  non- 
Hispanic  white  population.  Among 
the  Hispanic  patients,  42%  were  for- 
eign-horn. Of  those  whose  year  of  ar- 
rival in  the  United  States  was  known, 
34%  developed  tuberculosis  within  2 
years  of  their  arrival  (1-3).  A com- 
munity-based study  of  Latinos  in  San 
Francisco,  aimed  particularly  toward 
those  with  recent  arrival,  found  37% 
with  positive  tuberculin  skin  tests. 
Tests  were  positive  for  54%  of  for- 
eign-born Latinos  versus  9%  of  His- 
panics born  in  the  United  States  (4). 
Given  the  influx  of  Central  Ameri- 
cans into  the  United  States,  we  must 
document  the  significance  of  this 
problem  and  consider  the  implica- 
tions for  programs  to  control  tuber- 
culosis. A study  to  determine  the 
point  prevalence  of  tuberculosis,  as 
defined  by  a positive  tuberculin  skin 
test,  was  conducted  among  the  inhab- 
itants of  a Central  American  shelter. 
The  rate  of  point  prevalence  is  the 
proportion  of  a population  with  a 
specified  disease  as  measured  at  a 
particular  point  in  time. 

Methods 

A Houston  shelter  provides  tempo- 
rary residence  for  Central  Americans 
for  an  average  of  2 weeks.  At  any 
one  time,  75  guests  (all  foreign-born 
Hispanics)  and  8 volunteers  (all 
American-born,  non-Hispanic 
whites),  totaling  83,  occupy  the 
shelter.  Of  the  guests,  96%  have  ille- 
gally entered  the  United  States  with- 
in the  last  30  days.  Most  have  come 
from  Honduras,  El  Salvador, 
Guatemala,  and  Nicaragua.  The  re- 


maining 4%  immigrated  an  average 
of  13  years  ago  (5). 

All  volunteers  or  guests  were  eligi- 
ble for  the  study  only  if  they  planned 
to  remain  at  the  shelter  for  the  week 
following  tuberculin  testing.  This 
week  allowed  for  time  to  read  the 
skin  test  and  evaluate  positive  results. 
Fifty-seven  people  were  eligible  for 
the  study.  Fifty-five  people  were  test- 
ed. Of  those  tested,  six  were  shelter 
volunteers  and  49  were  guests.  The 
two  nonparticipants  were  volunteers. 
One  refused  for  philosophical  rea- 
sons; the  other,  because  of  a history 
of  large  and  painful  skin  reactions 
but  no  evidence  of  disease  after  fur- 
ther evaluation. 

Forty  tuberculin  tests  were  read, 
giving  a participation  rate  of  70%. 
The  participant  rate  was  lowered  by 
guests  who  left  the  shelter  earlier 
than  anticipated. 

Participants  were  asked  date  of 
birth,  history  of  previous  purified 
protein  derivative  (PPD)  testing  and 
results,  and  history  of  contacts. 
Only  those  patients  with  a positive 
PPD  test  were  asked  whether  or  not 
they  had  received  a bacille  Calmette- 
Guerin  (BCG)  vaccination. 

Testing  was  conducted  during  two 
periods  separated  by  2 months,  in 
December  1988  and  February  1989. 
A health  educator  explained  the  rea- 
son for  the  test,  what  the  different  re- 
sults would  mean  to  the  subject,  and 
the  importance  of  completing  a thor- 
ough evaluation  of  positive  skin  re- 
sults. Tuberculin  tests  were  applied 
to  the  study  population  using  the 
Mantoux  technique  with  diluted 
Aplisol  PPD,  5 tuberculin  units  per 
0.1  ml  (Parke-Davis).  A physician 
read  the  results  48  hours  later.  A re- 
action of  10  mm  of  induration  or 
greater  was  considered  positive.  Posi- 
tive cases  were  referred  to  a City  of 
Houston  clinic  for  evaluation. 
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Table  1.  Tuberculin  skin  test  results. 


Subjects 

No.  of 

No.  (%) 

(No.  tested) 

PPD  Tests  Read 

of  Positive  Tests 

Central  Americans  (49) 

34 

17  (50) 

Shelter  volunteers  (6) 

6 

0(0) 

Total  (55) 

40 

17(43) 

PPD  = purified  protein  derivative 


Results 

Positive  results  were  obtained  for  17 
of  the  40  tuberculin  skin  tests,  yield- 
ing a positivity  rate  of  43%  (Table  1). 
When  the  six  volunteers,  all  of  whom 
had  negative  tests  and  were  not  His- 
panic, were  excluded,  the  point 
prevalence  became  50%  (17/34).  The 
average  induration  was  17  mm,  with 
a range  from  10  mm  to  25  mm. 
Eleven  of  the  positive  tests  were  15 
mm  or  greater.  None  of  the  subjects 
reported  a previous  positive  PPD. 

Only  three  of  those  who  had  a 
positive  tuberculin  test  reported  a 
history  of  BCG  vaccination.  All 
BCG  vaccinations  had  occurred 
more  than  3 years  earlier  and  skin 
results  were  15  mm  or  greater,  meet- 
ing the  established  guidelines  of  in- 
fection unassociated  with  previous 
BCG  vaccination  (6). 

The  mean  age  of  those  who  were 
PPD  positive  was  31  years,  com- 
pared with  25  years  for  the  total 
group.  Three  of  the  17  positive  test 
results  were  found  in  guests  who 
had  immigrated  1,  7,  and  30  years 
earlier.  Two  of  these  three  had  a 
chronic  disease.  The  remaining  posi- 
tive tests  were  found  in  guests  who 
had  entered  the  United  States  within 
the  preceding  month. 

Fifteen  Central  Americans  left  the 
shelter  before  their  PPD  tests  were 
read.  If  none  of  these  had  had  a pos- 
itive test,  the  point  prevalence  would 


have  been  35% 
(17/49).  If  all  of  them 
had  had  positive  tests, 
the  point  prevalence 
would  have  been  65% 
(32/49).  These  calcula- 
tions give  a range  of  50 
± 15%. 

Only  three  of  the 
guests  whose  tests  were 
positive  received  fur- 
ther evaluation  of  their  tuberculosis 
status  from  the  City  of  Houston 
clinic.  Although  the  other  14  were 
lost  to  follow-up  after  they  moved 
to  other  parts  of  the  country,  none 
had  symptoms  that  suggested  infec- 
tion. In  the  three  who  obtained  fur- 
ther evaluation,  radiographs  of  the 
chest  were  negative  in  two  and  non- 
diagnostic in  one.  Of  the  two  whose 
radiographs  were  negative,  the  first, 
a 16  year  old  who  planned  to  re- 
main indefinitely  at  the  shelter,  was 
started  on  6 months  of  isoniazid 
therapy.  The  second,  a 25  year  old 
with  chronic  renal  failure,  left  before 
treatment  was  given.  The  65-year- 
old  patient  with  the  nondiagnostic 
radiograph  of  the  chest  submitted 
sputum  for  cytologic  examination; 
cultures  were  negative  and  no  treat- 
ment was  given  by  the  City  of  Hous- 
ton clinic. 

Discussion 

Fifty  percent  of  the  Central  Ameri- 
cans who  completed  the  evaluation 
for  tuberculosis  at  a shelter  in  Hous- 
ton tested  PPD  positive.  This  is  com- 
parable to  the  53%  point  prevalence 
measured  among  foreign-born  Fati- 
nos  in  San  Francisco,  Calif  (4).  Al- 
though no  active  cases  were  found 
in  the  shelter,  only  three  of  the  indi- 
viduals with  positive  skin  tests  were 
evaluated  for  active  tuberculosis. 

Tbe  study  is  limited  by  the  lack 
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of  testing  of  all  guests  in  the  shelter,  j 
To  maximize  the  number  for  a com- ' 
plete  evaluation,  we  did  not  allow  ! 
shelter  guests  into  the  study  if  they 
planned  to  leave  within  1 week. 
Were  those  tested  representative  of 
the  shelter  guests?  We  believe  they 
were  representative  because  the  only 
difference  between  those  tested  and 
those  not  tested  was  their  date  of  ar- 
rival and  departure  from  the  shelter, 
and  this  difference  appeared  to  be 
random.  Though  individual  guests 
in  the  shelter  are  continuously  com- 
ing and  going,  the  type  of  shelter 
population,  ie,  recent  Central  Amer- 
ican arrivals  who  stay  an  average  of 
2 weeks,  has  not  changed  over  the 
last  few  years. 

Tuberculin  skin  testing  is  ineffec- 
tive in  controlling  tuberculosis  in 
this  population  and  setting.  The 
Central  Americans  cannot  wait  at 
the  shelter  for  the  time  required  to 
read  the  test,  to  have  positive  tests 
evaluated  at  a city  clinic,  and  to  re- 
ceive a minimum  of  6 months  thera- 
py under  close  supervision.  Since  ad- 
equate evaluation  of  skin  tests  and 
treatment  of  disease  occurs  rarely, 
skin  testing  in  this  setting  is  useless. 

Ironically,  the  very  population 
with  a high  point  prevalence  of  tu- 
berculin skin  test  positivity  is  also 
the  group  in  which  appropriate  di- 
agnosis and  treatment  are  difficult. 
This  highlights  our  need  for  the  im- 
proved diagnostic  and  therapeutic 
methods  that  the  Center  for  Disease 
Control  supports  in  its  strategic  plan 
for  elimination  of  tuberculosis  (7). 

We  have  several  alternatives  for 
addressing  the  problem.  One  suggest- 
ed method  that  seems  ineffective  to 
us  is  chest  radiography  and/or  spu- 
tum smears  rather  than  skin  tests  to 
better  detect  individuals  with  active 
disease.  An  improvement  over  radio- 
graphs of  the  chest  might  be  the  re- 
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vival  of  the  70  mm  photofluorograms 
used  decades  ago  to  screen  for  active 
disease  (8).  Less  expensive  than  con- 
ventional radiography,  mobile  pho- 
tofluorogram  units  could  be  used  to 
screen  for  tuberculosis  at  the  shelter. 
This  approach,  however,  requires  ex- 
tensive public  health  effort,  does  not 
address  the  problem  of  completing  a 
course  of  treatment  once  the  diagno- 
sis is  made,  and  may  neglect  the 
many  Central  Americans  with 
asymptomatic  infection.  Most  recent 
arrivals  from  Central  America  with 
tuberculosis  have  asymptomatic  in- 
fection. The  journey  to  the  United 
States  is  fraught  with  such  extreme 
physical  barriers  that  those  with  ac- 
tive tuberculosis  may  not  attempt  the 
journey.  Therefore,  the  appropriate 
interventions  are  to  identify  and  treat 
both  those  with  asymptomatic  infec- 
tion and  those  with  active  disease. 

A more  effective  alternative  could 
be  aimed  towards  skin  testing  and 
treating  Central  Americans  as  they 
settle  throughout  the  United  States 
rather  than  testing  in  shelters.  Be- 
cause they  would  then  be  situated 
more  permanently  in  one  place,  the 
Central  Americans  would  be  more 
likely  to  complete  the  required 
course  of  drug  therapy.  An  alterna- 
tive intervention  could  involve  coor- 
dinating treatment  services  among 
health  centers  in  different  cities  for 
persons  with  positive  PPD  tests  as 
they  migrate  across  the  United 
States.  All  of  these  interventions  re- 
quire increasing  the  accessibility  of 
health  care  to  high-risk  populations 
at  a time  when  funding  and  accessi- 
bility are  decreasing  (9). 
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Personal  choices  — communication  among 
physicians  and  patients  when  confronting 
critical  illness 


Communication  among  physicians 
and  patients  when  confronting  life- 
threatening  or  terminal  illness  is  of- 
ten flawed.  Medical  ethics  authori- 
ties have  suggested  the  physician  or 
the  hospital  is  responsible  to  deter- 
mine a patient’s  wishes  for  ongoing 
therapy;  yet,  few  pragmatic  sugges- 
tions have  been  made  as  to  how  to 
fulfill  this  responsibility.  Although 
advance  directives  are  generally 
available,  they  are  often  misunder- 
stood and  rarely  used.  An  educa- 
tional brochure  has  been  designed  to 
facilitate  communication  by  expos- 
ing patients  and  others  to  some  of 
the  technical  and  ethical  issues  that 
come  into  focus  in  the  setting  of 
critical  illness.  The  brochure  in- 
cludes a living  will.  Early  experience 
with  this  device  has  been  favorable. 
The  hospital  ethics  committee  that 
developed  this  brochure  believes  it 
can  be  adapted  to  other  institutions 
and  urges  its  widespread  use. 


Send  reprint  requests 
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A half  century  ago,  physicians 
offered  critically  ill  patients 
little  more  than  compassion 
in  the  way  of  life-sustaining  therapy. 
The  technological  advances  of  the 
past  few  decades  have  changed  that, 
offering  both  seemingly  miraculous 
benefits  and  unbearable  burdens.  In 
the  course  of  life,  death,  and  the 
medical  care  that  bridges  the  two, 
personal  choices  regarding  the 
extent  of  medical  treatment  must  be 
made.  Educational  efforts  directed 
primarily  toward  patients,  including 
the  development  and  distribution  of 
informational  brochures,  can  facili- 
tate these  personal  choices.  Such  ef- 
forts also  help  eliminate  interperson- 
al communication  failures,  which 
frequently  arise  in  this  emotionally 
and  intellectually  difficult  area.  This 
article  describes  the  development 
and  use  of  one  such  brochure. 

The  problem  of  failed 
communication 

Hospital  ethics  committees  have 
provided  consultations  for  some 
years,  usually  in  the  setting  of  criti- 
cal or  terminal  illness.  The  stated 
reason  for  such  consultations  has 
been  to  help  those  involved  resolve  a 
perceived  ethical  dilemma.  Frequent- 
ly, there  has  been  no  conflict  be- 
tween competing  ethical  principles 
but  rather  a significant  failure  of 
communication.  The  failures  of 
communication  have  involved  pa- 
tients, families,  physicians,  and  nurs- 
es in  various  combinations  and  cir- 
cumstances. Such  failures  have  been 
commented  on  most  recently  by 
Kinsella  and  Stocking  (1)  in  the 
medical  literature  and  by  Brody  (2) 
in  the  popular  press.  Wanzer  and 
others  have  suggested  it  is  a “physi- 
cian’s responsibility”  to  help  resolve 
such  communication  problems  when 
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dealing  with  hopelessly  ill  patients 
(3).  McCrary  and  Botkin  have  re- 
cently argued  that  hospitals  likewise 
have  a strong  responsibility  to  foster 
communication  between  physician 
and  patient  through  the  use  of  ad- 
vance directives  (4). 

Many  reasons  account  for  fail- 
ures of  communication.  This  article 
will  not  explore  those  reasons  in 
depth,  but  the  experience  of  the 
Ethics  Committee  at  Baylor  Univer- 
sity Medical  Center  has  found  that 
communication  difficulties  are  pri- 
marily brought  about  by  two  phe- 
nomena. The  first  is  related  to  differ- 
ences in  educational,  cultural,  and 
economic  background  among  many 
physicians  and  their  patients.  The 
second  is  related  to  the  emotional 
demands  both  on  professionals  and 
on  lay  persons  when  confronting 
critical  illness.  In  the  face  of  human 
suffering  and  possible  death,  even 
the  best  may  lose  their  tongues  and 
fail  to  clearly  translate  their 
thoughts  and  feelings  to  others. 

When  these  factors  converge  in 
the  setting  of  a critical  illness,  the 
modern  hospital  can  become  either  a 
Tower  of  Babel  or  a wall  of  silence. 
In  either  case,  effective  discourse 
among  the  patient,  family,  and  medi- 
cal staff  frequently  fails  when  it  is 
most  needed.  The  traditional  efforts 
of  ethics  committees  to  educate 
medical  personnel  and  formulate 
procedural  guidelines  for  events  as- 
sociated with  serious  illness  (such  as, 
“Do  Not  Resuscitate”  or  “With- 
drawal of  Therapy”  policies)  are  not 
designed  to  reach  out  to  patients 
and  do  not  always  help  resolve  com- 
munication difficulties. 

With  those  thoughts  in  mind, 
Baylor  University  Medical  Center 
sought  to  develop  an  educational 
brochure  that  would  introduce  pa- 
tients, their  families,  and  medical 
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personnel  to  some  of  the  technical 
and  ethical  issues  surrounding  criti- 
cal illness.  The  Ethics  Committee 
did  not  want  to  rely  solely  upon 
consultative  experience  within  the 
hospital.  A market  research  firm  was 
therefore  employed  to  help  assess 
further  what  the  “market”  (in  this 
case,  lay  persons  outside  the  hospital 
setting)  wanted  and/or  needed  to 
know  about  decisions  in  the  face  of 
life-threatening  illness. 

The  results  of  the  market  research 
confirmed  much  of  what  the  Baylor 
Ethics  Committee  had  learned  in  the 
process  of  providing  ethics  consulta- 
tions. The  participants  had  a 
significant  desire  to  be  educated 
about  and  participate  in  decisions  as- 
sociated with  their  medical  care,  es- 
pecially when  such  decisions  involved 
“life  or  death”  choices.  Most  felt  that 
making  such  decisions  in  the  atmo- 
sphere of  a crisis  without  time  for 
reflection  was  less  than  ideal.  They 
generally  liked  the  concept  of  ad- 
vance directives  and  indicated  a de- 
sire to  at  least  discuss  the  issues 
involved  with  their  doctors.  Unfortu- 
nately, too  many  participants  felt 
that  their  physicians  were  not  inter- 
ested in  such  dialogue.  Written  edu- 
cational materials  about  advance  di- 
rectives were  perceived  as  a good 
way  to  provide  important  informa- 
tion. Most  felt  that  such  information 
should  be  available  in  a variety  of  lo- 
cations, including  physicians’  offices, 
hospital  waiting  rooms,  and  religious 
institutions.  Many  participants  did 
not  want  such  educational  materials 
routinely  given  to  them  on  admission 
to  the  hospital,  reporting  a belief  that 
they  would  not  be  receptive  at  that 
particular  moment. 


Structure  and  use  of  the 
brochure 

The  Baylor  Ethics  Committee  devel- 
oped the  brochure,  “Personal  Choic- 
es; Issues  Surrounding  Critical  Ill- 
ness,” based  upon  the  results  of  the 
market  research  and  ongoing  clinical 
experience.  The  committee  endeav- 
ored to  provide  enough  information 
to  be  useful  and  yet  not  so  much  as 
to  prove  daunting  to  the  average  lay 
reader.  The  brochure  uses  a high 
school-level  vocabulary  and  pro- 
vides a broad  overview  of  the  ethical 
issues  involved,  employing  a simple 
question-and-answer  format.  A brief 
glossary  of  terms  attempts  to  clarify 
much  of  the  technical  jargon  associ- 
ated with  therapy  of  the  critically  ill. 
The  brochure  closes  with  a form  for 
a living  will  acceptable  in  Texas. 

Baylor  distributed  the  brochure 
in  the  spring  of  1989*  in  various  lo- 
cations including  hospital  waiting 
rooms  and  physicians’  offices  and  at 
retirement  and  estate-planning  semi- 
nars. Initial  feedback  has  been  ex- 
tremely positive.  Patients  and/or 
family  members  continually  take  the 
brochures  from  both  hospital  wait- 
ing rooms  and  doctors’  offices.  The 
brochure  has  been  among  the  most 
popular  handouts  at  the  retirement 
and  estate-planning  seminars.  It  has 
also  been  received  well  by  nurses 
and  physicians,  who  have  indicated 
that  is  has  helped  them  better  under- 
stand hospital  policies  in  this  area. 

The  brochure 

The  Baylor  University  Medical  Cen- 
ter “Personal  Choices”  brochure, 
which  follows,  represents  one  prag- 
matic way  of  improving  communi- 


The brochure  was  revised  in  July  1991.  The 
revised  version  is  on  pp  78-82. 
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cation  when  dealing  with  critically 
ill  patients.  Baylor  is  publishing  this 
brochure  in  the  hope  that  it  will  be 
adapted  by  other  institutions  and 
health-care  providers  to  their  own 
particular  circumstances.  Such  an  ef- 
fort may  not  only  improve  commu- 
nication between  physician  and  pa- 
tient, but  may  also  help  to  return 
some  of  the  compassion  that  has 
been  exchanged  for  technology 
when  confronting  critical  illness. 
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Personal  Choices: 
Issues  Surrounding 
Critical  Illness 

Please  read  all  of  the  information 
that  follows.  We  are  required  by 
federal  law  to  provide  you  with  this 
information.  It  is  intended  to  help 
you  make  informed  choices  about 
your  medical  care. 

PERSONAL  CHOICES 

Today  I have  life, 
how  long  will  it  last  — 

The  days  go  so  quickly, 
the  months  pass  so  fast. 

My  death  I don’t  fear, 
but  how  will  I die? 

Will  I recognize  loved  ones 
as  they  bid  me  good-by? 

Please,  let  us  talk  now 
and  make  plans  that  are  real, 
put  them  in  writing, 
so  you’ll  know  how  I feel. 

It’s  my  life,  you  know, 
and  I want  to  make  sure 
If  my  last  illness  is  serious, 
and  there  is  no  cure, 
you’ll  carry  out  my  wishes, 
and  know  in  your  heart, 
that  I am  at  peace, 
and  with  dignity  depart. 

Ida  M.  Pyeritz, 

St.  Clair  Hospital  Auxilian 

Poem  reprinted  courtesy  of  St.  Clair  Hospital, 
Pittsburgh,  Pennsylvania 


There  may  come  a time  when 
you  or  a member  of  your 
family  is  seriously  injured  or 
becomes  gravely  ill.  In  the  midst  of 
your  shock  and  grief,  you  may  be 
asked  to  make  difficult  decisions 
about  the  intensity  of  medical  care 
administered,  or  whether  or  not  life- 
support  systems  should  be  used  or 
withdrawn.  While  advances  in  medi- 
cal technology  have  saved  thousands 
of  lives,  sometimes  the  very  capabili- 
ty of  this  technology  to  sustain  life 
raises  more  questions  than  answers. 

Whether  it  is  you  or  your  family 
member  involved,  it  is  a lot  harder 
to  make  good  decisions  on  complex 
issues  when  you  are  under  stress.  Be- 
cause of  this,  it  is  important  for  you 
to  learn  about  the  levels  and  types  of 
medical  care  available  and  to  discuss 
the  kinds  of  treatment  you  would 
feel  comfortable  with  before  you  or 
your  family  are  called  to  make  these 
decisions.  This  communication  be- 
tween patients,  doctors,  and  hospi- 
tals is  considered  so  important  that 
it  is  now  required  by  federal  law 
(the  Patient  Self-Determination  Act 
of  1990). 

This  booklet  has  been  designed 
to  help  you  better  understand 
— your  options  in  determining  an 
appropriate  level  of  care; 

— something  about  the  kinds  of  life- 
support  systems  currently  being 
used; 

— a brief  history  of  the  legal  issues 
surrounding  these  decisions;  and 
— Baylor  University  Medical  Cen- 
ter’s policies. 

While  making  these  decisions  can 
be  difficult,  we  have  many  people  on 
hand  who  are  here  to  assist  you. 
Baylor  University  Medical  Center 
has  an  Ethics  Committee,  made  up 
of  doctors,  chaplains,  nurses,  social 
workers,  and  community  representa- 
tives, which  regularly  confronts  is- 
sues behind  the  choices  you  may 
find  yourself  having  to  make.  Bay- 
lor’s Ethics  Committee  is  available 
to  review  a situation,  and  to  help 
you  understand  your  options,  with- 
out obligating  you  to  follow  their 
recommendations.  Our  social  work- 
ers and  chaplains  are  also  available 
to  help  you  think  through  the  situa- 


tion. Your  physician  or  nurse  can 
help  you  reach  the  Ethics  Commit- 
tee, a chaplain,  or  social  worker. 

What  is  the  level  of  care? 

This  is  simply  a determination  of 
how  far  the  medical  team  should  go ! 
to  prolong  life,  in  light  of  expected ; 
outcomes.  Determining  the  level  or 
intensity  of  care  involves  balancing 
the  burdens  of  a particular  therapy 
against  the  benefits  of  that  therapy  to 
the  patient.  For  example,  when  might 
a critically  ill  patient  who  cannot  re- 
cover leave  the  ICU,  stop  life-support 
systems,  or  forego  further  aggressive 
medical  care  and  choose  to  be  kept 
comfortable?  If  a critically  ill  pa- 
tient’s heart  should  stop  (cardiac  ar- 
rest), should  medical  personnel  at- 
tempt to  restart  it  (CPR)? 

These  personal  choices  should  be 
made  by  a competent,  informed  pa- 
tient, working  closely  with  a physi- 
cian, or,  if  the  patient  is  unable  to 
make  decisions,  by  another  appro- 
priately informed  person  acting  on 
the  patient’s  behalf. 

What  are  life-support  systems? 

Life-support  systems  are  machines 
and  methods  that  assist  the  body  to 
function  properly  if  body  systems  fail 
because  of  illness  or  injury.  These  ba- 
sic body  functions  include  the  ability 
to  breathe  properly,  to  take  in  nour- 
ishment, and  to  eliminate  waste.  A 
familiar  example  of  a life-support 
system  is  the  mechanical  ventilator  or 
“breathing  machine.”  An  explana- 
tion of  this  and  other  common  forms 
of  life  support  is  included  in  the  glos- 
sary of  this  brochure. 

What  is  cardiopulmonary 
resuscitation? 

Cardiopulmonary  resuscitation 
(CPR)  involves  the  emergency  use  of 
chemical,  electrical,  and  mechanical 
treatments  to  restore  heartbeat, 
blood  pressure,  and  breathing  in  the 
event  that  the  heart  or  lungs  sudden- 
ly stop  working.  Although  CPR  may 
at  times  seem  miraculous,  it  is  fre- 
quently a futile  treatment.  When 
CPR  is  medically  inappropriate,  or 
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when  a patient  chooses  to  fore- 
go CPR,  a “Do  Not  Resuscitate” 
(DNR)  order  is  written  in  the  chart. 
This  order  will  not  affect  the  intensi- 
ty or  quality  of  other  treatment  the 
patient  receives. 

What  are  the  issues 
surrounding  the  use  of 
life-support  systems? 

Since  the  early  1970s,  many  cases 
involving  the  use  of  life-support  sys- 
tems have  gone  before  the  courts. 
Regardless  of  the  individual  circum- 
stances, the  main  questions  sur- 
rounding each  case  were  (1)  whether 
or  not  the  life-support  systems 
served  to  prolong  life,  or  to  prolong 
suffering  prior  to  inevitable  death, 
and  (2)  whose  right  was  it  to  decide 
whether  to  continue  or  withdraw 
particular  therapies? 

These  are  difficult  questions. 
How  do  we  answer  them? 

Who  decides? 

In  1980,  the  president  of  the  United 
States  established  a commission  to 
clarify  the  decision-making  process 
regarding  life  support.  The  commis- 
sion’s report,  “Deciding  to  Forego 
Life  Sustaining  Treatment:  Ethical, 
Medical  and  Legal  Issues  in  Treat- 
ment Decisions”  was  completed  in 
December  1982.  The  commission 
recognized  that  each  of  us  is  unique 
and  that  decisions  will  vary  from 
person  to  person.  They  may  be 
based  upon  a combination  of  fac- 
tors, including  the  lifestyle  you  lead, 
your  religious  or  moral  views  and 
upon  past  experience.  The  commis- 
sion further  emphasized,  and  federal 
law  now  specifies,  that  it  is  your 
right  to  be  informed  by  your  physi- 
cian of  your  choices  and  to  decide 
what  type  of  medical  treatment  you 
wish  to  receive. 

In  conclusion,  decisions  to  accept 
or  reject  life-sustaining  therapies, 
like  other  choices  about  medical 
treatment,  must  be  made  voluntarily 
by  competent  and  informed  patients, 
or  if  the  patient  is  unable  or  incom- 
petent, by  another  appropriately  in- 
formed person  acting  on  the  pa- 


tient’s behalf.  This  person  could  be 
a family  member,  legal  guardian, 
or  attorney. 

It  is  an  excellent  idea  to  commu- 
nicate your  wishes  about  life  sup- 
port and  intensity  of  care  to  your 
family  and  to  your  physician(s).  You 
may  also  wish  to  complete  an  ad- 
vanced directive  (living  will)  or  a 
durable  power  of  attorney  for 
health-care  decision  making. 

What  are  Baylor  University 
Medical  Center’s  policies  on 
the  use  of  life-support 
systems? 

Baylor  University  Medical  Center 
has  made  a commitment  to  the 
preservation  of  life  and  the  allevia- 
tion of  suffering;  therefore,  all  pa- 
tients admitted  to  Baylor  will  receive 
appropriate  medical  treatment  to 
achieve  these  goals.  Decisions  to  ac- 
cept or  reject  treatments,  including 
life  support  and  CPR,  are  made  only 
after  thoughtful  consideration  by  the 
physician,  the  competent  patient,  or 
others  involved  in  the  decision-mak- 
ing process. 

It  is  the  physician’s  responsibility 
to  inform  those  involved  of  the  pa- 
tient’s diagnosis,  appropriate  treat- 
ment options,  and  likelihood  of  recov- 
ery. It  is  the  patient’s  responsibility  to 
inform  the  physician(s)  of  the  pa- 
tient’s wishes  to  accept  or  reject  the 
various  options  available. 

It  is  Baylor  University  Medical 
Center’s  policy  to  respect  the  pa- 
tient’s choices  regarding  medical 
care  in  accordance  with  state  law. 
After  discussion  of  your  condition 
and  treatment  choices  with  your 
physician,  you  may  reject  particular 
medical  care,  even  life-sustaining 
care.  If  you  cannot  act  on  your  own 
behalf,  a family  member  may  work 
with  your  doctor  to  assure  that  your 
best  interests  are  protected.  As  men- 
tioned before,  a living  will  may  be 
particularly  useful  in  these 
circumstances. 

What  is  a living  will? 

A living  will  is  a legal  document  that 
allows  you  to  specify  what  kinds  of 


medical  treatment  you  wish  to  re- 
ceive should  the  need  arise.  Most 
states,  including  Texas,  currently 
recognize  living  wills. 

What  kinds  of  things  can  I 
specify  in  my  living  will? 

Texas’  “Directive  to  Physicians” 
(living  will)  has  a space  in  which  to 
specify  what  kinds  of  treatment  you 
do  or  do  not  want.  You  can  also 

— state  whether  you  would  prefer 
to  die  in  the  hospital  or  at  home; 

— donate  organs  and  other  body 
parts;  and/or 

— specify  a particular  person  to 
speak  on  your  behalf. 

How  long  are  living  wills 
effective? 

In  Texas,  living  wills  are  effective  until 
they  are  revoked.  Still,  it  is  considered 
a good  idea  to  initial  and  date  your 
living  will  every  few  years  to  show 
that  it  still  expresses  your  wishes. 

What  about  pain  and 
suffering? 

Regardless  of  any  decision  about  in- 
tensity of  care  or  termination  of  life 
support,  the  patient  will  continue  to 
receive  medical  and  nursing  care  nec- 
essary to  prevent  suffering.  This 
“comfort  care  only”  approach  to  med- 
ical treatment  is  sometimes  the  best 
treatment  for  the  patient  with  a termi- 
nal, incurable,  or  overwhelming  ill- 
ness. Such  a treatment  approach 
should  not  be  seen  as  giving  up  on  the 
patient.  Rather,  it  is  an  acknowledg- 
ment of  the  inevitability  of  death  we 
all  face  at  some  point,  and  of  a univer- 
sal desire  to  preserve  dignity  and  to 
minimize  pain  in  such  circumstances. 

What  if  I change  my  mind? 

You  can  revoke  or  amend  your  liv- 
ing will  at  any  time  simply  by  de- 
stroying the  will,  changing  particu- 
lar sections,  or  by  telling  your 
physician  or  nurse. 
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Can  someone  else  make 
treatment  choices  for  me? 

You  may  select  another  person  to 
make  health-care  decisions  for  you  if 
you  are  unable  to  speak  for  yourself. 
These  choices  could  include  the 
withholding  or  withdrawal  of  care, 
as  well  as  matters  of  more  routine 
care.  This  designation  of  another 
person  to  make  health-care  decisions 
for  you  may  be  made  on  your  living 
will  or  by  signing  a durable  power 
of  attorney  for  health  care. 

Where  can  I obtain  a living 
will  or  durable  power  of 
attorney  for  health  care? 

There  is  a copy  of  a living  will  in  the 
back  of  this  booklet.  Or  contact 
your  physician  and/or  attorney  who 
will  be  able  to  provide  you  with  and 
discuss  Texas’  “Directive  to  Physi- 
cians.” The  health-care  power  of  at- 
torney may  be  obtained  from  your 
attorney.  Once  completed,  discuss 
your  wishes  with  your  family,  next 
of  kin  or  other  responsible  parties; 
leave  a copy  of  your  living  will  or 
power  of  attorney  with  your  physi- 
cian and  family.  Finally,  please  bring 
a copy  with  you  to  the  hospital  so 
that  it  can  be  placed  in  your  records. 

Conclusion 

It  is  difficult  for  people  to  make 
good  decisions  when  they  are  under 
pressure  or  emotional  strain,  partic- 
ularly in  areas  where  there  are  no 
clear-cut  answers,  such  as  the  use  of 
life-support  systems  and  determining 
levels  of  care.  These  issues  require  a 
great  deal  of  discussion  and  careful 
thought.  The  information  in  this 
brochure  has  been  presented  in 
hopes  that  you  will  discuss  it  with 
your  doctor  and  others  and  come  to 
a decision  that  is  right  for  you  or 
someone  you  love. 

For  help 

Contact  a chaplain  from  the  Pas- 
toral Care  and  Counseling  Depart- 


ment, or  call  the  Social  Work  De- 
partment for  assistance  from  the 
ethics  committee. 

Pastoral  Care  and  Counseling 
(214)  820-2542 

Social  Work  (214)  820-3515 

Glossary 

Artificial  Ventilation  Techniques: 
Machines  that  assist  or  control  your 
breathing  are  called  ventilators.  Af- 
ter the  critical  event  that  caused  the 
breathing  problems,  most  patients 
can  be  weaned  from  the  need  for 
ventilator  assistance. 

Some  patients  are  totally  depen- 
dent on  a ventilator  and  would  die 
without  its  support.  Other  patients 
are  partially  dependent.  If  you  were 
to  remain  either  partially  or  totally 
dependent  upon  ventilator  support, 
you,  if  able,  family  members  and 
your  physician(s)  may  address  the  is- 
sues of  whether  or  not  to  continue 
such  support,  and  the  role  of  CPR  if 
your  condition  does  not  improve. 

Brain  Death:  The  absence  of 
brain  activity  may  be  documented 
by  a variety  of  methods.  When  this 
occurs,  the  patient  cannot  recover 
and  is  considered  medically  and 
legally  dead  even  though  other  vital 
organs  may  continue  to  function  for 
a short  while. 

Breathing  Tubes:  In  order  for 
artificial  ventilation  to  take  place,  a 
tube  must  be  inserted  into  your 
lungs.  An  endotracheal  tube  is  a 
tube  inserted  through  your  nose  or 
mouth  into  the  windpipe.  This  tech- 
nique is  a short-term  alternative.  If 
artificial  ventilation  is  necessary  for 
more  than  a few  weeks,  a tra- 
cheostomy tube  is  often  necessary.  A 
tracheostomy  is  an  incision  through 
the  neck  into  the  trachea  (windpipe), 
into  which  a tube  is  inserted.  The 
tube  can  be  used  for  both  artificial 
ventilation  and  to  suction  fluids  that 
might  interfere  with  breathing. 

Cardiac  Assist  Device:  Devices 
such  as  the  left  ventricular  assist  de- 
vice or  the  intra-aortic  balloon  pump 
can  be  used  to  temporarily  “take 
over”  certain  functions  of  the  heart. 

Cardiopulmonary  Resuscitation 
(CPR):  If  your  heart  were  to  stop 


beating  (cardiac  arrest),  you  would 
die  within  a very  few  minutes  unless 
immediate  action  was  taken.  CPR 
was  developed  to  help  the  heart  be- 
gin to  function  again.  It  generally 
consists  of  external  heart  massage, 
artificial  breathing  techniques,  medi- 
cation, and  electrical  shocks  to  the 
heart.  Decisions  about  whether  or 
not  to  perform  CPR  are  determined 
by  the  physician  and  the  patient  or 
the  patient’s  representative.  Such  de- 
cisions are  based  upon 

— the  patient’s  current  condition; 

— the  probability  of  immediate  suc- 
cess; and 

— the  hope  of  eventual  discharge 
from  the  hospital  in  satisfactory 
condition. 

Feeding  Techniques:  If  you  were 
unable  to  take  food  or  food  prod- 
ucts by  mouth,  or  if  you  were  un- 
able to  digest  your  food  properly, 
you  may  receive  nutrition  by  one  or 
more  of  the  following  techniques; 

Intravenous  (IV):  IV  solutions 
are  used  to  provide  you  with  fluid, 
vitamins,  electrolytes,  and  medica- 
tion. A small  tube  is  inserted  into 
a vein  in  your  arm  or  hand.  The 
amount  of  calories  that  you  can 
receive  through  this  method  is  not 
enough  to  keep  you  alive  for  long 
periods  of  time. 

Total  Parenteral  Nutrition 
(TPN):  TPN  is  a special  IV  solu- 
tion containing  enough  vitamins, 
minerals,  and  adequate  calories 
to  sustain  life.  This  technique  re- 
quires a special  IV  line  and  is 
generally  used  in  situations  when 
you  are  unable  to  take  food  by 
mouth  or  digest  it  properly. 

Enteral  Feeding:  Liquid  food 
can  be  given  through  a variety  of 
tubes  inserted  into  the  stomachs 
of  patients  who  are  able  to  digest 
food.  A nasogastric  or  feeding 
tube  may  be  inserted  through 
your  nose  into  your  stomach.  If  it 
looks  as  if  you  will  need  to  be  fed 
artificially  for  a long  time,  a spe- 
cial tube  that  is  surgically  inserted 
into  the  stomach  is  favored.  This 
is  a good  long-term  alternative 
and  may  prove  more  comfortable. 
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Kidney  Duilysis:  Artificial  kidney 
techniques  support  you  during  kid- 
ney failure.  The  kidneys  are  essential 
to  eliminate  waste  products  and  en- 
sure that  your  body  is  in  chemical 
balance.  Kidney  failure  can  either  be 
temporary  or  permanent.  In  either 
case,  artificial  kidney  techniques  can 
effectively  sustain  life  until  your  kid- 
neys begin  to  function  again  or  it  is 
determined  that  a transplant  or  on- 
going dialysis  is  needed. 
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Texas  Living  Will  Directive  to  Physicians 

Directive  made  this day  of (month/year). 

I, , being  of  sound  mind,  willfully  and  vol- 

untarily make  known  my  desire  that  my  life  shall  not  be  artificially  prolonged 
under  the  circumstances  set  forth  below,  and  do  hereby  declare: 

If  at  any  time  I should  have  an  incurable  or  irreversible  condition  caused 
by  injury,  disease,  or  illness  certified  to  be  a terminal  condition  by  two  physi- 
cians, and  where  the  application  of  life-sustaining  procedures  would  serve 
only  to  artificially  prolong  the  moment  of  my  death  and  where  my  attending 
physician  determines  that  my  death  is  imminent  whether  or  not  life-sustain- 
ing procedures  are  utilized  or  will  result  within  a relatively  short  time  with- 
out application  of  such  procedures,  I direct  that  such  procedures  be  withheld 
or  withdrawn,  and  that  I be  permitted  to  die  naturally. 

In  the  absence  of  my  ability  to  give  directions  regarding  the  use  of  such  life- 
sustaining  procedures,  it  is  my  intention  that  this  directive  shall  be  honored  by 
my  family  and  physicians  as  the  final  expression  of  my  legal  right  to  refuse 
medical  or  surgical  treatment  and  accept  the  consequences  from  such  refusal. 

If  I have  been  diagnosed  as  pregnant  and  that  diagnosis  is  known  to  my 
physician,  this  directive  shall  have  no  force  or  effect  during  the  course  of  my 
pregnancy. 

Other  directions:  (You  may  use  this  space  to  make  other  requests  of  your 
caregivers.) 


This  directive  shall  be  in  effect  until  it  is  revoked. 

I understand  the  full  impact  of  this  directive  and  I am  emotionally  and 
mentally  competent  to  make  this  directive. 

I understand  that  I may  revoke  this  directive  at  any  time. 

A duplicate  copy  of  this  directive  shall  have  the  same  force  and  effect  as 
the  original. 


Signed 

Gity,  County,  and  State  of  Residence 


This  declarant  has  been  personally  known  to  me  and  I believe  him/her  to  be 
of  sound  mind.  I am  not  related  to  the  declarant  by  blood  or  marriage,  nor 
would  I be  entitled  to  any  portion  of  the  declarant’s  estate  on  his/her  decease, 
nor  am  I the  attending  physician  of  the  declarant  or  an  employee  of  the  at- 
tending physician  or  a health  facility  in  which  the  declarant  is  a patient,  or  a 
patient  in  the  health  care  facility  in  which  the  declarant  is  a patient,  or  any 
person  who  has  a claim  against  any  portion  of  the  estate  of  the  declarant 
upon  his/her  decease. 

Witness Witness 

This  directive  complies  with  the  Natural  Death  Act  (authorized  by  Section 
672  of  the  Texas  Health  and  Safety  Code). 
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Uniform  Donor  Form 


of 

(Print  or  type  name  of  donor) 


In  the  hope  that  I may  help  others,  I hereby  make  this  anatomical  gift,  if 
medically  acceptable,  to  take  effect  upon  my  death.  The  words  and  marks  be- 
low indicate  my  desires. 

I give:  (a) any  needed  organs  or  tissues 

(b)  only  the  following  organs  or  tissues 

Specify  the  organ(s)  or  tissue(s) 

for  the  purpose  of  transplantation,  therapy,  medical  research  or  education: 

(c)  my  body  for  anatomical  study  if  needed. 

Limitations  or  special  wishes,  if  any 


Signed  by  the  donor  and  the  following  two  witnesses  in  the  presence  of  each 
other.  Please  complete  and  carry  at  all  times. 


Signature  of  Donor 

Date  of  Birth  of  Donor 

Date  Signed 

City  and  State 

Witness 

Witness 

This  is  a legal  document  under  the  Uniform  Anatomical  Gift  Act  or  similar 
laws.  For  further  information,  consult  your  physician  or 

Southwest  Organ  Bank  Transplant  Services 

(214)821-1910  (214)688-2609 

Baylor  University  Medical  Center 
(214) 820-0111 
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INFORMATION  FOR  AUTHORS 


Texas  Medicine  has  two  purposes:  As  a newsmagazine  for  physicians, 
it  informs  readers  about  public  health  issues,  legislation,  medical  eco- 
nomics, legal  topics,  science,  medical  education,  news  of  the  Texas 
Medical  Association,  and  general  news  of  the  medical  profession  in 
Texas.  In  its  journal  Section,  Texas  Medicine  publishes  peer-reviewed, 
clinically  useful  scientific  articles  and  other  technical  information. 

Material  for  the  Journal  Section  of  Texas  Medicine  may  be  sent  to 
the  Managing  Editor,  Texas  Medicine,  401  W l.Sth  St,  Austin,  TX 
78701.  It  must  be  offered  solely  to  this  journal.  Texas  Medicine  seeks 
high  quality  educational  articles,  written  to  appeal  to  a broad  range  of 
Texas  physicians.  When  possible,  authors  are  encouraged  to  consider 
submitting  “brief  report”  format  articles  of  from  1,200  to  1,500 
words.  Articles  are  screened  for  appropriateness  for  Texas  Medicine. 
Those  selected  for  peer-review  are  reviewed  by  consultant  specialists 
and  an  Editorial  Committee,  and  accepted  or  rejected  on  the  basis  of 
individual  merit,  appropriateness,  and  the  availability  of  other  materi- 
al. Reviews  usually  take  10  to  12  weeks.  Texas  Medicine  reserves  the 
right  to  reject  up  to  press  time  any  articles  that  may  have  been  accept- 
ed for  publication. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking  ac- 
tion in  reviewing  and  editing  my  submission,  the  author(s)  undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  ownership 
to  the  Texas  Medical  Association  in  the  event  that  such  work  is  pub- 
lished by  the  TMA.” 

Transmittal  letters  not  containing  the  foregoing  language  signed  by 
all  authors  of  the  manuscript  will  necessitate  return  of  the  manuscript. 

Journal  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 
Three  copies,  including  illustrations,  should  be  submitted  and  the  au- 
thor should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  article 
in  “Index  Medicus,”  should  stress  the  main  point,  and  should  be  brief. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100-150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  Eor  spelling  and  usage  the  editors  fol- 
low “Dorland’s  Illustrated  Medical  Dictionary,”  26th  edition,  and 
“Webster’s  Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually  — but 
not  necessarily  — divided  into  sections  with  the  headings:  Introduction, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clarify 
content.  Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  Systeme  Inter- 
national (SI)  units. 

Eor  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1982  issue  of  the  Annals  of 
Internal  Medicine. 

Iverson  C,  Dan  BB,  Glitman  P,  et  al:  The  American  Medical  Associ- 
ation Manual  of  Style,  ed  8.  Baltimore,  Williams  & Wilkins,  1989. 

CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  au- 
thors, editors,  and  publishers  in  the  biological  sciences,  ed  5,  rev  and 
expanded.  Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to 
principles  and  techniques  of  clear,  concise  writing,  which  are  applicable 
to  scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical  order 
at  the  end  of  the  article,  with  reference  numbers  placed  in  parentheses 
at  appropriate  points  in  text. 


Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year. 
Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  avail- 
able should  be  excluded  from  the  reference  list,  but  may  be  mentioned 
parenthetically  or  in  footnotes. 

Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on 
a separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the  au- 
thors for  use  of  any  previously  published  material  (extensive  textual 
matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in  the  text 
may  be  used  without  permission,  but  should  be  quoted  exactly  with 
the  source  credited.  Copies  of  permission  letters  should  be  submitted 
with  manuscript. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  of  articles  in  the  Journal  Section  are  available  directly  from  a 
reprint  printer  at  an  established  schedule  of  costs.  Authors  of  peer- 
reviewed  articles  automatically  receive  order  blanks  when  their  articles 
are  published. 

Material  for  non-journal  sections 

Commentary 

Editorial  commentary  should  be  written  in  clear,  concise  language. 
Length  should  be  about  two  or  three  pages  typed  with  double  spacing. 
Commentary  will  be  published  in  the  appropriate  section  at  the  discre- 
tion of  the  managing  editor  and  editorial  advisors. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor  and 
editorial  advisors.  Length  should  be  fewer  than  400  words.  A few  ref- 
erences, preferably  less  than  five,  may  be  included.  All  letters  are  sub- 
ject to  editing  and  abridgment. 

News 

News  items  should  be  sent  to  Texas  Medicine,  Texas  Medical  Associa- 
tion, 401  W 15th  St,  Austin,  TX  78701. 

Obituaries 

Listings  of  deceased  TMA  members  are  published  when  adequate  in- 
formation is  received. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association.  Writ- 
ten permission  from  the  managing  editor  must  be  obtained  before  repro- 
ducing, in  part  or  in  whole,  any  material  published  in  Texas  Medicine. 

Point  of  view 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorse- 
ment of  the  views  expressed  therein,  nor  shall  publication  of  any  ad- 
vertisement be  considered  an  endorsement  of  or  approval  of  the  prod- 
uct or  service  involved. 
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Texas  Physicians’ 
Directory 

Allergy  Dermatology 


HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-Allergy-Nutrition-Stress) 

Established  in  1984.  (Concept  of  treatment  outlined  & published  in  International 
Rhinology  Supp.  2 1987)  S.  Hoover  MD 

(Oto-Rhino-iaryngologist-ailergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recurrent 
Headaches  (namely:  Class,  Migraine,  Clusters,  tension,  premenstrual,  sinus, 
everyday,  and  headache  of  relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives, 
muscle-relaxants,  cafe-ergot,  methylsergide  nor  B Blockers 

I/45  N.  Frwy.  7324  SW  Frwy  @ Fondren 

150  W.  Parker  Rd.  Arena  Tower  II  #755 

Houston,  TX  77076  Houston,  TX  77074 

713  694-8188 
FAX  713  650-1941 


CORPUS  CHRISTI  ALLERGY  & 
ASTHMA  CENTER 
JAMES  A,  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks 
Dorsal  Column  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
77082;  713  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J,  GONZALEZ,  MD,  FACA 
XOCHITL  B.  SANCHEZ,  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 
Thermography,  Dorsal  Column  Stimulation 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 

Dallas,  Texas  75230  Answered  24  hours 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  641 1 Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients.  The  center's  total  management  of  each  patient's  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

JOSEPH  C.  GABEL,  MD 
Acting  Director 

ROBERT  A.  FINNEGAN,  MD  AARON  CALODNEY,  MD 

Coordinator,  Outpatient  Services  Coordinator,  Inpatient  Services 

Diplomates  American  Board  of  Anesthesiology 


JOHN  ADNOT,  MD 

Mohs  Micrographic  Surgery  for  Skin  Cancer 

4200  S.  Hulen  #400 

Ft.  Worth,  Texas  76109;  817  377-0626 


DAVID  R.  WEAKLEY,  MD,  FACP 
DENIS  L.  BEAUDOING,  MD 

Dermatology  and  related  Allergy 

Dermatologic  Surgery,  Cosmetic  and  Laser  Surgery 

Diseases  of  the  skin,  dermabrasion,  chemical  peeling,  collagen,  sclerotherapy, 
lipoinjection,  allergy  and  cosmetic  counseling 

Medical  City,  Dallas  Suite  21 4A,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


DERMATOLOGY  ASSOCIATES  OF 
SAN  ANTONIO 

James  Lewis  Pipkin,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 
Mucocutaneous  Virology 

1 08  Tendick,  San  Antonio,  Texas  78209; 

512  222-8651 , 222-2001 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


ROBERT  F,  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Family  Practice 

DALLV^S  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director;  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physioiogical  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  ail  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment, biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 
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Hand  Surgery 


L.  LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450.  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas.  Texas 
75230:214  661-4797 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsui  gery  & Reimplantation 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II.  7777  Forest  Lane,  Suite  8116,  Dallas.  Texas  75230; 

214  661-7010 


REGIONAL  HAND  CENTER  FOR  WEST  TEXAS 
AND  EASTERN  NEW  MEXICO 

Royce  C.  Lewis,  Jr,,  MD 

3502  9th  Street.  Suite  G10 

Lubtxxrk,  Texas  79415-3300;  806  744-7003 


Neurological  Surgery 


DOCTORS  SMITH,  WHEELER,  PARKER, 
AND  CRAVENS,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
George  F.  Cravens,  MD 

920  South  Lake.  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DALLT^S  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
Gamma  Knife  Radiosurgery 

Charles  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

Morris  Sanders,  MD  Richard  H.  Jackson,  MD 


Presbyterian  Professional  Bldg.,  8230  Walnut  Hill  Lane,  Suite  610; 
Dallas,  Texas  75231 ; 214  369-7596 

St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd  , Suite  620 
Dallas,  Texas  75235;  214  637-0420 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 
HERBERT  0.  ALLEN,  MD,  FACNM 

Texas  Medical  Center.  641 1 South  Main  Street.  Houston.  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology,  Neurology.  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non -Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,  MD,  FACNM.  Director— 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Occupational  Medicine 


OCCUPATIONAL  AND  ENVIRONMENTAL  MEDICINE  CENTER 

Diagnosis  & Treatment  of  Chemical  Exposures 

Occupational  and  Disability  Evaluations 

Tertiary  Care  in  a Major  Teaching  Hospital 

Physicians  Board  Certified  in  Occuptional  and  Pulmonary  Medicine 

Hermann  Hospital 
6411  Fannin 
Houston,  Texas  77030 
713  797-3111 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L,  Hutton,  MD  Bradley  F.  Jost  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231 ; 214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821  -4540 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth.  Texas  76104;  817  332-6200 


ROBERT  D.  GROSS,  MD,  FAAP 

Children’s  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(81 7)  336-0900,  Metro  988-7700  and  (800)  733-0460 


BRUCE  0.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 
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RETINA-VITREOUS  ASSOCIATES 
W.  Rex  Hawkins,  MD 

Diabetic  Retinopathy-Macular  Degeneration-Retinal  Detachment 

1200  Binz,  Suite  400.  Houston.  Texas  77004 
713  528-1122  or  1 -800-638-0114 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road.  Dallas.  Texas  75235  214  350-7500 


Richard  E.  Jones.  MD 
Donald  M.  Mauldin.  MD 
James  B.  Montgomery.  MD 
Kevin  Gill,  MD 
Marvin  E.  Van  Hal  MD 


Charles  E.  Cook,  MD 
Scott  O.  Paschal,  MD 
L.  T.  Johnson,  MD 
Kenneth  Driggs,  MD 
James  L.  Ough,  MD 


Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 


W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


A Dr/^foccinnal 

2909  Lemmon  Ave..  Dallas,  Texas  75204-2385;  214  220-2468:  FAX  214  720-1982 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale.  Fort  Worth.  Texas  76104;  817  335-4316.  800  542-2663 

Louis  J.  Levy,  MD,  PA,  Retired 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


2001  N Mac  Arthur,  Irving,  Texas  75061  214  254-8000 

Mark  S.  Greenberg,  MD  Robert  E.  Bayles,  MD 

Charles  E,  Cook,  MD 


Physical  Medicine  & 

Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

1 02  Rosa  Verde  Tower.  343  W.  Houston  Street 
San  Antonio.  Texas  78205;  Telephone  512  226-2424 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

in  the  Texas  Medical  Center,  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation  care  for  persons  dis- 
abled by  injury  or  disease.  Inpatient  and  outpatient  services. 


J.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street.  Abilene.  Texas  79601 ; 915  677-6219 


Spinal  Cord  Injury 
Brain  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 
Restorative  Surgery 
Scoliosis 
Spina  Bifida 
Neuromuscular 


THE  ARLINGTON  ORTHOPEDIC  GROUP 


Accredited  by:  Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


H.W.  Bendel,  Jr,  MD 

E,E.  Rising,  Jr.  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road.  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALU\S 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD  Kurt  W.  Rathjen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington.  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116 
Dallas,  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  SURGERY  AT  DALU\S 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane.  Suite  105,  Dallas  75231 ; 214  369-4361 


Patient  Services  Coordinator:  713  797-5922  or  1 -800-44REHAB 


Plastic  Surgery 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  Steven  M.  Hamilton,  MD 

David  J.  Katrana,  DDS,  MD,  FACS 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


PLAtSTIC  SURGERY  CENTER  OF  THE  SOUTHWEST 

Charles  A.  Wallace,  MD 

Plastic  and  Reconstructive  Surgery  Including: 

Burn  Care  Microsurgery  and  Replantation 

Birth  Defects  Complex  Reconstruction  (Breast  and  Facial) 

Presbyterian  Medical  Offices  North 
17110  Dallas  North  Parkway.  Suite  100 

Dallas.  Texas  75248  21 4 380-7090  1 -800-299-9299 


Psychiatry 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 
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RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  ABPN:  Psychiatry 
Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231 ; 214  696-0964 


Thoracic  Surgery 


ALUXN  L.  GRAHAM,  MD,  FACS* * 

ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 
Diplomates  American  Board  of  Surgery  and  Board 
of  Thoracic  Surgery 


_ • Also  certificate  of  special  qualification  in  general  vascular  surgery,  American  Board  of  Surgery 

DAY  TREATMENT  CENTER  OF  DALL7\S 

Gonzalo  A.  Aillon  MD  Cardiac,  Thoracic  and  Vascular  Surgery 

Medical  Director  ' South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


AN  ALTERNATIVE  TO  PSYCHIATRIC  HOSPITALIZATION 
1326  Stemmons  Avenue,  Dallas,  Texas  75208;  (214)  943-1878 


North  Hills  Professional  Building  Suite  303 

4351  Booth  Calloway  Road,  North  Richland  Hills,  Texas  76180 


Pulmonary  Medicine 


TEXAS  LUNG  iNSTiTUTE 

Diagnosis  & Treatment  of  Pulmonary  Illness  & Injuries 

Occupational  Disability  Evaluations 

Toxic  Chemical  Exposures 

Tertiary  Care  in  a Major  Teaching  Hospital 

Physicians  Board  Certified  in  Occupational  and  Pulmonary  Medicine 

Hermann  Hospital 
641 1 Fannin 
Houston,  Texas  77030 
713  797-3111 


Radiation  Oncology 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 
Practice  Limited  to  Radiation  Oncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246:  214  827-3890 
Hours  by  Appointment 


Urology 

C.F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurouroloqy,  Endourology,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL. 

1 101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $80  per  column  inch  per  month  and  listings  must  run 
for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for 
six  months’  advance  payment.  New  listings,  changes,  or  can- 
cellations should  be  sent  to  Mark  Bizzell,  TEXAS  MEDICINE, 
401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the 
month  preceding  publication  month. 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACR  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 
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Opportunities  Available 

Academics 


Physician  with  Texas  iicense  needed  to  practice 
general  medicine  at  Student  Health  Center.  Forty-hour 
week,  Monday-Friday.  Minimal  call  duty.  Fringe  benefits. 
Contact  Sheila  Meyer,  Director,  University  of  North  Texas 
Health  Center,  PO  Box  5158,  Denton,  TX  76203,  817 
565-2786.  Equal  Opportunity/Affirmative  Action  Employer. 

Cardiology 


Cardioiogist  — Invasive/Non-Invasive  BC/BE  to  join 
two  BC  cardiologists  located  in  southwest  Houston. 
Good  salary,  fringe  benefits,  partnership  after  two  years. 
Send  CV  to  P.  McKenzie,  7737  Southwest  Frwy.,  Suite 
900  Houston,  TX  77074. 

Dermatology 


Houston  — 60  physician  Internal  Medicine  group  has  a 
Dermatology  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hall,  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  TX  77030. 

Emergency  Medicine 


Medicus, 

I RA. 

Medicus  is  a group  of  career  emergency 
and  primary  care  specialists  who 
combine  high  standards  in  physician 
staffing  with  expertise  in  emergency 
department  and  primary  care  manage- 
ment. We  offer  outstanding  director- 
ship and  staff  oppKirtunities  for  qualified 
physicians  with  lucrative  compensa- 
uon,  incentives  and  piaid  malpractice. 
We  currently  staff  over  25  facilities  in 
ideal  locations  throughout  Texas  & 
Louisiana. 

Call  our  Recruiting  Department  today  or 
send  y our  C.V.  for  career  opportunities  in : 

Texas  East  Texas 

Dali  as,  Ft.  Worth  Hill  Country 

Houston  Area  North  Texas 

San  Antonio  Area 

Texas  Medicus,  P.A. 

4514  Cole  Ave,  Suite  804 
Dallas,  Texas  75205 
(800)  486-3763  (214)  522-9591 


EMERGENCY  CARE 

Emergency  Physician  Practice  Opportunities 
Available  In  The  Following  Areas: 


* Houston.  Texas 

* Baytown.  Texas 

* Pasadena.  Texas 


» East  Texas 
» Arkansa.s 

► Other  Opponimjtics  Available 


Medical  Networks  has  excellent  career  and  part-time 
practice  opportunities  available  for  physicians  experi- 
enced in  emergency  medicine.  In  addiiian  to  paid 
S1M/S3M  professional  liability  insurance,  our  attractive 
compensation  packages  range  up  to  S250,00Q  plus 
annually.  Hourly  rateA  s. -percentage  arrangements  avail- 
able in  some  locations. 

See  our  classified  ads  in  this  issue  for  more  details,  or 
contact: 

Physician  Resources  Department 
Medical  Networks,  Inc. 

P.O.  Box  -i-i48 
Houston.  Texas  ‘’’’ilO-mS 


(713)  446*9696 


(800)  231*0223 


Needed:  Emergency  physicians  — North  Central 
Texas  area,  full  and  part-time.  For  an  application  call 
817-336-8600  or  write  Emergency  Medicine  Consul- 
tants, PA;  1525  Merrimac  Circle,  Suite  107,  Fort  Worth, 
TX  76107. 

Emergency  Physician  — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service  with 
guarantee.  Cpntact  Greater  Houston  Emergency  Physi- 
cians Associates,  P.O.  Box  7445,  Houston,  TX  77248; 
713-869-6235. 


Dallas-Ft.  Worth 

Excellent  Emergency  Medicine  group 
committed  to  quality  patient  care  as  well  as 
individual  growth  and  professional  fulfillment 
desires  emergency  physicians  for  CAREER 
opportunities.  For  more  information,  please 
call  or  submit  CV  in  confidence  to: 

Jerry  Weissman,  Metroplex  Emergency 
Physicians,  841 1 Preston  Road,  Suite 695, 
LB  34,  Dallas,  Texas  7523 1,214  373- 1115. 


San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family  practice  clinics.  Guaranteed  $1Q0,000  for 
4-day  week,  13  hr.  days,  50  weeks/year.  Profit  sharing 
above  guarantee.  Contact  Wayne  Williams,  MD,  915- 
942-861 1 , Shamrock  Clinics,  4208  College  Hills,  San 
Angelo.  TX  76904. 

West  And  South  Texas:  Excellent  opportunities 

available  in  Del  Rio  and  Weslaco.  These  moderately  busy 
level  II  hospitals  currently  have  openings  for  qualified 
physicians  interested  in  earning  $45-$65-r  per  hour. 
Physicians  maintain  independent  contractor  status,  and 
receive  the  benefit  of  paid  $1  M/$3M  professional  liability 
insurance.  For  more  information  on  these  or  other 
opportunities  in  Texas,  contact  Sterling  Healthcare,  Inc. 
@ 1 -800-999-3728,  or  send  CV  to  8700  Crownhill,  Suite 
600,  San  Antonio,  TX  78209. 

San  Antonio:  Medical  Director  and  staff  postions 

available  for  Emergency  Physicians  who  are  BC/BE  in  a 
primary  care  specialty,  or  have  equivalent  emergency 


medicine  experience.  Excellent  compensation  packages 
include  paid  $1M/$3M  professional  liability  insurance. 
For  more  information  on  these  or  other  opportunities  in 
Texas,  contact  Sterling  Healthcare,  Inc.,  1-800-999- 
3728,  or  send  CV  to  8700  Crownhill,  Suite  600,  San 
Antonio,  TX  78209. 


EnmCaie 


EmCare,  a progressive  physician  oriented  group  commit- 
ted to  excellence  in  emergency  medicine,  has  academic 
faculty,  directorship  and  staff  positions  available  for  well 
qualified  career  oriented  emergency  physicians.  Practice 
opportunities  include: 


Orlando,  FL 
I St.  Cloud,  FL 
I St.  Petersburg,  FL 
1 Albany,  GA 
1 New  Orleans.  LA 
I Tupelo,  MS 
I Las  Cruces.  NM 
I Ithaca,  NY 


■ Rome,  NY 

■ Amarillo,  TX 

■ Athens,  TX 

■ Austin,  TX 

■ Dallas/Ft.  Worth,  TX 

■ Harlingen,  TX 

■ Tyler,  TX 

■ Waco,  TX 


Houston/Galveston,  TX 


EmCare  combines  the  flexibility  of  independent  contractor 
status,  competitive  guarantees  vs.  fee-for-service  remun- 
eration, providing  compensation  packages  of  $125,000  to 
$250,000  +.  Professional  liability  insurance  obtained,  with  the 
opportunity  to  establish  a secure  emergency  medicine 
practice.  Excellent  health,  life  and  disability  package  available 
to  independent  contractors. 

For  details  on  EmCare  opportunities,  contact: 
Professional  Services/EmCare 
1717  Main  Street,  Suite  5200  • Dallas,  Texas  75201 
(214)  761-9200  • (800)  527-2145 


Outstanding  Emergency  Medicine  Opportunities 

— Sterling  Healthcare,  Inc.,  a progressive  physician-ori- 
ented group  committed  to  the  highest  standards  in 
emergency  medicine,  has  outstanding  opportunities  for 
qualified  physicians.  Present  opportunities  are  in  Level  II 
facilities  with  annual  patient  volumes  from  1 1 ,000  to 
26,000.  Compensation  packages  include  $1  M/$3M  pro- 
fessional liability  insurance,  plus  physicians  receive  the 
added  benefit  of  working  in  a flexible  environment  as 
independent  contractors.  To  obtain  more  information 
contact  Sterling  Healthcare,  Inc.,  8700  Crownhill,  Suite 
600,  San  Antonio,  TX  78209,  or  call  1 -800-999-3728. 


Family  Practice 


Practice  in  the  mountains  of  Texas.  Small  college 
town.  One  or  two  physicians.  Lease  or  purchase  busy 
practice.  Good  income  potential.  817  927-1201  work  or 
817  236-4224  home. 


Austin,  Texas  — Physician(s)  needed  for  full  time,  part 
time,  weekdays,  weekends  to  staff  a free  standing 
urgent  care  center.  Remuneration  commensurate  with 
experience.  Send  CV  and  application  to  Austin  Medicen- 
ter,  c/o  Sheila  Twyman,  Medical  Administrator,  6343 
Cameron  Rd.,  Austin,  TX  78723  or  call  512-467-2052 

Dallas,  Texas  — Busy  solo  Family  Practice  available  in 
suburban  multi-specialty  building,  includes  COLA-certified 
lab,  X-Ray,  ECG,  computerized  business  office;  office 
practice  gross  $300+,  with  minimal  to  no  call.  For  sale  by 
retiree  who  will  stay  through  transition.  Hospital  will  help 
with  guarantee.  Respond  with  CV  for  more  info  to  Ad  Box 
780/Advertising,  401  West  15th,  Austin,  Texas  78701. 

Physician  needed  for  Saturday  family  practice  cov- 
erage in  Texas  cities,  some  weekdays  available.  Up  to 
$350  for  4-7  hours  coverage.  Contact:  Physician 
Recruitment,  6208  Montgomery  NE  Suite  D,  Alber- 
querque,  NM  87109. 

Family  Practice  — BE/BC  family  physician  needed  to 
join  with  4 other  family  practitioners  in  a thriving  practice 
in  Beaumont,  Texas.  Modern,  full  service  clinic  offers  a 
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guaranteed  salary  plus  percentage  of  production  and 
benefits.  Send  CV  to  Nancy  Bloomfield,  4010  College. 
Suite  200,  Beaumont,  TX  77707, 


*Turn 

to  INTERIM’ 

For  attractive  locum  tenens 
opportunities  in  family  practice  and  | 
other  primary  care  specialties. 

variety  and  choice 
competitive  income 
paid  malpractice 

For  information,  call 

1-800-531-1122 

INTERIM 


NETWORK 

Regional  offices: 

New  Braunfels,  TX  • Denver,  CO 
Bellevue,  WA  • Phoenix,  AZ  • Chicago,  IL 
Ventura,  CA  • Oakland,  CA 


We're  offering  physicians  the  opportunity  to 
practice  medicine.,  without  administrative 
headaches  that  go  along  with  it. 

J Competitive  guaranteed  income  with 
fee-for-service  potential 

J Professional  liabiliti/  available 

-I  On-site  administrative/billing  personnel 
provided 

iJ  Excellent  health,  life  and  disability 

insurance  options  for  full-time  independent 
contractors 

For  additional  information  on  opportunities, 
specialties  and  nationwide  locations,  contact: 


Ryan  Tedrow 
Physician  Recruiter 


Glenn  Farmer 
Chief  Operating  Officer 


(800)  527-2145 
(214)  761-9200 


GOVERNMENT  SERVICES.  INC. 
1717  Main  St.^  Suite  5200  ♦ Dallas,  TX 


Opportunities  available  with  clinics,  groups  and  solo 
in  Austin,  East  Texas,  Central  Texas  and  other  square 
shooter  communities.  Contact  Jerry  Lewis,  The  Lewis 
Group®  1-800-666-1377 

Family  Practice  - Texas  Hill  Country  — join  another 
physician  or  establish  solo  practice  with  hospital  guaran- 
tee. Option  to  work  in  Hospital  owned  clinic  in  ambula- 
tory care  setting.  For  details,  contact  Practice  Dynamics, 
11222  Richmond,  Suite  125,  Houston,  TX  77082;  800 
933-0911  or  713  531 -0911. 

Dallas  — Prevention-oriented  MD  needed  2-3  days  per 
week  for  workplace  wellness  screenings  and  2-3  half 
days  for  general  medicine  in  specialty  center.  Potential 
for  full-time  position.  Combination  hourly  and  fee  for  ser- 
vice with  minimum  guarantee.  Contact  Enhancement 
Medical,  Inc.,  214  702-9517. 

Tired  of  fighting  traffic?  A 350K  Gross  PA  FP.  No  on 

call,  HMO's.  Equipped,  staffed,  freehold  2400  ft.  building, 
1 hour  north  of  Dallas.  Includes  the  house  and  14  acres 
of  horses.  Enjoy  weekends  sailing  and  fishing  on  huge 
Lake  Texoma.  Consider  Exchange!  Dr  Rakkar  903  564- 
5668  and  Fax  903  564-3048.  No  downpayment. 

Internal  Medicine 


Gold  Mine  for  Internist  — Wanted,  aggressive  and 
energetic  physician,  BE/BC  to  do  consultations  for  a group 
of  family  physicians.  Must  be  able  to  do  procedures.  Very 
competitive  fee  for  service  income  available,  including  ben- 
efits. Salary  is  based  on  percentage  of  collections  with  a 
base  salary  guarantee.  Send  CV  to  Nancy  Bloomfield, 
4010  College  St.,  Suite  200,  Beaumont,  TX  77707. 

Progressive  internist  needed  — Central  Austin, 
Texas.  Fully-staffed  and  furnished  attractive  office  space. 
Affability,  flexibility,  and  personality  a must.  Unbeatable 
deal,  very  flexible,  Anita  Bradley,  Office  Manager,  512 
477-3282. 

Houston  — 60  Physician  Internal  Medicine  group  has  an 
Internal  Medicine  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hall,  Administrator,  Diagnostic  Clinic 
of  Houston,  6448  Fannin,  Houston,  Texas  77030. 

Bryan/College  Station  — Two  busy  Internists  with  13 
years  total  experience  here  are  seeking  another  associ- 
ate. Income  guarantee  or  possible  first  year  salary.  Send 
CV  to:  Gordon  Crawford,  Professional  Relations, 
Humana  Inc.,  Dept.  II-9B,  PO  Box  1438,  Louisville.  KY 
40201-1438.  Or  call  Toll-Free  1-800-626-1590. 

Internal  Medicine  — St.  David’s  Hospital.  331 -bed 
acute  care  hospital,  part  of  St.  David's  Health  Care  Sys- 
tem in  Austin.  TX  is  seeking  an  Internist  for  the  campus 
as  a solo-practitioner  or  as  an  associate  in  a group.  Call 
512  397-4161  or  send  CV  to  St.  David’s  Heatih  Care 
System:  PC.  Box  4039,  Austin.  TX  78765-4039,  Attn: 
Victor  Mikeska. 

Internal  Medicine  — Clear  Lake,  TX  — 3 physician 
practice  seeking  associate  to  accommodate  rapid 
growth  of  practice.  Income  guarantee,  production 
bonus,  full  benefits  and  offer  of  partnership.  For  details, 
contact  Practice  Dynamics.  11222  Richmond,  Suite  125, 
Houston,  TX  77082;  800  933-091 1 or  713  531  -091 1 . 

Internal  Medicine  — Houston  — Join  prestigious 
SSG  in  Med-Center.  Competitive  compensation  pack- 
age. For  details,  contact  Practice  Dynamics,  11222 
Richmond,  Suite  124,  Houston,  TX  77082;  800  933- 
0911  or  713  531 -0911. 

Neurology 


Houston  — 60  Physician  Internal  Medicine  group  has  a 
Neurology  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hall,  Administrator.  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  TX  77030. 
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Obstetrician/Gynecologist,  board 
eligible  or  certified,  to  join  an  incor- 
porated practice  of  2 board  certified 
Ob/Gyns.  Subtropical  Gulf  Coast 
area  with  excellent  water  sports, 
hunting  and  fishing  all  year  round. 
Gender  no  barrier.  Excellent  salary, 
full  range  of  benefits.  Send  CV  to 
Ad  Box  785/Advertising,  401  West 
15th,  Austin,  TX  78701. 


Expanding  IS-Physician  multi-specialty  group  has 
excellent  opportunity  for  an  OB/GYN  physician  in  friendly 
West  Texas.  Community  of  25,000.  Adjacent  to  a 1 53- 
bed  modern  hospital.  Excellent  guaranteed  salary  with 
no  first  year  expenses  in  addition  to  benefits.  Moving 
allowance  also  available.  Direct  inquiries  or  send  CV  to 
Rhonda  Hayes,  Malone  & Hogan  Clinic,  1501  W.  11th 
Place,  Big  Spring.  Texas  79720.  915  267-6361. 

Oncology 


Houston  — 60  Physician  Internal  Medicine  group  has 
an  Oncology  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hall,  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  TX  77030. 

Houston,  Texas  — An  Oncologist  is  needed  to  estab- 
lish practice  in  the  greater  Houston  area.  Financial  assis- 
tance and  call  schedule  with  other  solo  Oncologist.  Send 
CV  to:  Gordon  Crawford,  Professional  Relations,  Dept.  II- 
9C,  PO  Box  1438,  Louisville,  KY  40201-1438.  Or  call 
Toll-Free  1-800-626-1590. 

Orthopedic 


Orthopedic  Surgeon  to  join  group  with  6 orthopods. 
Established  practice  in  north  Houston  suburbs,  excellent 
opportunity  with  salary  plus  incentive  leading  to  partner- 
ship in  one  year,  bonuses  and  paid  benefit  package. 
Send  resume  to:  Doctors,  9816  Memorial  Blvd,  Ste  102, 
Humble  TX  77338. 

Houston  — A well-established  and  boarded  Orthopedic 
group  on  staff  at  our  469-bed  hospital  in  the  Clear  Lake 
area  near  the  NASA  Space  Center,  is  now  seeking  another 
member.  Send  CV  to:  Gordon  Crawford,  Professional  Rela- 
tions. Humana  Inc.,  Dept.  II-9A,  PO  Box  1438,  Louisville, 
KY  40201-1438.  Or  call  Toll-Free  1-800-626-1590. 

Pediatric 


Children  in  various  areas  of  Texas  need  pediatrician 
to  take  care  of  their  aches  and  pains.  Salary  incentive. 
Whatever  it  takes.  Jerry  Lewis  of  The  Lewis  Group  @ 1 - 
800-666-1377. 

Fall  opening  for  BE/BC  pediatrician  in  thriving  group 
in  Corpus  Christi.  Take  over  busy,  very  lucrative  practice 
for  doctor  who  is  relocating  out  of  state.  Call  or  send  CV 
to:  Jeffrey  Hull,  MD,  3435  S.  Alameda,  Corpus  Christi, 
TX  7841 1.51 2 853-7311, 

Pediatrician  — Houston  — Join  8 member  group  in 
fast  growing  young,  affluent  service  area.  Net  guarantee, 
bonus,  excellent  benefits  and  partnership  opportunity. 
For  details,  contact  Practice  Dynamics,  11222  Rich- 
mond, Suite  125,  Houston,  TX  77082;  800  933-0911  or 
713  531-0911, 
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Primary  Care 


Practice 

Makes 

Perfect 


In  Arkansas 

Practice  opportunities 
available  statewide  for 
qualified  physicians. 
Excellent  incentives. 
For  more  information, 
contact  Office  of 
Primary  Care, 
Arkansas  Department 
of  Health,  4815  W. 
Markham,  Little  Rock, 


k 


AR  72205-3867. 
Phone  501/661-2194. 


J 


neuroradiology.  Send  CV  to  5429  Vista  Meadow  Circle, 
Dallas.  TX  75248. 

Expanding  15-Physician  multi-specialty  group  has 
excellent  opportunity  for  a radiologist  in  friendly  West 
Texas  community  of  25,000.  Adjacent  to  a 153-bed 
modern  hospital.  Excellent  guaranteed  salary  with  no  first 
year  expenses  in  addition  to  benefits.  Moving  allowance 
also  available.  Direct  inquiries  or  send  CV  to  Rhonda 
Hayes,  Malone  & Hogan  Clinic,  1501  W 11th  Place,  Big 
Spring,  TX.  79720,  91 5 267-6361 . 

Houston  — 60  Physician  Internal  Medicine  group  has  a 
Diagnostic  Radiologist  position  available.  For  further  infor- 
mation, send  CV  to:  Robert  B.  Hall.  Administrator,  Diagnos- 
tic Clinic  of  Houston,  6488  Fannin,  Houston,  TX  77030. 

Radiologist,  Tyler,  Texas  — The  University  of  Texas 
Health  Center  at  Tyler,  Texas  invites  applications  for  a clini- 
cal faculty  position  in  the  Department  of  Radiology.  Some 
teaching,  but  publishing  or  research  not  required.  A pro- 
gressive four-person  department  practices  general  radiol- 
ogy (including  interventional,  MRI,  and  SPECT)  and  per- 
forms approximately  27,000  exams  per  year.  New 
equipment,  flexible  work  hours,  very  light  call,  no  weekend 
schedule.  Year-round  tennis,  golf,  and  boating  are  avail- 
able in  addition  to  excellent  schools.  Competitive  first-year 
salary  and  an  unsurpassed  benefits  package  are  offered. 
Send  CV  to  J.  R.  Shepherd,  MD,  University  of  Texas 
Health  Center  at  Tyler,  PC  Box  2003,  Tyler,  TX  75710,  or 
call  at  903  877-7100.  The  University  of  Texas  Health  Cen- 
ter at  Tyler  is  an  affirmative  action,  equal  opportunity 
employer.  Minorities  are  encouraged  to  apply. 

Groups  need  associates/partners.  Why  wait  until 
1 992  to  find  out  what  is  available?  Just  do  it.  Desireable 
locations.  Jerry  Lewis  of  THe  Lewis  Group  @ 1 -800-666- 
1377. 

Fast-growing  imaging  facility  is  looking  for  an  ener- 
getic radiologist  with  proper  MRI  training.  Excellent  salary 
and  benefits,  please  call  Keyvan  Yousefian  @ 713  486- 
4249  and  leave  a message. 


Primary  Care  — Physicians  to  join  large  multi-specialty 
group.  Competitive  base  salary  with  incentive  bonus 
each  quarter.  1-800-289-5902.  Sandra  Vega. 

Psychiatric 


Texas  — Exclusive  Psychiatric  Recruitment.  Positions 
available  in  Texas;  Medical  Director  of  Adolescent  Hospi- 
tal. outstanding  salary  and  fringe  benefit  package.  East 
Texas.  For  additional  information  contact  Michele 
Puibello  at  The  Pickering  Group,  Inc.,  11433  N.  Port 
Washington  Road,  Mequon,  Wisconsin  53092.  Phone: 
800-752-2464.  FAX:  414  241-  8579. 

Psychiatry  Positions  — Nationwide  — The  Picker- 
ing Group  - physician  recruitment  limited  to  psychiatry 
has  over  100  positions  available;  some  in  Texas.  Attrac- 
tive settings  and  compensation  package.  For  additional 
information  contact  Michele  Puibello  or  Milton  Perkins  at 
The  Pickering  Group.  11433  N.  Port  Washington  Road, 
Mequon,  Wisconsin  53092.  Phone:  800-752-2464.  FAX: 
414  241-8579. 


Rheumatology 


College  Station,  Texas  — A rheumatologist  is  needed  in 
this  university  community,  where  our  hospital  has  estab- 
lished a Physical  Medicine  and  Rehabilitation  Institute 
which  includes  water  therapy.  The  successful  candidate  will 
be  welcomed  by  a newly  established  Physiatrist  and  our 
Orthopedic  Surgeons,  as  many  patients  are  now  referred 
out  of  the  community.  Excellent  financial  assistance.  Send 
your  CV  to:  Gordon  Crawford,  Manager.  Professional  Rela- 
tions, Dept.  II-9D.  PC  Box  1438.  Louisville,  KY  40201- 
1438.  Or  call  TOLL-FREE  1-800-626-1590. 

Houston  — 60  Physician  Internal  Medicine  group  has  a 
Rheumatology  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hall,  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  TX  77030. 

Urology 


Busy,  Established,  Metropolitan  urology  group 
wishes  to  add  experienced  partner.  Send  resume  to  PO 
Box  29000  #1 66,  San  Antonio,  TX  78229. 


Pulmonary 


Houston  — 60  Physician  Internal  Medicine  group  has  a 
Pulmonary  Disease  position  available.  For  further  informa- 
tion, send  CV  to:  Robert  B.  Hall,  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  TX  77030. 


College  Station  — Urologist  needed  to  join  a two-per- 
son group  offering  salary  incentives  and  future  buy-in,  or 
go  solo  with  income  guarantee.  Send  CV  to:  Gordon 
Crawford,  Professional  Relations,  Humana  Inc.,  Dept,  II- 
9E,  PO  Box  1438,  Louisville,  KY  40201-1438.  Or  call 
Toll-Free  1-800-626-1590. 


BD  Certified  Puimonologist  swamped  with  patients 
wants  associate  possible  partnership  for  Dallas.  Great 
area,  great  opportunity.  Contact  Jerry  Lewis  @ 1-800- 
666-1377. 

Radiology 


Radiology  — Immediate  opening  for  BE/BC  Radiologist 
in  Dallas  area  outpatient  practice.  All  modalities,  mostly 


Urologist  — Hospital  recruiting  physician  to  take  over 
practice  from  retiring  physician.  Population  of  75,000 
with  draw  area  of  1 50,000  within  20  minutes  of  Houston. 
For  details  contact  Practice  Dynamics,  11222  Rich- 
mond, Suite  125,  Houston,  TX  77082;  800-933-091 1 or 
713  531-0911. 
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Innovative,  rapidly  growing  Urology  group  looking 
for  an  experienced  BC/BE  urologist  to  join  a busy,  mod- 
ern, multiple  office  practice  in  North  Dallas  area.  For 
information  please  call  Tonjia  @214  420-8500. 

Other  Opportunities 


city  of  Fort  Worth 

Public  Health  Assistant  Director  - The 

Fort  Worth  Health  Department  is  seeking  an 
Assistant  Director  to  oversee  the  divisions 
of  personal  health  services,  disease  control, 
community  dental  services,  and  the  medical 
staff.  Must  have  an  interest  in  providing 
clinical  services  as  well  as  program 
administration.  Salary  to  mid-80's  DOQ. 

Physician  - Seeking  BE/BC  family  practice 
or  public  health/preventive  medicine  physi- 
cian. Will  work  in  area  of  pediatrics,  family 
planning,  STD  control  and  HIV  services. 

MD  or  DO.  Salary  to  $75,000  DOQ. 

Consider  full-time  public  health  career 
with  no  office  overhead,  minimal  night  call, 
research  opportunities,  excellent  benefits, 
recreational,  and  cultural  opportunities, 
Texas  licence  or  ability  to  obtain  required. 
Send  CV  to  Nick  U.  Curry,  MD,  1800 
University  Drive,  Fort  Worth,  Texas  76107. 


Position  Available  — Seeking  BC/BE  Family  Practice, 
General  Internist,  Endocrinologist,  OB/GYN  to  join  estab- 
lished multi-specialty  clinic.  Excellent  benefits  and  guar- 
antee. Send  CV  to  Leroy  W.  Kitch,  Administrator,  Skinner 
Clinic,  124  Dallas  St..  San  Antonio,  TX  78205. 

Houston  — 60  Physician  Internal  Medicine  group  has  a 
Gl  position  available.  For  further  information,  send  CV  to; 
Robert  B.  Hall,  Administrator,  Diagnostic  Clinic  of  Hous- 
ton, 6448  Fannin,  Houston.  Texas  77030. 

South  Texas  — Near  the  Gulf.  Acute  care  hospital 
needs  one  OB/GYN,  one  Family  Practice,  one  General 
Surgeon,  Excellent  benefits  with  generous  one  year 
guarantee,  1 -800-28905902  Sandra  Vega. 

Colon  Rectal  — Large  metro  city  with  vibrant  cultural 
arts  and  theatre.  Retiring  surgeon  offers  excellent  loca- 
tion and  benefits.  Buy  practice  in  3-5  years.  1-800-289- 
5902.  Sandra  Vega. 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

T exas  & Sunbelt  States 
Call  1 -800-2S4-4560 

Houston:  785-3722  Reuben 

orsendCV:  U140WesttTeimer  B r o n s t e i n 

Suite  144  

Houston,  TX  77042  &.  Associates 


FP/PEDS/IM  — Corpus  Christi,  TX.  Solo,  small  group. 
Excellent  guarantees,  malpractice,  relocation.  1-800- 
289-5902.  Sandra  Vega. 

Physician  For  Nationwide  Travei.  Health  research 
organization  seeks  physician  for  National  Health  & Nutri- 
tion Examination  Survey  sponsored  by  the  U.S.  Public 
Heatih  Service.  Individual  will  be  part  of  a large  medical 
team  conducting  health  examinations  in  govt,  mobile 
exam  centers  traveling  to  88  areas  of  the  U.S.  through 
1993.  Must  be  licensed  in  one  state.  One  year  minimum 
commitment  and  FULL-TIME  CONTINUOUS  TRAVEL 
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■ Establishment 

■ Management 
Consulting 


Physician 
Resource 
Network 


Endorsed  by  the  Texas  Medical  Association 


CARDIOLOGY 


NORTHEAST  TEXAS 

Cardiology  group  seeks  BE/BC  Invasive  car- 
diologist for  associate  practice  in  NE  Texas 
community,  referral  area  of  1 50,000.  Modern 
medical  facilities  in  town  with  more  than  100 
physicians.  Progressive,  family-oriented  com- 
munity with  strong,  diversified  economy,  ex- 
cellent schools.  Many  social  and  recreational 
opportunities  Generous  compensation  and 
benefits  to  high  caliber  physician 
Contact:  Vicki  Truitt. 


DIAGNOSTIC  RADIOLOGY 


PANHANDLE 

Excellent  private  practice  opportunity  for  BC/ 
BE  radiologist  desirous  of  living  in  a community 
with  excellent  quality  of  life;  great  place  to  rear 
children.  New  hospital  with  state  of  the  art 
diagnostic  equipment,  including  CT,  Well-trained 
medical  community  supportive  of  effort.  Generous 
incentive  package  to  qualified  candidate. 
Contact:  Jim  Truitt. 


FAMILY  PRACTICE 


DALLAS 

Established  fee-for-service  practice  available 
for  assumption.  Full  scope  of  family  medicine, 
except  OB.  Average  gross  $320K-l-  annually. 
Bilingual  (Spanish)  skills  helpful.  Retiring 
physician  will  introduce.  Financing  available  to 
qualified  candidate.  Contact:  Jim  Truitt. 

WEST  TEXAS 

Board  certified  family  physicians  seek  asso- 
ciate for  busy  practice.  OB  preferred.  Friendly 
town,  good  schools.  Within  35  minutes  of 
larger  city.  Very  lucrative  financial  situation. 
Attractive  group  practice  Contact:  Jim  Truitt. 


D/FW  METROPLEX 

Recently  trained,  BC  family  physicians,  sought 
for  private,  single  specialty  group  or  solo  (shar- 
ing call)  practice  in  growing,  northern  Met- 
roplex  area.  Modern  hospital  will  sponsor 
qualified  physicians.  Excellent  schools  and 
quality  of  life  in  this  popular  area. 

Contact:  Vicki  Truitt. 

AMARILLO 

Well  established  FP  seeks  associate  for  prac- 
tice in  community  of  150,000-1-.  No  OB.  356- 
bed  hospital  offering  competitive  incentive 
package.  Excellent  schools,  quality  of  life;  four 
season  climate.  Ideal  location  for  outdoor 
sports  enthusiast.  Easy  access  to  snow  and 
water  skiing,  boating,  fishing,  and  more. 
(Contact:  Jim  Truitt 

FORT  WORTH 

Board  certified  family  physician  needed  for 
office-based  practice  in  community  health 
clinic.  No  evening  or  weekend  call.  Generous 
compensation.  Academic  appointment  avail- 
able Contact  Vicki  Truitt. 


PANHANDLE 

Texas  community  of  8,000  (service  area  of 
20,000)  seeks  BC  FP  for  solo  practice,  sharing 
call  with  a young  well-trained  BC  FP  New  hos- 
pital, sound  economy;  good  schools.  Excellent 
quality  of  life.  Abundant  outdoor  recreational 
opportunities  available.  Generous  incentive 
package  including  income  guarantee,  reloca- 
tion, office  space  and  more. 

Contact.  Jim  Truitt. 

FORT  WORTH 

Single  specialty  group  and  solo  practice  op- 
tions available  for  board  certified  family  prac- 
titioner with  well-established  Metropiex  hos- 
pital. Competitive  incentive  package  will  be 
offered  to  qualified  candidates. 

Contact:  Barry  Strittmatter 


GASTROENTEROLOGY 


NORTHEAST  TEXAS 

Three  busy  gastroenterologists  seek  fourth 
associate  for  group  practice  in  NE  Texas. 
Shared  call,  comprehensive  benefit  package, 
early  partnership.  Modern  office  and  hospitals. 
Attractive  community  with  strong,  diversified 
economy  excellent  schools.  Many  social  and 
recreational  opportunities 
Contact:  Vicki  Truitt 


INTERNAL  MEDICINE 


SOUTH  TEXAS 

Thirty  minutes  from  Padre  Island.  IM  group, 
specializing  in  critical  care,  seeks  fourth  com- 
patible associate.  Great  climate  and  lifestyle. 
Recreational  opportunities  abound.  Excellent 
income  potential.  Contact  Barry  Strittmatter 

PANHANDLE 

Excellent  private  practice  opportunity  for  BC/ 
BE  physician  in  community  of  8,000  (service 
area  of  20,000).  New  hospital  with  state  of  the 
art  diagnostic  equipment  Well-trained  medical 
staff  supportive  of  this  effort.  Many  outdoor  rec- 
reational opportunities  available.  Good  school 
system.  Excellent  quality  of  life.  Generous 
incentive  package.  Contact:  Jim  Truitt. 

WEST  TEXAS 

Community  of  approximately  9,000  (referral 
area  population  17,000)  seeks  BE/BC  inter- 
nist. Modern  50-bed  hospital.  Friendly  town, 
good  schools.  Within  35  miles  of  200,000-1- 
population  center.  Especially  attractive  to  sports- 
minded  individuals.  Many  recreational  ameni- 
ties available.  Generous  incentive  package  to 
qualified  candidate.  Contact:  Barry  Strittmatter. 

WEST  TEXAS 

Four  American  trained,  board  certified  inter- 
nists seek  compatible  associate  for  busy 
group  practice  in  Texas  community  of 
1 00,000-1- . Office  adjacent  to  modern  hospital. 
Excellent  call  arrangement,  salary  and  bene- 
fits. Full  associate  status  in  second  year. 
Contact;  Jim  Truitt. 


THE  TEXAS  SPECIALISTS 

— Working  in  Texas  for  Texans,  since  1984  — 


NORTHEAST  TEXAS 

Two  Internists  seek  third  associate  for  busy 
practice  in  NE  Texas  community  of  27,000 
(referral  area  of  1 50,000 -f).  Progressive, 
family-oriented  community  with  strong,  diver- 
sified economy  excellent  schools.  Social  and 
recreational  opportunities  abound  Modern 
medical  facilities.  Shared  call;  attractive  incen- 
tive package.  Contact.  Vicki  Truitt, 


AMARILLO 

Busy  BC  IM  seeks  associate  for  rapidly  expan- 
ding practice.  Fully  equipped  office  facilities. 
356-bed  hospital  offering  competitive  incentive 
package.  Excellent  schools  and  quality  of  life; 
four  season  climate.  Ideal  location  for  the  out- 
door sports  enthusiast.  Easy  access  to  snow 
and  water  skiing,  boating,  fishing,  etc. 

Contact:  Jim  Truitt. 


NEUROLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  1 50,000  seeks 
BE/BC  neurologists  for  associate  practice  (or 
solo  sharing  call);  fee  for  service.  Modern  medi- 
cal facilities;  100-k  doctors  in  town  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy,  excellent  schools. 
Many  social  and  recreational  opportunities. 
Generous  incentive  package  to  qualified 
physician.  Contact:  Vicki  Truitt. 

D/FW  METROPLEX 

Neurologist  needed  in  affluent  NE  Tarrant 
County  community.  On  campus  with  modern 
hospital.  Competitive  incentive  package  to 
qualified  candidate.  Excellent  schools  and 
quality  of  life  with  attractive  amenities  of  both 
Dallas  and  Fort  Worth.  Contact:  Vicki  Truitt. 


OBSTETRICS/GYNECOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000 
seeks  BE/BC  OB/GYN  for  private  practice  (to 
share  call  with  three  other  OB/GYNs).  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy,  excellent  schools 
Many  social  and  recreational  opportunities 
Competitive  incentive  package  to  qualified 
physician.  Contact:  Vicki  Truitt. 

DALLAS 

Spanish-speaking  OB/Gyn  needed  for  asso- 
ciate practice  in  North  Dallas  location  Modern, 
325-bed  medical  center  Attractive  location.  For 
additional  details  contact:  Barry  Strittmatter. 


ONCOLOGY 


NORTHEAST  TEXAS 

Oncology  group  seeks  BE/BC  medical  on- 
cologist for  associate  practice  in  NE  TX  com- 
munity with  referral  area  of  1 50,000.  Modern 
medical  facilities  in  town  with  more  than  1 00 
physicians.  New  cancer  center  under  construc- 
tion. Progressive,  family-oriented  community 
with  strong,  diversified  economy,  excellent 
schools.  Many  social  and  recreational  oppor- 
tunities. Generous  compensation  and  benefits 
to  high  caliber  physician.  Contact;  Vicki  Truitt. 


ORTHOPAEDIC  SURGERY 


DALLAS 

Modern,  acute  care  medical  center  (325-beds) 
recently  trained,  board  certified  orthopaedic 
surgeon  to  join  existing  practice  (or  solo  with 
coverage).  Service  area  greater  than  525,000. 
Many  social  and  recreational  activities  avail- 
able. Incentive  package  to  qualified  physician. 
Contact:  Barry  Strittmatter. 


EAST  TEXAS 

Medical  staff  of  l(X)-bed  hospital  seeks  orthO' 
paedic  surgeon  (or  referral  area  of  approximately 
50,000  Attractive  community  of  1 4,000  with 
strong,  diversified  economy  Excellent  fishing 
and  hunting  One  hour  from  Dallas  Competi- 
tive incentive  package  to  qualified  physician 
Contact:  Barry  Strittmatter 


OTOLARYNGOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000-1- 
seeks  additional  otolaryngologist  for  private 
practice  opportunity.  Share  call  with  recently 
trained  BC  ENT.  Progressive,  family-oriented 
community  with  strong,  diversified  economy, 
excellent  schools.  Many  social  and  rec- 
reational opportunities.  Competitive  incentive 
package  to  qualified  physician 
Contact:  Vicki  Truitt. 


PEDIATRICS 


D/FW  METROPLEX 

Young  American  trained,  BC  pediatrician  seeks 
associate  for  practice  in  affluent  suburban  com- 
munity in  the  heart  of  thriving  D/FW.  Office  on 
campus  with  modern  hospital.  Excellent 
schools  and  quality  of  life 
Contact;  Vicki  Truitt. 

NORTHEAST  TEXAS 

Dynamic  group  of  American  trained,  BC  pediat- 
ricians seek  fourth  associate  for  group  practice 
in  attractive  community  of  27,000  (referral  area 
150,000).  Progressive,  family-oriented  com- 
munity with  strong  diversified  economy;  excel- 
lent schools.  Social  and  recreational  opportu- 
nities abound.  Modern  hospital  with  Level  II  nur- 
sery and  designated  pediatric  care  unit.  Shared 
call;  excellent  income  and  benefits;  early  part- 
nership. Contact:  Vicki  Truitt. 


PULMONARY  MEDICINE 


WEST  TEXAS 

Four  man  group  of  American  trained,  board 
certified  internists  seeks  compatible  pulmonary 
medicine  associate.  Community  of  1 0O.OOO-i- . 
Office  adjacent  to  modern  250-bed  hospital. 
Shared  call,  excellent  income  and  benefits.  Full 
associate  in  second  year. 

Contact;  Jim  Truitt 


SURGERY 


SOUTH  TEXAS 

Within  one  hour  of  San  Antonio.  South  Texas 
community  seeks  general  surgeon  for  sen/ice 
area  of  20,000.  Candidate  must  be  willing  to  do 
some  primary  care,  initially.  Hunting,  fishing 
(fresh  and  salt  water)  and  other  recreational 
activities  abound.  Forty-two  bed  hospital  will 
offer  generous  incentive  package  to  qualified 
candidate.  Contact:  Barry  Strittmatter. 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000-1- 
seeks  peripheral  vascular/general  surgeon  for 
private  practice  opportunity  in  community  of 
27,000.  Progressive,  family-oriented  com- 
munity with  strong  diversified  economy,  ex- 
cellent schools.  Many  social  and  recreational 
opportunities.  Shared  call;  competitive  incen- 
tive package  to  qualified  physician. 

Contact:  Vicki  Truitt. 


UROLOGY 


D/FW  METROPLEX 

Urologist  needed  in  affluent  NE  Tarrant  County 
community.  On  campus  with  modern  hospital. 
Competitive  incentive  package  to  qualified  can- 
didate, Excellent  schools  and  quality  of  life  with 
attractive  amenities  of  both  Dallas  and  Fort 
Worth  Contact:  Vicki  Truitt. 


Classified  Advertising 


REQUIRED.  Competitive  salary,  paid  malpractice,  per 
diem,  car.  four  weeks  paid  vacation  per  year,  holidays, 
and  health,  life,  dental  disability  insurance  offered.  Call 
Beverly  Geline,  800  937-8281.  ext  8248.  WESTAT,  INC. 
Rockville,  Maryland,  EOE/M/FA//H 


Correctional  Healthcare 

Full  time  primary  care  Physicians  & Psychia- 
trists, statewide  aduit  correctionai  faciiity  loca- 
tions, competitive  saiary/exceiient  benefits/Phy- 
sician  student  repayment  program.  Inquirers: 
TDCJ,  Box  99,  Personnel  Annex,  Huntsville,  TX 
77342-0099  or  contact  Glynda  Baker, 

409  294-2755. 


Situations  Wanted 

Positions  Wanted 


PhD-Exercise  Physiologist  — Certified  physician 
assistant  with  academic/research  background  and  man- 
agement experience  seeks  position  in  preventive  cardiol- 
ogy and/or  sports  medicine  in  Houston-Galveston  area. 
Call  Jack  Runyan,  Day  505  256-2839;  Evening  505  256- 
7734. 

For  Sale  or  Lease 

Automobile  Leasing 


Collector/Speciatly  Vehicle 
Lease  Funding  Available 

'56  Ford  Sunliner  Conv. 

100  point  restoration,  all  options  - perfect! 
'57  Chevrolet  Belaire  Conv. 

270  HP,  MOST  PERFECT  RESTORA- 
TION IN  EXISTENCE. 

'57  Ford  Thunderbird 

All  power  and  air,  both  tips  - fully  restored. 
'70  Mercedes  280  SL 
Both  tops,  automatic,  air,  professional 
restoration. 

'82  Rolls  Shadow  II 
25K  miles.  Absolutely  flawless! 

'85  Ferrari  308  GTSI 

25K  miles,  perfect!  Books,  tools,  records. 
'88  Mercedes  560SL 
14K  miles,  perfect  condition. 

“Corniche** 

(several) 

Over  20  Collector  and  Specialty  Vehicles 
to  Choose  From. 

We  Have  Lease  Financing 
for  Your  Car  or  Ours 
Apple  Medical  Leasing  1-800-827-7538 


Practices 


Solo  Gynecology  Practice  In 
Beautiful  San  Antonio 
For  Sale 

Located  in  Hospital  attached  office 
building  in  Medical  Center  in  North- 
west San  Antonio,  Texas. 
Phone  512  690-9800 


Selling  Your  Practice?  We  offer  practice  evaluations 
& brokerage,  physician  recruiting,  and  partnership  buy-in 
services.  We  can  help  you  make  the  right  decisions.  For 
a free  brochure,  call  or  write:  Practice  Dynamics,  Dept  T, 
11222  Richmond,  Ste  125,  Houston,  TX  77082:  713- 
531-0911. 

Attractive,  Active  General  Medical  Practice 

immediately  available  in  rural  SW  Texas  Community. 
Owned  by  retiring  physician.  No  OB.  Call  Eduardo 
Moreno.  MD  512  497-4272. 

Property 


Repossessed  Texas  Real  Estate  — Foreclosed 
income  properties,  commercial  land,  farms,  ranches  and 
small  acreage  tracts.  Seller/bank  financing.  Call  51 2 479- 
2726  for  information  and  brochure. 

Business  and  Financial 
Services 


Cormed 

Complete  ICD-9-CM  Volume  I & II  Coding 
Software.  Instant  Complete  access  and 
retrieval  ICD  codes.  Works  on  most 
computers.  For  information  and  orders  call: 
1-800-545-4CMS. 

Corley  Medical  Systems 


Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  cour- 
teous service.  Competitive  fixed  rate.  Physicians  Service 
Association,  Atlanta,  Georgia.  TOLL  FREE  1-800-241- 
6905.  Serving  MDs  tor  over  1 0 years. 

Professional  Resume  Services  — Successfully 
serving  physicians  since  1976.  All  levels  and  specialties. 
Curriculum  vitae  preparation.  Cover  letter  development. 
Career  planning.  Commitment  to  product  quality  and 
client  satisfaction.  Immediate  service.  Effective!  Profes- 
sional. Confidential.  Call  1-800-933-7598  (24  hours). 
Alan  D.  Kirschen,  M.A. 

UNSECURED  LOANS  $5,000  TO  $50,000.  Deferred 
principal  repayment  option  available  to  all  physicians. 
Financial  Resources  Company,  PC  Box  29302,  Rich- 
mond, VA  23229.  804  741-2841 . 

FLEX-SPEX  PREPARATION  — November  1991 
Intensive  Course,  Norfolk,  Virginia  features  Audio-visuals, 
home  study.  USNBE  Review  Center,  PO  Box  767, 
Friendswood,  TX  77546  713  482-8597. 

Advertising  Rates  & Data  — Regular  classified 
advertising  sells  for  $2.00  per  word,  minimum  25  words 
or  $50,  per  issue.  We  do  not  count  articles  (a,  an,  the). 
Display  classified  advertising  sells  for  $95  per  column 
inch,  per  month.  A variety  of  typefaces,  logos,  and  bor- 
ders may  be  used  in  display  classified  ads.  Ad  box  num- 
bers can  be  substituted  for  formal  addresses  upon 
request  at  no  extra  cost.  Name  and  address  of  ad  box 
number  listings  cannot  be  given  out  unless  specific  per- 
mission to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  box  number  holders  except  by  mail. 
Federal  laws  prohibit  references  to  race,  color,  religion, 
sex,  natural  origin,  or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  1st  of  ttie  month  pre- 
ceding publication.  Send  copy  to  Mark  Bizzell,  Classified 
Manager,  TEXAS  MEDICINE,  401  West  15th,  Austin, 
Texas  78701 . 


Advertising  Directory 


American  Physicians 
Service  Group  23 

AMI  24 

Apple  Medical  Leasing  5 

Autoflex 

Leasing  inside  Front  Cover 

Automedics  43 

Bell  Atlantic  59 

BMW  15 

Central  Texas  Professional  Billing  8 
Davis  & Davis  18 

Eli  Lilly  8-9 

Farm  Credit  Bank  8 

Glaxo/Zantac  41-42 

Insurance  Corporation 
of  America  1 7 

Integrated  Medical  Systems  1 8 

J.M.  Trippon  & Co.  6 

Kelsey-Seybold  7 

Knoll  Pharamceuticals  18-19 

Medical  Manager  47 

Medical  Personnel  Pool  1 4 

Medical  Protective  32 

Michael  Sharp  25 

Palisades  Pharmaceuticals  4 

Physician  Resource  Network  91 

Scott  & White  Clinics  Back  Covor 
Shearson  Lehman  Brothers  55 

Texas  Children’s  Hospital  33 

Texas  Medical  Association 
Fall  Leadership  Conference  13 

Practice  Management  48 

Texas  Medical  Association 
Insurance  Trust  1 

Texas  Medical  Liability 
Insurance  Trust  49 

Timberlawn  31 

The  University  of 
Texas  Southwestern  Medical 
Center  Insido  Back  Covor 

US  Air  Force  93 

US  Army  60 


Publication  of  an  advertisement  in  Texas 
Medicine  is  not  to  be  considered  an  endorse- 
ment or  approval  by  the  Texas  Medical  Asso- 
ciation  of  the  product  or  the  service  involved. 
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PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 


USAF 

Health  Professions 
Toll  Free 
1-800-423USAF 


I* 


CME  / Continuing 
Education  Directory 


Courses 


October 

Cardiology 

Oct  3-5,  1991 

Interventional  Cardiology:  Aspirations  for 
the  1990s.  Boston.  Contact  American  Col- 
lege of  Cardiology,  Extramural  Programs, 
Dept  5080,  Washington,  DC  20061-5080 
(1-800) 253-4636 

Oct  3-6,  1991 

Cardiovascular  Board  Review.  Indianapolis. 
Contact  American  College  of  Cardiology, 
Extramural  Programs,  Dept  5080,  Washing- 
ton, DC  20061-5080  (1-800)  253-4636 

Oct  10-12,  1991 

Cardiology  Update.  Carmel,  Calif.  Contact 
American  College  of  Cardiology,  Extramu- 
ral Programs,  Dept  5080,  Washington,  DC 
20061-5080  (1-800)  253-4636 

Oct  10-12,  1991 

Contemporary  Treatment  of  Left  Ventricu- 
lar Dysfunction  & Congestive  Heart  Fail- 
ure. Santa  Ee,  NM.  Contact  American  Col- 
lege of  Cardiology,  Extramural  Programs, 
Dept  5080,  Washington,  DC  20061-5080 
(1-800) 253-4636 

Oct  24-26,  1991 

New  Techniques  & Concepts  in  Cardiolo- 
gy. Washington,  DC.  Contact  American 
College  of  Cardiology,  Extramural  Pro- 
grams, Dept  5080,  Washington,  DC 
20061-5080  (1-800) 253-4636 

Oct  25-26,  1991 

Update  in  Pulmonary  Medicine.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Bavlor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Computer  Applications 

Oct  5,  1991 

Reprint  File  Organization.  Austin.  Contact 
Texas  Medical  Association  Library,  401  W 
15th  St,  Austin,  TX  78701  (512)  370-1547 

Family  Practice 

Oct  23-26,  1991 

Family  Medicine  for  the  90s.  Houston. 
Contact  Texas  Academy  of  Family  Physi- 
cians, 8733  Shoal  Creek  Blvd,  Austin,  TX 
78766  (512)451-8237 

Oct  25,  1991 

Multiple  Sclerosis  Update.  Houston.  Con- 


tact The  University  of  Texas  Medical 
School  at  Houston,  Office  of  CME,  1100 
Holcombe  Blvd,  HMB  15.1509,  Houston, 
TX  77030  (713)  792-5346 

Infectious  Diseases 

Oct  11-12,  1991 

Update  in  Sexually  Transmitted  Diseases. 
Dallas.  Contact  The  University  of  Texas 
Southwestern  Medical  Center,  Office  of 
CME,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214) 688-2166 

Internal  Medicine 

Oct  5-6,  1991 

Internal  Medicine  Update.  Cloudcroft, 
NM.  Contact  Providence  Memorial  Hospi- 
tal, Education  Dept,  2001  N Oregon,  El 
Paso,  TX  79902  (915)  542-6699 

Oct  19,  1991 

Hypertension.  Houston.  Contact  Baylor 
College  of  Medicine,  Office  of  CME,  One 
Baylor  Plaza,  Houston,  TX  77030  (713) 
798-6020 

Oct  25-26,  1991 

Update  in  Pulmonary  Medicine.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Obstetrics  and  Gynecology 

Oct  25-26,  1991 

Annual  Seminar  in  Ob-Gyn.  Lubbock. 
Contact  Office  of  CME,  Texas  Tech  Uni- 
versity Health  Sciences  Center,  Lubbock, 
TX  79430  (806)  743-2929 

Oncology 

Oct  6-8,  1991 

Environmental  Carcinogenesis  & Its  Pre- 
vention: The  Head  & Neck  Model.  Her- 
shey.  Pa.  Contact  The  University  of  Texas 
M.D.  Anderson  Cancer  Center,  Conference 
Services,  Box  131,  1515  Holcombe  Blvd, 
Houston,  TX  77030  (713)  792-2222 

Oct  6-9,  1991 

Pharmacy  Symposium  on  Cancer  Chemo- 
therapy. Houston.  Contact  The  University 
of  Texas  M.D.  Anderson  Cancer  Center, 
Conference  Services,  Box  131,  1515  Hol- 
combe Blvd,  Houston,  TX  77030  (713) 
792-2222 

Oct  14-18,  1991 

Medical  Oncology  Board  Review.  Hous- 
ton. Contact  Richard  Pazdur,  MD,  (713) 
792-3634 


Oct  29-Nov  1,  1991 

Genetic  Mechanisms  of  Cancer.  Houston. 
Contact  The  University  of  Texas  M.D.  An- 
derson Cancer  Center,  Conference  Services, 
Box  131,  1515  Holcombe  Blvd,  Houston, 
TX  77030  (713)  792-2222 

Orthopedic  Surgery 

Oct  25-26,  1991 

Current  Concepts  in  Lumbar  Pain.  Hous- 
ton. Contact  Baylor  College  of  Medicine, 
Office  of  CME,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-6020 

Otorhinolaryngology 

Oct  5-6,  1991 

Endoscopic  Sinus  Surgery.  Dallas.  Contact 
The  University  of  Texas  Southwestern 
Medical  Center,  Office  of  CME,  5323  Har- 
ry Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Pediatrics 

Oct  18-19,  1991 

Pediatric  Postgraduate  Conference.  Lub- 
bock. Contact  Office  of  CME,  Texas  Tech 
University  Health  Sciences  Center,  Lub- 
bock, TX  79430  (806)  743-2929 

Risk  Management 

Oct  5-6,  1991 

RM  Stat.  El  Paso.  Contact  Medical  Risk 
Management,  Inc,  2500  City  West  Blvd,  Ste 
300,  Houston,  TX  77042  (713)  789-6518 

Oct  19-20,  1991 

RM  Stat.  Lubbock.  Contact  Medical  Risk 
Management,  Inc,  2500  City  West  Blvd,  Ste 
300,  Houston,  TX  77042  (713)  789-6518 

Urology 

Oct  12-13,  1991 

Urologic  Oncology.  San  Diego.  Contact 
American  Urological  Association,  6750  W 
Loop  South,  Ste  900,  Bellaire,  TX  77401 
(713)665-7500 

November 

Cardiology 

Nov  7-9,  1991 

Management  of  Complex  Congenital 
Heart  Disease.  Anaheim,  Calif.  Contact 
American  College  of  Cardiology,  Extramu- 
ral Programs,  Dept  5080,  Washington,  DC 
20061-5080  (1-800)  897-5400 
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Computer  Applications 

Nov  16,  1991 

Basics  of  Searching  MEDLINE.  Austin. 
Contact  Texas  Medical  Association  Li- 
brary, 401  W 15th  St,  Austin,  TX  78701 
(512)  370-1547 

Emergency  Medicine 

Nov  9-10,  1991 

EMS  Quality  Assurance:  Strategies  for 
Optimizing  Patient  Care.  Chicago.  Con- 
tact American  College  of  Emergency  Physi- 
cians, PO  Box  619911,  Dallas,  TX  75261- 
9911  (1-800)  798-1822  or  (214)  550-0911 

November  16,  1991 

Diagnostic  Ultrasonography  for  Emergen- 
cy Medicine.  Chicago.  Contact  American 
College  of  Emergency  Physicians,  PO  Box 
619911,  Dallas,  TX  75261-9911  (1-800) 
798-1822  or  (214)  550-091 1 

Internal  Medicine 

Nov  1,  1991 

Issues  in  Medicine.  Houston.  Contact  Bay- 
lor College  of  Medicine,  Office  of  CME, 
One  Baylor  Plaza,  Houston,  TX  77030 
(713)  798-6020 

Obstetrics  and  Gynecology 

Nov  5-9,  1991 

Contemporary  Issues  & Practices  in  Ob- 
Gyn.  Dallas.  Contact  The  University  of 
Texas  Southwestern  Medical  Center,  Office 
of  CME,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)  688-2166 

Oncology 

Nov  19-23,  1991 

Advances  in  the  Biology  & Clinical  Man- 
agement of  Melanoma.  Houston.  Contact 
The  University  of  Texas  M.D.  Anderson 
Cancer  Center,  Conference  Services,  Box 
131,  1515  Holcombe  Blvd,  Houston,  TX 
77030  (713)  792-2222 

Psychiatry 

Nov  2,  1991 

Divorce  in  Eamilies.  Houston.  Contact 
Baylor  College  of  Medicine,  Office  of 
CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Nov  6-10,  1991 

Progress  in  Understanding  Post  Concus- 
sion Syndrome.  Dallas.  Contact  Southern 
California  Neuropsychiatric  Institute, 
6794  La  Jolla  Blvd,  La  Jolla,  CA  92037 
(619)  454-2102 
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Nov  8-10,  1991 

Group  Therapy  Syniposium.  San  Erancis- 
co.  Contact  University  of  California  at  San 
Erancisco,  Extended  Programs  in  Medical 
Education,  Rm  Es-105,  San  Erancisco,  CA 
94143-0742  (415)  476-4251 

Radiology 

Nov  1-3,  1991 

Diagnostic  Radiology  Update.  Dallas. 
Contact  The  University  of  Texas  South- 
western Medical  Center,  Office  of  CME, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214) 688-2166 

Surgery 

Nov  1-2,  199i 

Trauma/Critical  Care  Symposium  for  the 
Primary  Care  Provider.  Dallas.  Contact 
The  University  of  Texas  Southwestern 
Medical  Center,  Office  of  CME,  5323  Har- 
ry Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Nov  15-16,  1991 

Surgery  Update  1992.  Houston.  Contact 
Baylor  College  of  Medicine,  Office  of 
CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

December 

Cardiology 

Dec  8-1 1,  1991 

Williamsburg  Conference  on  Heart  Dis- 
ease. Williamsburg,  Va.  Contact  American 
College  of  Cardiology,  Extramural  Pro- 
grams, Dept  5080,  Washington,  DC 
20061-5080  (1-800)  897-5400 

Dec  11-13,  1991 

Interpretations  & Treatment  of  Cardiac 
Arrhythmias.  Contact  American  College  of 
Cardiology,  Extramural  Programs,  Dept 
5080,  Washington,  DC  20061-5080  (1- 
800)  897-5400 

Dec  13-15,  1991 

Advances  in  Heart  Disease.  San  Erancisco. 
Contact  American  College  of  Cardiology, 
Extramural  Programs,  Dept  5080,  Wash- 
ington, DC  20061-5080  (1-800)  897-5400 

Dec  13-15,  1991 

Cardiovascular  Symposium.  New  York. 
Contact  American  College  of  Cardiology, 
Extramural  Programs,  Dept  5080,  Wash- 
ington, DC  20061-5080  (1-800)  897-5400 
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Internal  Medicine 

Dec  4,  1991 

Issues  in  Medicine.  Houston.  Contact  Bay- 
lor College  of  Medicine,  Office  of  CME, 
One  Baylor  Plaza,  Houston,  TX  77030 
(713)  798-6020 

Practice  Management 
Workshops 


The  following  workshops  and  seminars  are 
sponsored  by  the  Texas  Medical  Associa- 
tion Department  of  Practice  Management 
Services.  For  further  information,  contact 
the  TMA  Department  of  Practice  Manage- 
ment Services,  401  W 15th  St,  Austin,  TX 
78701  (512)  370-1422. 

Sept,  1991 

Financial  Aspects  of  Contractual 
Arrangetnents 

Sept  24,  Houston;  Sept  25,  San  Antonio; 
Sept  26,  Dallas 

Understanding  and  Improving  Third  Party 
Reimbursement 

Sept  17,  Tyler;  Sept  19,  Austin;  Sept  24,  Ft 
Worth;  Sept  26,  Dallas 

Workers’  Compensation/Medicaid 
Sept  9,  Tyler;  Sept  10,  San  Antonio;  Sept 
11,  Houston;  Sept  12,  Dallas;  Sept  16,  Fort 
Worth;  Sept  17,  Abilene;  Sept  18,  Amaril- 
lo; Sept  19,  El  Paso;  Sept  23,  Beaumont; 
Sept  24,  McAllen 

Risk  Management 
Seminars 


The  following  course  is  sponsored  by  the 
Texas  Medical  Association  Risk  Manage- 
ment Department.  All  seminars,  unless 
otherwise  announced,  will  be  held  from  7 
pm-10  pm.  For  further  information,  con- 
tact the  TMA  Department  of  Risk  Man- 
agement, 401  W 15th  St,  Austin,  TX 
78701 (512) 370-1411. 

Sept-Oct,  1991 

Malpractice  Proof  Your  Practice 

Sept  14,  Austin  (during  TMA  Fall  Leader- 
ship Conference;  2-5  pm);  Sept  19,  Dallas; 
Sept  26,  Houston 

Oct  17,  San  Antonio;  Oct  29,  Lubbock 
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Calendar  of  Meetings 


•Denotes  Texas  meeting 

September 

Sept  6-8,  1991,  Austin 
•Texas  Orthopaedic  Association  Commit- 
tee Work  Day 

Contact  TOA,  401  W 15th  St,  Austin,  TX 
78701 (512) 370-1300 

Sept  14,  1991,  Austin 

•Texas  Medical  Association  Fall 
Leadership  Conference 

Contact  Jon  Hornaday,  TMA,  401  W 15th 
St,  Austin,  TX  78701  (512)  370-1345 

Sept  21-27,  1991,  New  Orleans 
American  Society  of  Clinical  Pathologists 
Annual  Meeting 

Contact  ASCP,  2100  W Harrison  St, 
Chicago,  IL  60612  (312)  738-1336 

Sept  22-26,  1991,  Kansas  City,  Mo 
American  Academy  of  Otolaryngology- 
Head  and  Neck  Surgery  Annual  Meeting 
Contact  AAO-HNS,  One  Prince  St, 
Alexandria,  VA  22314  (703)  836-4444 

Sept  22-27,  1991,  Seattle 
American  Society  of  Plastic  & Reconstruc- 
tive Surgeons  Annual  Meeting 
Contact  ASPRS,  44  E Algonquin  Rd,  Ar- 
lington Hts,  IL  60005  (708)  228-9900 

Sept  24-27,  1991,  Honolulu 
American  Group  Practice  Association  An- 
nual Meeting 

Contact  AGPA,  1422  Duke  St,  Alexandria, 
VA  22314  (703) 838-0033 

Sept  26-29,  1991,  Washington,  DC 
American  Academy  of  Family  Physicians 
Annual  Meeting 

Contact  AAFP,  8880  Ward  Pkwy,  Kansas 
City,  MO  64 1 14  (8 1 6)  333-9700 

Sept  27-29,  1991,  Houston 
•Texas  Pediatric  Society  Annual  Meeting 
Contact  TPS,  401  W 15th  St,  Austin,  TX 
78701 (512) 370-1300 

Sept  29-Oct  2,  1991,  Phoenix 
American  Neurological  Association  Annu- 
al Meeting 

Contact  ANA,  2221  University  Ave,  SE, 
Ste  350,  Minneapolis,  MN  55414  (612) 
378-3290 

October 

Oct  7-10,  1991,  Boston 

American  College  of  Emergency  Physicians 
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Annual  Scientific  Assembly  and  CME  Ses- 
sions 

Contact  American  College  of  Emergency 
Physicians,  PO  Box  619911,  Dallas,  TX 
75261-9911  (1-800)  798-1822  or  (214) 
550-0911 

Oct  9-13,  1991,  Washington,  DC 
American  Society  of  Internal  Medicine 
Contact  ASIM,  1101  Vermont  Ave,  NW, 
Ste  500,  Washington,  DC  20005  (202) 
289-1700 

Oct  21-24,  1991,  Chicago 

American  College  of  Surgeons  Annual 

Meeting 

Contact  ACS,  44  E Erie  St.,  Chicago,  IL 
60611  (312)  664-4050 

Oct  24-26,  1991,  Boston 
American  Academy  of  Clinical  Psychia- 
trists Annual  Meeting 

Contact  AACP,  PO  Box  3212,  San  Diego, 
CA  92103  (619)  298-4782 

Oct  26-30,  1991,  San  Francisco 
American  Society  of  Anesthesiologists  An- 
nual Meeting 

Contact  ASA,  515  Busse  Hwy,  Park  Ridge, 
IL  60068 (312) 825-5586 

Oct  26-30,  1991,  San  Francisco 
American  Academy  of  Child  & Adolescent 
Psychiatry  Annual  Meeting 
Contact  AACAP,  3615  Wisconsin  Ave,  NW, 
Washington,  DC  20016  (202)  966-7300 

Oct  27-Nov  1,  1991,  Washington,  DC 
American  Academy  of  Physical  Medicine 
and  Rehabilitation  Annual  Meeting 
Contact  AAPMR,  122  S Michigan  Ave,  Ste 
1300,  Chicago,  IL  60603-6107  (312)  922-9366 

November 

Nov  4-8,  1991,  San  Francisco 
American  College  of  Chest  Physicians 
Contact  ACCP,  911  Busse  Hwy,  Park 
Ridge,  IL  60068  (312)  698-2200 

Nov  5-10,  1991,  Los  Angeles 
American  Society  of  Cytology  Annual  Sci- 
entific Meeting 

Contact  ASC,  1015  Chestnut  St,  Ste  1518, 
Philadelphia,  PA  19107  (215)  922-3880 

Nov  7-9,  1991,  Orlando,  Fla 
Southern  Thoracic  Surgical  Association 
Contact  STSA,  111  E Wacker  Dr,  Chicago, 
IL  60601  (312)  644-6610 

Nov  15-20,  1991,  New  York 
American  College  of  Allergy  and  Im- 
munology Annual  Meeting 

TEXAS  MEDICINE 


Contact  ACAI,  800  E Northwest  Hwy,  Ste 
1080,  Palatine,  IL  60067  (312)  359-2800 

Nov  16-19,  1991,  Atlanta 
Southern  Medical  Association 
Contact  SMA,  35  Lakeshore  Dr,  Birming- 
ham, AL  35209  (205)  323-4400 

Nov  16-19,  199 1,  Cleveland 
Association  for  the  Advancement  of  Medi- 
cal Instrumentation 

Contact  AAMI,  3330  Washington  Blvd, 
Ste  400,  Arlington,  VA  22201  (1-800)  332- 
2264, ext  217 

Nov  18-21,  1991,  Anaheim,  Calif 
American  Heart  Association 
Contact  AHA,  7320  Greenville  Ave,  Dal- 
las, TX  75231  (214)  373-6300 

Nov  15-16,  1991,  Austin 

•Texas  Medical  Association  House  of 

Delegates  Interim  Session 

Contact  Sharon  Walker  (House  of  Delegates 
business)  or  Mrs  Dale  Willimack  (meeting 
facilities  and  housing),  TMA,  401  W 15th 
St,  Austin,  TX  78701  (512)  370-1300 

Nov  17-22,  1991,  San  Antonio 
•Association  of  Military  Surgeons  of  the 
United  States  Annual  Meeting 
Contact  AMSUS,  9320  Old  Georgetown 
Rd,  Bethesda,  MD  20814  (301)  897-8800 
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Get  your  next  new  car  from  us., 
a TM A endorsed  company! 


When  the  Texas  Medical  Association 
wanted  to  endorse  a car  company,  they  had 
some  requirements!  They  wanted  a company 
with  integrity,  volume  buying  power,  and 
above  all  SERVICE.  The  TMA  chose  Autoflex 
Leasing. 

Just  one  call  to  us  and  you  get  all  of  the 
above  and  more.  Our  "FLEXLEASE"  is  the 
best  lease  available,  and  it  includes  free  rent 
cars,  no  down  payment  & no  deposit.  You 
pick  out  the  car  of  your  choice  and  we  will 
deliver  it  to  your  home  or  office  the  next  day! 
Sound  simple?  It  is! 


Aaxtoflex 


Since  tax  reform,  there  are  no  advantages 
to  owning  a car.  Interest  write  offs  and  invest- 
ment tax  credits  have  been  eliminated  and 
sales  tax  can  no  longer  be  deducted.  Call  one 
of  our  professionals  today  so  we  can  explain 
our  special  programs  created  exclusively  for 
TMA  members.  So  for  your  next  vehicle, 
whether  you  buy  or  lease,  choose  a company 
the  TMA  endorses.  Choose  Autoflex  Leasing. 
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CONTACT:  LOUIS  MURAD 
OR  PATRICK  MORRISSEY 


1-800-634-0304 


212  W.  Spring  Valley  • Richardson,  TX  75081  • 214-234-1234 


Change  Your  Practice, 
Your  Address,  Your 
Phone,  Even  Your  State. 

But  Keep  Your  TM  AIT. 

With  TMAIT,  you  can  keep  your  life, 
major  medical,  and  disability  insurance 
even  if  you  decide  to  change  your 
practice  from  solo,  group,  clinic,  or 
hospital.  Our  coverages  are  POR1AI5LE- 
meaning  once  you're  insured,  you 
can  take  most  of  your  insurance 
coverages  with  you  whether  you 
change  employers  or  retire.  You 
don't  have  to  re-qualify  and 
worry  about  your  insurability 
with  a new  insurance  company. 

TMA.it  lets  you  sign  up  for  all 
your  life,  health,  and  disability 
insurance  needs  at  one  time.  As  long 
as  terms  of  your  contract  are  met,  you 
can  keep  that  insurance  coverage 
regardless  of  your  age  and  health 
condition. 


For  as  long  as  you  practice  medicine 
and  belong  to  TMA,  TMAIT  can  provide 
you,  your  family  and  your  staff  with 
Major  Medical  and  Life  insurance 
and  can  provide  you,  the  physician, 
with  LHsability,  Office  Orerhead , 
and  Personal  Accident  insurance. 
Once  covered,  we'll  even  continue  to 
cover  you  and  your  family  if  you  leave 
Texas  as  long  as  you  maintain  an  Affi- 
liate Membership  in  TMA.  After  you 
retire  you  can  keep  your  major 
medical  and  life  insurance  coverages. 

TMAIT  Insurance.  Offering  You  Safety, 
Financial  Stability,  Excellent  Service 
And  Reliability. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


Created  and  endorsed  by  the  Texas  Medical  Association 
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tt 


TexasMedical 

Association 


Underwritten  by  PRUCO  Life  Insurance  Company  of  Texas,  a subsidiary  of  The  PRUDENTIAL 


P.O.  Box  1707,  Austin, Texas  78767-1707 
In  Austin  370-1776  • In  Houston  224-5309 
1-800-880-8181  • Fax  512/370-1799 
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Obtain  a free  sales  brochure  featuring  all  properties  for  sale  in  Texas,  Louisiana,  Mississippi 
and  Alabama  by  sending  name  and  address  to  address  shown  below. 

FARM  CREDIT  BANK  OF  TEXAS 

MVILO-MD  P.O.  Box  15919  Austin,  Texas  78761-5919  1-800-447-5731 


The  Farm 
Credit  Bank  of 
Texas  is 
offering  prime 
farms,  ranches, 
investment  and 
recreational 
properties  for 
sale.  These 
properties 
consist  of 
various  acreage 
along  with  a 
number  of  rural 
home 
properties. 
Attractive 
financing  on  a 
negotiated  basis 
is  available. 


are  the  "’following  four  VMS  videos: 

Texas  Prime 

37  select  properties  - $10.00 
Hondo  Creek  Ranch 

2,076  acres  in  Bandera  County  - $10.00 

East  Texas  Showplace 

1,271  acres  In  Tyler  County  - $10.00 

Houston-City  With  No  Limits 
multi-opportunity  property 
in  Harris  County  - $10.00 

When  ordering  two  or  more  • first  video  = $10.00, 
all  additional  videos  n $S.OO  each 
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The  Hassle  Out-LB 
of  Your  Billing 

f'jj  • I r 

N.'\ 

CENTRAL  TEXAS  PROFESSIONAL 
BILLING  SERVICE 

FOR  MORE  INFORMATION  REGARDING  OUR  SERVICES, 
CALL:  800/621-7009 
Waco  817/754-4700 
EAX  817/754-4161 
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Letters 


They  is  us 

My  compliments  to  the  au- 
thors of  a study  on  “incom- 
pleat”  physicians  of  Bowie-Martin 
County  Medical  Society,  ie,  those 
who  lack  knowledge  of  medical  so- 
cioeconomics and  politics  (Texas 
Medicine,  August  1991,  pp  78-82). 
The  article  is  perceptive,  objective, 
and  analytical  within  the  bounds 
specified  by  the  writers.  Sad  to  say, 
their  comments  are  all  too  true;  I 
fear  the  problem  is  not  limited  to 
their  own  county,  but  does  apply  to 
physicians  in  general. 

It  happens  that  Bowie-Martin 
County  Medical  Society  was  one  of 
55  county  societies,  plus  a number 
of  district  and  specialty  societies, 
service  clubs,  etc,  that  I visited  and 
addressed  during  my  term  of  office, 
1988-1989.  A doctor  friend  of 
mine,  a member  of  Bowie,  told  me 
of  a fellow  member  who  was  very 
agitated  about  all  the  frustrations  af- 
fecting his  practice  from  the  outside. 
H e recited  a long  litany  of 
grievances  he  was  going  to  “tell  that 
Dr  Borum  about,  when  he  comes  to 
Texarkana  to  speak  to  us!” 

After  he  had  wound  down,  my 
friend  told  him,  “Dr  Borum  spoke  at 
our  society  meeting  3 weeks  ago!”  I 
wonder  how  that  perturbed  physi- 
cian scored  on  the  surveys. 

Drs  Bohmfalk  and  Contreras, 
thank  you  for  a splendid  delineation  of 
an  internal  problem  that  besets  our 
profession.  All  too  often,  “They  is  us!” 
We  lose  too  many  fights  by  default. 

Val  F.  Borum,  MD 
Past  President,  Texas  Medical  Association, 
4701  Boulder  Run, 
Fort  Worth,  TX  76109. 


Thanks  for  retirement 
story 

■ wish  to  express  my  appreciation 
for  the  July  1991  issue  of  Texas 
Medicine,  especially  for  the  section 
on  “Is  there  life  after  medicine?” 
(pp  36^5). 

The  cover  with  Marie  C.  Tisdale, 
MD,  and  her  husband  Albert  A.  Tis- 
dale, MD,  was  a great  idea  to  focus 
on  active  retirement.  Debi  Martin, 
associate  editor,  gave  an  excellent  in- 
troduction and  summary  of  the  way 
doctors  in  Texas  are  adjusting  to  the 
reality  of  retirement.  I have  heard 
many  favorable  comments  on  “The 
Retiring  Physician’s  Checklist”  at 
the  end  of  the  article. 

Also,  the  article  “Volunteer  Lia- 
bility” in  the  Law  section  was  very 
informative  and  really  appreciated. 

I am  particularly  pleased  with  the 
overall  new  format  for  Texas 
Medicine.  It  is  fresh  and  different. 
Many  thanks  to  all  of  you.  You  are 
doing  a great  job. 

Russell  L.  Deter,  MD 
4428  Hastings  Dr, 
El  Paso,  TX  79903. 

Workers  don’t  have  to 
use  out-of-state  mail 
order  prescription  firms 

■ would  like  to  alert  your  readers 
to  a coercive  and  illegal  activity 
being  forced  upon  injured  workers 
of  the  state  of  Texas. 

Certain  out-of-state  mail  order 
prescription  firms  are  being  provided 
names  of  injured  workers  who  are  re- 
ceiving prescription  services.  The 
worker  — and  often  the  treating 
physician  — is  then  contacted  direct- 
ly by  letter  to  indicate  (in  effect)  that 
the  insurance  company  has  “asked” 
the  mail  order  house  to  “assume  the 


role  of  the  authorized  provider  for 
maintenance  medication.” 

This  approach  of  forcing  an  in- 
jured worker  into  utilizing  a mail  or- 
der program  is  in  direct  violation  of 
state  law.  Section  4.69  of  the  Texas 
Workers’  Compensation  Act  clearly 
stipulates  that  “an  insurance  carrier 
may  not  require  an  employee  to  use 
pharmaceutical  services  designated 
by  the  carrier.” 

Because  of  the  strong  freedom  of 
choice  principles  of  this  section  and 
health-care  practice  in  this  state, 
workers  may  choose  to  utilize  such 
services  of  their  own  volition,  but  it 
is  clearly  a violation  for  an  insur- 
ance carrier  to  threaten  discontinua- 
tion of  coverage,  authorize  a partic- 
ular pharmacy,  or  otherwise  force 
an  injured  worker  into  utilizing  a 
particular  style  or  format  of  service. 

Physicians  should  not  be  mislead 
into  thinking  they  must  lose  control 
of  the  patient’s  course  of  therapy  and 
contact  with  the  community  pharma- 
cist responsible  for  assisting  in  treat- 
ment and  therapy  of  the  worker. 

Paul  F.  Davis,  RPh,  CAE 
Executive  Director, 
Texas  Pharmaceutical  Association, 
PO  Box  14709, 
Austin,  TX  78761-4709. 

Express  your  point  of  view  in  Texas 
Medicine. 

To  submit  a letter,  send  it  to  Texas  Medicine, 
TMA,  401  W 15th  St,  Austin  78701.  Please 
type  letters  you  submit  for  publication,  and 
keep  the  length  to  400  words  or  less.  If  nec- 
essary, you  may  include  a few  references, 
preferably  less  than  five.  Letters  are  pub- 
lished at  the  discretion  of  the  managing  edi- 
tor and  editorial  advisors,  and  are  subject  to 
editing  and  abridgment.  Letters  represent  the 
opinions  of  the  authors  and  do  not  necessari- 
ly reflect  the  policies  of  the  Texas  Medical 
Association. 
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Would  it  Surprise  You  to  Know 
There's  This  Much  Dieference 
IN  Malpractice  Carriers? 


Obviously,  a car  is  not  just  a car.  Medical  malpractice 
:ompanies  are  not  all  the  same  either. 


For  instance: 

• Some  companies  settle  claims  whether  the  doctor 
wants  to  or  not. 

• Some  companies  operate  outside  the  control  of 
state  regulatory  agencies,  which  inspect  for  finan- 
cial stability  and  fair  practices. 

• Some  companies  take  chances  with  questionable 
reinsurance  carriers,  or  carry  no  such  coverage  at 
all. 

• Some  companies  rapidly  drop  any  of  their  doctors 
who  get  sued. 


API  is  not  just  some  company.  We  never  settle  any 
claim  without  the  doctor's  consent.  We  operate  under  the 
laws  of  the  Texas  and  Arkansas  State  Boards  of  Insurance. 
Whab s more,  API  has  won  over  90%  of  the  cases  we  have 
taken  to  court,  and  over  70%  of  our  claims  have  resulted 
in  no  payment  to  the  plaintiff. 

API  was  the  first  doctor-owned  malpractice  company 
in  Texas,  and  we  remain  truly  sensitive  to  the  needs  of  our 
Members  everywhere. 

Driving  the  "old  buggy"  is  great  for  Sunday  after- 
noon. Just  make  sure  your  malpractice  company  is  today's 
best  product.  Call  us.  We  care. 


api 

American  Physicians  Insurance  Exchange 
1-800-252-3628 

1301  S.  Capital  of  Texas  Hwy.,  Suite  B-320 
Austin,  Texas  78746 

In  San  Antonio:  Bill  Sweet(5 12)545-7533 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


hird-party 
reimbursement  and 
office  productivity... 

What  you  don’t 
know  can  hurt  you. 

To  run  an  efficient  practice,  you  need  a moti- 
vated office  staff  that  can  t^e  good  care  of  pa- 
tients and  business.  The  AMA  offers  proven 
ways  to  address  these  important  issues  in  a 
series  of  five  workshops  for  you  and  your  staff. 

Insurance  Processing  and  Coding  takes  an 
in-depth  look  at  Medicare  and  other  third-party 
payers  and  how  to  get  fair,  prompt  payment. 
Introduces  key  aspects  of  both  CPT-4  and 
ICD-9  coding  systems. 

ICD-9  Coding  for  Doctors’  Offices  unlocks  the 
complexities  of  ICD-9  coding  and  opens  the 
door  to  faster  Medicare  claims  processing  and 
payment. 

CPT  Coding:  Beyond  the  Basics  explores  the 
challenges  of  CI^-4  coding  and  mistakes  that 
affect  your  bottom  line. 

Medical  Collections  Management  covers  the 
basics  on  patient  collections  policies  and  pro- 
cedures - what  works,  what  doesn’t,  and  what 
you  shouldn’t  even  try. 

The  Business  Side  of  Medicine  provides 
practical,  easy-to-implement  systems  and 
procedures  for  improving  the  efficiency  and 
productivity  of  a medical  practice. 

Insurance  Processing  & Coding  Nov.  12 
ICD-9  Coding  for  Doctors’  Offices  Nov.  13 
CPT  Coding:  Beyond  the  Basics  Nov.  14  (am) 
Medical  Collections  Management  Nov.  14  (pm) 

The  Business  Side  of  Medicine  Nov.  15 

Workshop  Location: 

Omni  Melrose 
3015  Oak  Lawn  Avenue 
Dallas,  TX  75219 

To  register,  or  for  more  information,  call  the 
AMA  Department  of  Practice  Management  at 

1-800-366-6968 


ocolitica  bacteremia  resulting 
from  blood  transfusion  have  been 
reported  in  the  U.S.  in  the  last  five 
years;  seven  patients  have  died. 

Please  be  alert  to: 

^ Carefully  observe  patient  during 
red  cell  transfusion,  especially 
during  the  first  15-30  minutes 


Discontinue  transfusion  whenever 
suspicion  of  a reaction  arises, 
particularly  chills  or  fever 


Initiate  appropriate  therapy 

Culture  and  gram-stain  patient's 
blood  and  the  unit  of  blood  if 
fever  is  significant 


For  further  information  on  this 
transfusion  complication,  call 
TMA's  Library  at  (512)  370-1551. 
The  Texas  Department  of  Health  is 
interested  in  hearing  about  any 
incident  of  transfusion-associated 
infectious  disease  including 
Yersinia  enterocolitica, 

(800)  252-8239. 
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99%  ERROR-FREE  CUIMS  PROCESSING 


Computerize  your  office  for  only 
SI, 995  and  benefit  from  the  speed  and 
accuracy  of  electronic  insurance  claims 
processing  and  weekly  cash  funding. 


American  Medical  Finance  has  assembled  the  ideal 
combination  of  computer  hardware,  software  and  electronic 
claims  processing.  Thousands  of  physicians  and  other 
health  care  providers  across  the  country  are  already 
benefitting  from  this  easy-to-use,  reliable  and  affordable 
system.  Benefits  to  you  include: 

• Increased  productivity  and  administrative  staff  efficiency 

• Virtually  error-free  electronic  insurance  claims  processing 
with  no  hook-up  fee  and  instantaneous  on-line  claims 
editing 

• Faster  collection  of  all  insurance  claims  and  outstanding 
receivables 

• State-of-the-art  practice  management  tools 

• Weekly  Cash  Funding  services  are  available  for  fast, 
predictable  cash  flow 

For  only  $1,995*,  you’ll  receive: 

• Austin  Computer’s  286/16  Winstation. 

Including  l6MHz  processor,  40  MB  hard  drive,  CPU, 
keyboard,  monitor,  and  2400-baud  modem,  this  computer 
has  everything  you  need  for  practice  management  and 
electronic  claims  processing.  Or  for  a total  of  only 
$2,195  you  may  substitute  the  386/16  Winstation.  A 
frequent  winner  of  PC  Magazine  Editor’s  Choice  awards, 
Austin  Computers  are  backed  by  toll-free  technical 
support  and  on-site  service  by  GE  for  one  full  year. 

• Easy-to-use  Patient  Accounting  software 
PRELOADED  onto  your  computer  for 
immediate  use.  Already  in  use  in  thousands  of 
doctors’  offices  across  the  country,  this  comprehensive 
software  package  includes: 

• Accounts  Receivable 


• Electronic  Insurance  Claims  Billing 

• Practice  Management 

• Patient  Tracking 


• Management  Reports 
• 30-day  money  back  guarantee.  AMF  is  the 

most  easy-to-use,  comprehensive,  value-packed  medical 
system  in  the  marketplace.  Your  total  satisfaction  is 
guaranteed.  Multiple  user  rates  for  lease  or  purchase 
are  also  available.  


• Access  to  AMF’s  electronic  claims 
processing  which  includes  instant 
on-line  insurance  claims  editing, 
resulting  in  a 99%  error-free  rate. 

Widely  regarded  as  the  wave  of  the  future  in  medical 
billing,  electronic  claims  are  often  given  priority  payment 
scheduling  over  paper  claims  by  many  carriers  as  well 
as  Medicare  and  Medicaid.  As  a result,  claims  that  used 
to  take  three  to  four  months  for  payment  are  often  paid 
twice  as  fast. 

• Access  to  AMF’s  weekly  cash  funding 
services.  By  providing  advance  cash  funding  of  your 
insurance  claims,  AMF  can  give  you  a reliable,  steady, 
weekly  flow  of  cash  to  expand  your  practice,  purchase 
additional  equipment  or  simply  enjoy  the  peace-of- 
mind  of  a predictable  weekly  cash  flow. 

Entering  the  electronic  age  has  never  been  easier  or 
more  affordable.  Don’t  wait.  Call  today! 

• Price  of  $1,995  is  based  on  a two-year  electronic  claims  processing 
contract.  Price  without  contract  is  $2,995.  Limited-time  offer.  This 
offer  expires  12/31/91. 


AMERICAN  MEDICAL  FINANCE  INC. 


1-800-356-1511 

12801  N.  Central  Expwy.,  Suite  280  • Dallas,  TX  75243 


Upfront 


j->q: 


for  planning  and  budgeting  for 
the  coming  year. 

The  planning  process  helps  the 
organization  to  focus  its  efforts  and 
resources,  says  Marilyn  Baker, 
TMA’s  director  of  planning  and  pro- 
gram monitoring. 

“What  TMA  is  trying  to  do  is 
not  just  react  to  what  is  happening 
today,  but  to  create  the  future  it 
wants  in  order  to  improve  the  health 
of  Texans,”  she  says. 

House  of  Delegates 
poised  for  action 


Harold  R.  High,  MD,  Cuero, 
vice  chairman  of  the  TMA 
Board  of  Trustees,  (left),  and 
Wm  Gordon  McGee,  El  Paso, 
immediate  past  TMA  presi- 
dent, joined  more  than  35  oth- 
er physicians  in  the  TMA  lead- 
ership planning  conference, 
the  first  major  meeting  of 
physicians  held  in  TMA’s  new 
headquarters. 


Bylaws,  financial  and  organiza- 
tional affairs,  medical  educa- 
tion, public  health  and  scientific 
affairs,  and  socioeconomics. 
Legislative  items  will  be  assigned  to 
the  various  reference  committees  ac- 
cording to  subject. 

Reference  committees  will  report 
their  findings  and  recommendations 
to  the  delegates  Saturday  morning, 
November  16. 

October  11  is  the  deadline  for 
submitting  resolutions  to  the  House 
of  Delegates. 

Additional  details  about  the 
meeting  are  available  from  Sharon 
Walker,  Texas  Medical  Association, 
401  W 15th  St,  Austin,  TX  78701, 
(512)  370-1325. 


TMA  designs  plan  for 
priority  action 

Every  team  needs  a game  plan 
to  succeed.  At  its  annual  plan- 
ning conference,  Texas  Medical  As- 
sociation leaders  formulated  a 
“game  plan,”  or  top  priorities,  for 
1992  and  beyond. 

Representatives  of  TMA  boards, 
councils,  and  the  Auxiliary  met  July 
26-27  in  Austin  at  the  1992  Leader- 
ship Planning  Conference.  The  panel 
recommended  a set  of  long-  and 
short-range  plans,  which  were  ap- 
proved by  the  Board  of  Trustees, 
and  will  be  submitted  to  the  House 
of  Delegates  in  November. 

The  four  main  priorities  for  1992 
are: 

• addressing  access  to  health-care 
problems; 

• strengthening  communication 
with  both  physicians  and  the 
public; 

• grappling  with  the  problems  of  the 
health-care  payment  system;  and 
• addressing  public  health  prob- 
lems (such  as  cholera,  HIV,  lead 
poisoning,  women’s  health  issues, 
and  teenage  pregnancy)  and  in- 
creasing preventive  measures, 
such  as  immunizations. 

In  addition,  border  health  and 
trauma  care  were  designated  as 
long-term  special  projects. 

TMA  leaders  also  made  several 
additional  priority  recommendations 
in  the  areas  of  membership  and  or- 
ganization, quality,  and  practice  en- 
vironment, which  were  expected  to 
be  adopted  by  the  Board  of  Trustees 
in  September.  The  TMA  House  of 
Delegates  will  consider  all  the  pro- 
posed priorities  at  its  meeting 
November  15-16  in  Austin. 

The  priorities  will  serve  as  a basis 

io 


The  Texas  Medical  Association 
House  of  Delegates  will  meet 
November  15-16  at  the  Doubletree 
Austin  Hotel. 

In  addition  to  conducting  its  reg- 
ular business,  the  legislative  and  pol- 
icymaking body  will  adopt  priorities 
for  the  coming  year. 

Immediately  following  the  open- 
ing session  on  Friday  afternoon,  ref- 
erence committees  will  meet  to  con- 
sider reports  from  the  association’s 
boards,  councils,  committees,  and 
sections,  and  resolutions  from  coun- 
ty medical  societies. 

All  members  of  TMA  are  wel- 
come to  attend  and  participate  in 
hearings  of  the  reference  commit- 
tees. Subject  areas  of  the  reference 
committees  will  be  Constitution  and 
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Texas  Medicine 
subscription  price 
increases 

Subscription  prices  for  Texas 
Medicine  increased  August  1, 
1991,  following  action  taken  by  the 
TMA  Board  of  Trustees  at  its  meet- 
ing in  July. 

The  subscription  price  for  non- 
members increased  from  $20  to  $40. 
For  foreign  subscribers  the  price  in- 
creased from  $24  to  $48.  The  per 
copy  cost  of  Texas  Medicine  is  now 
$4.32,  including  tax. 

Resident  and  active  members  of 
TMA  receive  subscriptions  to  Texas 
Medicine  as  a part  of  their  dues;  ef- 
fective August  1,  the  member  alloca- 
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TMA  Annual  Session 
heads  in  new  direction 

The  1990s  have  brought  a 
host  of  frustrations  to  physi- 
cians and  patients  — RBRVS,  safe 
harbor  rules,  the  closing  of  trauma 
centers,  play-or-pay  health  insur- 

ance.  In  response,  the  Texas  Med-  SAN  ANTONIO 

ICal  Association  S Council  on  Te)!asMedicalAssociation^l25thAnnualSession»May14-l7,1992 
Annual  Session  and  Scientific  Pro- 
gramming and  the  Board  of  Trustees  have  made  some  important  changes  in 
the  1992  Annual  Session,  to  be  held  in  San  Antonio,  May  14-17. 

The  refocused  meeting  will  provide  a special  forum  for  active  dialogue  on 
these  and  other  problems  on  Saturday,  May  16.  Two  town  hall  meetings  will 
focus  on  the  physicians’  image  and  the  economic  climate  issues  that  affect  all 
specialties. 

Up  for  discussion  are  a multitude  of  clinical  concerns,  including  the  need 
for  early  childhood  vaccinations,  teenage  suicide,  lead  toxicity,  the  urgency 
of  taking  a closer  look  at  testing  and  treatment  of  women  and  various  dis- 
eases, and  pain  and  methods  to  relieve  it. 

The  San  Antonio  meeting  also  will  offer  IVi  days  (Thursday,  Friday,  and 
Sunday  morning,  May  14,  15,  and  17)  of  intensive  clinical  study  from  aller- 
gy to  urology  with  focus  on  primary  care. 

Special  displays  and  exhibits  are  planned  to  emphasize  pertinent  points  in 
presentations.  TMA  members  are  reminded  of  their  opportunity  to  present 
scientific  exhibits  during  the  session.  For  information  on  exhibits,  contact 
Dale  R.  Werner,  exhibits  manager,  401  W 15th  St,  Austin,  TX  78701,  phone 
(512)  370-1455. 


tion  increased  from  $16  to  $20. 
Each  medical  student  who  is  a TMA 
member  receives  a free  subscription 
to  the  publication.  Retired  TMA 
members  may  purchase  subscrip- 
tions for  $20  per  year. 

TMA  travel  program 
covers  world  from  top 
to  bottom 

From  Antarctica  to  the  Land  of 
the  Midnight  Sun  and  most 
points  in  between,  the  1992  TMA 
travel  program  has  a destination  for 
almost  everyone.  More  than  16,500 
participants  have  made  trips  under 
the  auspices  of  the  program,  which 
was  begun  22  years  ago. 

Trips  planned  for  1992  include: 

• Trans  Panama  Canal  (Acapulco; 
Costa  Rica;  Curacao;  St  Croix; 
St  Thomas;  San  Juan):  January 
4-14; 

• South  Pacific  Cruise  (Australia; 
New  Zealand):  February  3-19; 


• Antarctica  (from  Puerto  Williams, 
Chile  to  Cape  Horn,  Chile;  Cross 
Drake  Passage;  Antarctica): 
February  18-March  3; 

• Wings  Over  Kenya  (Nairobi; 
Amboseli  National  Park;  Aber- 
dare/The  Ark;  Mount  Kenya  Sa- 
fari Club;  Samburu  National  Re- 
serve; Masai-Mara  National 
Reserve):  February  19-March  4; 

• Chilean  Fjords  (Santiago,  Chile; 
7-night  cruise):  February  27- 
March  10; 

• China/Yangtze  River  Cruise 
(Tokyo,  Japan;  Beijing;  Xian;  4- 
night  Yangtze  River  cruise; 
Shanghai;  Hong  Kong):  May 
21-June  6; 

• Dutch  Waterways  Adventure  (6- 
night  cruise  from  Amsterdam 
through  waterways  of  Holland; 
Paris;  Montreux,  Switzerland): 
June  1-14; 

• Scandinavia/Russia  Cruise  (Copen- 
hagen; 13-night  cruise  to  Helsinki; 
Leningrad;  Stockholm;  Gdansk; 
Oslo;  Amsterdam):  June  1 1-24; 


• Neckar/Rhine  River  (Zurich;  6- 
night  Neckar/Rhine  Cruise;  Ams- 
terdam): June  28-July  11; 

• Great  Waterways  of  Russia 
(Shannon,  Ireland;  Moscow; 
Leningrad;  6-night  cruise  on  Vol- 
ga, Svir  & Neva  Rivers):  June 
28-July  13; 

• Midnight  Sun  Express  & Alaska 
Passage  (Lairbanks;  Denali  Na- 
tional Park;  7-night  cruise):  July 
2-14; 

• Canadian  Rockies  (Calgary; 
Glacier  National  Park;  Lake  Mc- 
Donald; Lake  Louise;  Jasper; 
Banff):  July  8-17; 

• British  Isles  &:  Ireland  Cruise 
(Killarney;  Cork;  Dublin;  cruise 
North  Sea;  Edinburgh):  July 
15-28; 

• Danube  River  Adventure  (Istan- 
bul; cruise  Danube  River;  Vien- 
na): August  29-September  12; 

• Canada/New  England  Cruise  (1 1- 
day  cruise  from  Montreal/Quebec 
to  New  York):  September  19-29; 

• Western  Mediterranean  Cruise 
(12-night  cruise  from  Barcelona/ 
Palma  de  Mallorca  to  Venice): 
September  24-October  7; 

• Amazon  Basin  Cruise  (Caracas, 
Venezuela;  6-night  cruise  up- 
stream from  Manaus,  Brazil  to  the 
Upper  Amazon  & region  of  Rio 
Negro):  September  29-October  8. 

Continuing  medical  education 
seminars  are  scheduled  on  some  of 
the  trips. 

Lor  further  information  on  the 
travel  program,  contact  Jeanette 
Prentice,  TMA  Travel  Program,  401 
W 15th  St,  Austin,  TX  78701,  or 
call  her  at  (5 12)  370-1565. 
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Newsmakers 

Michael  A.  Berry,  MD,  HouSton, 
was  elected  president  of  the 
Aerospace  Medical  Association  at 
the  association’s  62nd  annual  scien- 
tific meeting. 

Terry  R.  Boucher  is  the  new  execu- 
tive director  of  the  Texas  Osteopath- 
ic Medical  Association.  His  official 
duties  began  in  September.  Formerly 
Mr  Boucher  was  the  director  of  re- 
cruitment, placement,  and  alumni 
affairs  at  the  College  of  Osteopathic 
Medicine  of  Oklahoma  State  Uni- 
versity in  Tulsa. 

Stephen  s.  Clark,  MD,  Austin  gener- 
al surgeon,  has  been  appointed  Texas 
state  chairman  of  the  American  Col- 
lege of  Surgeon’s  Cancer  Liaison  Pro- 
gram. Dr  Clark  will  help  select  and 
guide  cancer  liaison  physicians 
throughout  the  state  in  the  imple- 
mentation of  local  cancer  programs 
designed  to  improve  patient  care. 

Ernest  D.  Cronin,  MD,  chief  of  the 
plastic  surgery  section  at  St  Joseph 
Hospital  and  secretary  of  the  Hous- 
ton Society  of  Plastic  Surgery,  re- 
cently coordinated  and  participated 
in  a Mexican-American  medical  ex- 
change in  a remote  section  of  South- 

Please  let  Texas  Medicine  know 
about  your  honors  and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  sec- 
tion are:  TMA  member;  election  or  appoint- 
ment to  an  office  of,  or  honors  from,  a na- 
tional or  state  organization;  or,  space 
permitting,  recognition  at  the  local  level. 
Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  editor. 
Submit  items  for  consideration,  with  photos 
if  possible,  to  People,  Texas  Medicine,  401  W 
15th  St,  Austin,  TX  78701. 
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Thomas  D.  Cronin,  MD 


eastern  Mexico.  Dr  Cronin  and  his 
fellow  surgeons  treated  patients  with 
cleft  lips  and  cleft  palates  and  con- 
ferred with  local  physicians. 

Thomas  D.  Cronin,  MD,  was  hon- 
ored recently  for  his  many  contribu- 
tions to  the  field  of  plastic  surgery  at 
a reception  by  his  colleagues  at  St 
Joseph  Hospital,  where  a conference 
room  has  been  named  in  his  honor. 
Dr  Cronin  is  best  known  for  his  part 
in  the  development  of  the  first  sili- 
cone breast  implant  in  1962. 

J.  Forrest  Fitch,  MD,  McAllen  fami- 
ly practitioner  and  member  of  the 
TMA  Board  of  Trustees,  has  been 
named  the  recipient  of  the  Philip  R. 
Overton  Award  from  the  Texas 
Medical  Foundation.  This  award 
recognizes  physicians  who  have  pro- 
vided meritorious  service  to  medical 
peer  review  in  Texas,  and  memorial- 
izes Mr  Overton,  who  was  instru- 
mental in  the  creation  of  the  Texas 
Medical  Foundation. 

Marty  Ivey,  Jr,  MD,  associate  profes- 
sor of  surgery  at  The  University  of 
Texas  Medical  Branch  at  Galveston, 


was  one  of  six  physicians  chosen  na- 
tionally to  treat  athletes  at  the  Pan 
American  Games,  which  were  held 
in  Havana,  Cuba. 

Barry  D.  Kahan,  MD,  professor  of 
surgery  and  director  of  the  Division 
of  Immunology  and  Organ  Trans- 
plantation at  The  University  of  Texas 
Medical  School  at  Houston,  has  been 
awarded  the  title  of  Knight  Officer  of 
the  Order  of  Merit  of  the  Italian  Re- 
public in  recognition  of  his  “out- 
standing service  to  Italian  patients 
and  training  of  transplant  surgeons.” 

Bernard  Levin,  MD,  chief  of  the  Sec- 
tion of  Gastrointestinal  Oncology 
and  Digestive  Diseases  at  The  Uni- 
versity of  Texas  M.D.  Anderson 
Cancer  Center,  has  been  named  the 
first  holder  of  the  Ellen  F.  Knisely 
chair  in  colon  cancer  research  at 
M.D.  Anderson  Cancer  Center. 

The  Texas  Medical  Foundation  has 
announced  its  new  slate  of  officers. 
Drue  O.D.  Ware,  MD,  Fort  Worth 
family  practitioner,  has  been  named 
president  and  chairman  of  the  board 
of  trustees,  and  John  W.  Meyer,  MD, 
Hondo  family  practitioner,  has  been 
elected  to  a 2-year  term  as  vice  pres- 
ident. Also  elected  to  a 3-year  term 
on  the  board  of  trustees  was  Jim 
Bob  Brame,  MD,  Eldorado  family 
physician.  William  H.  Mack,  MD, 
Houston  pediatrician,  was  named 
secretary.  The  Texas  Medical  Eoun- 
dation  is  the  state’s  medical  peer  re- 
view organization. 

Gregory  J.  Phillips,  MD,  Eort  Worth 
internist,  has  been  awarded  the 
1991  Paul  V.  Ledbetter,  MD,  Medi- 
cal Professional  Volunteer  Award  by 
the  American  Heart  Association, 
Texas  Affiliate,  for  his  work  with 
the  association.  The  award  is  named 
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in  honor  of  Dr  Ledbetter  for  his 
dedicated  service  to  the  American 
Heart  Association  in  the  1920s. 

The  Brazos  Valley  Pharmaceutical 
Association  recently  presented  a 
plaque  to  T.O.  Walton,  Jr,  MD,  in 

recognition  of  his  50  years  of  service 
to  the  Brazos  Valley  area. 

Obituaries 

Jeanne  Turner  Bowman,  MD,  68; 

El  Paso;  Baylor  University  College  of 
Medicine,  1959;  died  July  5,  1991. 

Archibald  Fletcher  Clark,  Jr,  MD, 

75;  San  Antonio;  Tulane  University 
School  of  Medicine,  1940;  died  July 
25,  1991. 

Hal  J.  Dewlett,  MD,  72;  Dallas; 
American  University  of  Beirut 
School  of  Medicine,  Lebanon,  1944; 
died  July  31,  1991. 

Thomas  Ferwerda,  MD,  85;  Bel- 
laire;  The  Medical  College  of  Wis- 
consin, 1932;  died  July  4,  1991. 

Ernest  Richard  Hollabaugh,  MD, 

59;  Dallas;  University  of  Cincinnati 
College  of  Medicine,  1957;  died 
June  1991. 

Walter  Murray  Kirkendall,  MD,  74; 

Houston;  University  of  Louisville 
School  of  Medicine,  1941;  died  July 
13,  1991. 

Frank  Brantley  Scott,  Jr,  MD,  61; 

Houston;  Yale  University  School  of 
Medicine,  1955;  died  July  27,  1991. 

Alvin  Otis  Severance,  MD,  88;  San 

Antonio;  Johns  Hopkins  University 
School  of  Medicine,  1929;  died  July 
1,  1991. 


Elvin  Lee  Shelton,  Jr,  MD,  76; 

Houston;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1939; 
died  July  19,  1991. 

Charles  Votava,  Jr,  MD,  57;  Luh- 
hock;  University  of  Wisconsin  Medi- 
cal School,  1961;  died  July  16,  1991. 


Regional  Meeting 
Texas  Academy  Chapter 
American  College  of  Physicians/ 
Texas  Society  of  Internal  Medicine 

in  conjunction  with 

Centennial  Celebration  of 
UTMB  Galveston 

November  7-9,  1991 

2-1/2  days 
of  extensive  review 
of  general  internal  medicine 

Inauguarl  William  P.  Deiss,  MD,  Lecture 
by  Louis  Sullivan,  MD,  MACP,  Sec.  of  HHS 

Contact  Lloyd  W.  Kitchens,  Jr.,  MD,  FACP 
Governor  for  North  Texas,  American  College 
of  Physicians 

(214)  824-4901  FAX  (214)  827-8620 


Timberlawn 
PsycMatric  Hospital 

232  Bed  I’sychiatric  Facility 
JCAHO  Approved 

Departments  of  Psychiatry  • Psychology 
Social  Wc>rk  • 24  Hour  Nursing  Care 
Therapeutic  Recreation 
Occupational  Therapy 
12  Grade  Accredited  School 

ESTABLISHED  IN  1917 

HOSPITAL  SERVICES 

Treatment  of 
Children 
Adolescents 
Adults 

SUBSTANCE 
ABUSE  PROGRAMS 

Inpatient  Treatment 
Outpatient  Treatment  and 
Recovery  Groups 
Health  Professionals  Program 
After  Care  Monitoring 

PROFESSIONAL 
EDUCATION  PROGIUAMS 

Residency  Training  Programs 
Child  Training  Residency 

OUTPATIENT  SERVICES 

Comprehensive 
Diagnostic  Evaluation 
Individual  and  Group 
Psychotherapy 
Eamily  Assessment 
and  Therapy 

ALTERNATIVE  CARE 

Dav  1 lospital 
Children 
Adolescents 
Adults 

Medication  Supervision 

RESIDENTIAL  SERVICES 

After  Care  Programs 
Residential  Programs 

ACCEL 

Executive  Professionals  Program 

For  your  paticiils'convcniciice,  evaluations 
may  be  done  at  any  of  our  five  locations: 
the  main  hospital  campus  in  Dallas,  the 
Timherlaum  North  Dallas  Center, 
the  Timberiawn  Las  Colinas  Center, 
Timberlawn  at  The  Aerobics  Center, 
or  the  Timberlawn  DeSoto/Duncanville 
Center. 

Admissions: 

P.O.  Box  151489  • 4600  Samuell  Blvd. 
Dallas,  TX  75315-1489 
(214)381-7181  • 1-800-426-4944 
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For  some  malpraotice  carriers,  easy  come  meant  easy 
go.  But  not  The  Medical  Protective  Company.  Our  finan- 
cial stability  is  a legend  in  our  industry.  And  has  been 
since  we  invented  professional  liability  coverage  at  the 


turn  of  the  century.  Ninety  years  in  business  and  a 
continual  A-t-  (Superior)  rating  from  A.M.  Best  prove  it. 
Don't  gamble  your  premium  dollars.  Put  your  money 
on  a sure  thing  and  call  our  general  agent  today. 
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HO  DOUBT. 


Dallas  Houston 

Suite  570,  Allied  Lakewood  Bank  Center  Suite  346 

6301  Gaston  Avenue  950  Echo  Lane 

Dallas,  Texas  75214-3947  Houston,  Texas  77024 

(214)821-4640  (713)465-4445 


San  Antonio 

Suite  224 
14800  San  Pedro 
San  Antonio,  Texas  78232 
(512)  490-1081 


Lubbock 

Suite  1 

7212  Joliet  Avenue 
Lubbock,  Texas  79423 
(806)  796-7208 


limtODUCING 
1HE  RE-DESIGNEDr 
RE-CAUBRAnO^ 
RE-ENGINEERED^ 
RE-INVEN1ED 
BMW3-SERIES. 

After  eight  years  of  intensive  work, 
BMW  re-defines  the  sports  sedan. 

The  dramatically  new  325i  not  only 
embodies  the  traditional  BMW  passion 
for  driving,  it  offers  a whole  set  of  more 
practical-minded  virtues:  namely  safety, 
durability  and  ease  of  maintenance. 

AN  IMPACT-ACTIVATED 

SAFETY  SYSTEM. 

The  325i  is  built  upon  the  premise 
that  the  best  defense  on  the  highways 
is  a car  well  designed  to  help  you  avoid 
accidents  in  the  first  place. 

Thus,  its  firm  grip  of  the  road,  quick 
acceleration,  responsive  steering  and 
advanced  antilock  brakes. 

However;  in  the  event  of  a frontal 
collision  you  cannot  avoid,  an  impact- 
activated  safety  system  is  automatically 


deployed.  It  all  happens  in  an  instant: 

Hydraulic  bumpers  absorb  a part 
of  the  energy  of  impact.  “Crush  tubes” 
absorb  the  energy  further  Seat  belts 
tighten  their  grip.  Three  sensors  trigger 
the  driver’s-side  airbag.  Interior  lights 
turn  on  and  even  the  doors  unlock,  to 
aid  in  exit  or  rescue. 

THE  LOW  COST  OE  OWNERSHIP. 

Under  the  325i’s  hood  is  a 189-hp, 
24-valve  engine  so  advanced,  it  needs 
little  regular  maintenance  beyond  the 
simple  changing  of  oil,  filters  and  plugs. 

Sophisticated  electronics  allow  the 
BMW  technician  to  actually“play  back” 
past  engine  events,  revealing  problems 
that  would  otherwise  be  difficult  to  ob- 
serve. Or  even  describe. 

And  to  help  reduce  unexpected 
expenses,  the  325i  sedan  comes  with 
our  four-year/50,000-mile  bumper- 
to-bumper  warranty*as  well  as  a Road- 
side Assistance  plan  you  can  call  upon 
any  day,  on  every  road  in  the  U.S.AT 

We  invite  you  to  visit  your  nearest 
BMW  dealer  for  a test  drive.  You’ll  find 
that  the  325i  not  only  raises 
the  standard  for  the  sports  |PBy| 
sedan.  It  re-defines  the  class, 

THE  UITIMATE  DRIVING  MACHINE: 


*See  your  BMW  dealer  for  details  on  this  limited  warranty.  * *Services  provided  by  Cross  Country  Motor  Club.  Inc.,  Boston.  MA  02155,  except  in  CA,  where  services  are  provided  by 
Cross  Country  Motor  Club  of  Calif.  Inc.,  Boston.  MA.  © 1991  BMW  of  North  America.  Inc.  The  BMW  trademark  and  logo  are  registered. 


VISIT  YOUR  AUTHORIZED  BMW  DEALER.  OR  FOR  MORE  INFORMATION,  CALL  1-800-334-4BMW 


Trust.  Confidence.  And  people  who  care.  These  are  some 
of  the  things  that  have  made  Medical  Personnel  Pooh  one 
of  the  nation’s  largest  providers  of  health  care  specialists. 

For  home  care  or  staffing,  short-term  or  long-term, 
call  us  first. 


'femporary 

.aeroes' 


Austin 

(512)  454-5711 

San  Antonio 
(512)  699-8299 


El  Paso 

(915)  544-7665 

Arlington 
(817)  265-8484 


Houston 
(713)  681-7832 

Dallas 

(214)  220-0020 


Corpus  Christi 
(512)  851-8676 

Ft.  Worth 
(817)  336-4411 


m 

Medical  Personnel  Pool. 


€>  Copyright  1990.  Personnel  Pool  of  America,  Inc  An  H&R  BLOCK®  Company.  An  Equal  Opportunity  Employer,  M/F 
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Health  care  in  Texas  gained  a sharp 
new  focal  point  when  Texas  Medical  As- 
sociation dedicated  its  new  headquarters 
building  in  downtown  Austin  July  26,  1991. 

The  day’s  festivities  included  a number 
of  high  points:  a dedication  address  by  Gov 
Ann  Richards,  a “time  capsule”  ceremony, 
the  opening  of  the  first  History  of  Medicine 
exhibit,  presentation  of  a silver  service  by 
the  TMA  Auxiliary,  and  tours  of  the  new  facility. 

Participants  included  physician  leaders,  repre- 
sentatives of  state  and  federal  health  organiza- 
tions, and  legislators. 


In  keeping  with  the  day’s  theme,  “Focus  on  the 
Future,”  only  a couple  of  hours  lapsed  between  the 
close  of  the  building  dedication  and  the  start  of  the 
association’s  1992  Leadership  Planning  Confer- 
ence. More  than  35  physicians  gave  the 
new  facility’s  conference  rooms  and  au- 
ditorium the  first  real  workout  as  they 
gathered  to  decide  the  association’s  pri- 
orities for  1992  and  beyond.  (See  “TMA 
designs  plan  for  priority  action,  p 10.) 

On  the  following  pages  are  photographs  from 
the  dedication  events  and  planning  conference  and 
the  full  text  of  the  governor’s  dedication  address. 
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ADDRESS  BY 

GOVERNOR 
ANN  RICHARDS 

July  26,  1991 

• • • 

DEDICATION  OF 

Texas  Medical  Association 

HEADQUARTERS 

• • • 

Governor  Richards  was  introduced  by 
TMA  President  Sam  A.  Nixon,  MD.  She 
warmly  greeted  several  friends  in  the  au- 
dience, related  a personal  anecdote,  and 
told  a humorous  story  before  beginning 
her  prepared  remarks: 

In  looking  at  today’s  schedule  of 
events  and  noting  that  my  address  is  to- 
ward the  end  of  the  program,  I couldn’t 
help  but  think  of  a story  that  seems  to  fit 
the  situation  perfectly. 

There  were  three  guys  lined  up  in 
front  of  a firing  squad,  and  as  the  blind- 
folds were  brought  out  the  commander 
of  the  squad  asked  each  one  of  them  if 
they  had  a last  wish. 

The  first  guy,  who’s  a minister,  real- 
izing that  he’s  going  to  meet  his  maker, 
says  that  he  would  like  time  to  offer  up 
a prayer.  The  commander  says,  “That’s 
fine,  we’ll  allow  time  for  that  in  a 
minute.  ” 

And  he  turns  to  the  second  one, 
who’s  a politician,  and  says,  “Do  you 
have  a last  wish?”  Now  the  politician 
thinks  that  he  can  talk  his  way  out  of 
anything,  so  he  says  that  his  last  wish  is 
to  make  a speech.  The  commander  says, 
“That’s  fine.  We’re  going  to  give  you 
time  for  that  right  after  the  prayer.  ” 

The  third  man  is  a doctor,  and  the 
commander  says,  “How  about  you,  do 
you  have  a final  wish?”  and  the  doctor 
says,  “I  certainly  do.  For  God’s  sake, 
shoot  me  before  he  gives  his  speech!” 
And  of  course,  the  commander,  repre- 
senting the  government,  says  “Fine,  but 
only  after  you’ve  filled  out  the  appropri- 
ate forms.  ” 


Dr  NIXON,  PAST 
presidents,  past  and  pre- 
sent board  members,  dis- 
tinguished members  of 
the  profession  of  medicine,  support 
groups,  staff,  and  members  of  the 
Auxiliary,  thank  you  for  including 
me.  It’s  a real  honor  to  participate 
in  these  dedication  ceremonies,  and 
it  is  a delight  to  be  with  many  of 
my  friends. 

We’re  not  here  just  to  celebrate 
the  completion  of  this  beautiful 
building.  We  are  really  here  to  reex- 
amine who  we  are  in  this  state,  and 
where  we’re  going  in  terms  of 
health.  And  so,  if  I could  for  a few 
moments.  I’d  like  to  address  a few 
of  those  issues  that  come  across  my 
desk  almost  every  day.  This  building 
is  a real  testimony  to  health  in  this 
state.  But  the  edifice  of  health  care 
in  Texas  and  the  United  States  is  in 
desperate  need  of  repair. 

The  debate  about  the  health-care 
crisis  will  rage  on  in  Austin  and 
Washington,  but  medical  care  pro- 
fessionals will  always  be  the  ones  on 
the  front  lines,  the  ones  who  see  the 
crisis  in  the  human  terms  of  patients 
and  families  and  individual  lives  that 
are  lost  or  saved. 

But  I want  to  talk  to  you  about 
the  patients  you  don’t  always  see.  In 
fact,  most  of  them  you  don’t  see  of- 
ten at  all:  the  young  girls  who  be- 
come pregnant  at  ages  12,  13,  or  14, 
and  who  don’t  have  the  money  to 
seek  private  help,  who  are  too 
scared  to  tell  their  parents  or  to  visit 
a clinic.  In  this  modern  age  of  ours, 
when  we  pride  ourselves  on  the  rich 
possibilities  that  are  now  open  to 
young  women,  Texas  leads  the  na- 
tion in  the  number  of  babies  born  to 
girls  under  the  age  of  15.  The 
health-care  professionals  in  this  au- 
ditorium don’t  see  many  of  those 
young  women  during  their  pregnan- 
cies. But  you  see  their  babies  in  the 
neonatal  units  in  Texas.  As  a matter 
of  fact,  about  25%  of  the  babies  in 
those  units  would  not  have  been 
there  if  we  had  found  a way  to  get 


adequate  prenatal  care  for  those  ba- 
bies who  are  having  babies. 

There  are  almost  4 million  Tex- 
ans with  no  insurance  or  health  cov- 
erage of  any  sort.  Three  out  of  every 
four  are  the  families  of  the  working 
poor  — that  wonderful  new  phrase 
that  means  too  poor  to  qualify  for  a 
loan  or  for  insurance  or  credit,  but 
working  full  time.  Over  one  million 
of  them  are  children.  You  usually 
only  see  them  in  emergency  rooms. 

And  then  there  are  the  Texans 
who  are  simply  too  distant  to  be 
seen,  because  most  of  them  live  in 
rural  areas.  Fifty-five  counties  in 
Texas  do  not  have  hospitals  any- 
more. Several  have  no  health  care  of 
any  kind.  And  in  other  counties,  the 
only  medical  attention  to  low  in- 
come families  comes  from  a public 
health  nurse  who  visits  the  area  once 
a week  for  half  a day. 

Along  our  border  with  Mexico  — 
and  in  more  of  our  inner  cities  than 
we  like  to  admit  — we  still  find  com- 
munities where  children  have  never 
seen  a doctor,  where  they  drink, 
bathe,  and  play  in  the  same  filthy  wa- 
ter, where  diseases  that  most  of  us 
think  of  as  ancient  history  are  still 
the  norm.  El  Paso  County  has  more 
cases  of  tuberculosis  than  the  entire 
state  of  Colorado.  And  in  one  small 
community  of  that  county,  35%  of 
the  8-year-olds  have  had  hepatitis  A, 
and  by  the  age  of  35,  90%  of  them 
will  have  been  infected. 

These  are  the  people  who  fall  be- 
tween the  cracks,  who  slip  too  easily 
from  the  view  of  policymakers  and 
who  are  reduced  to  a set  of  statistics 
and  filed  away  for  future  reference, 
to  be  dusted  off  when  the  next  study 
is  done  or  the  next  speech  is  to  be 
made.  And  as  we  debate  the  health- 
care crisis,  we  have  an  unfortunate 
tendency  to  make  policy  at  them, 
not  for  them. 

What  we  are  doing  in  Washing- 
ton, DC,  is  a joke,  and  every  one  of 
us  knows  it.  We  hear  from  one 
politician  after  another  about  what 
their  funding  priority  of  the  year 
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happens  to  be.  This  year,  the  talk  is 
immunization  for  measles,  and  God 
knows  we  need  it.  Next  year  it  will 
be  something  else.  But  every  time  it 
comes  down  to  talking  about  who  is 
going  to  pay  for  it,  you  can  be  sure 
that  the  dollars  are  going  to  come 
out  of  some  existing  program  that 
was  the  fashion  5 years  before.  Not 
because  the  need  has  gone  away,  but 
because  we  are  simply  going 
to  shift  the  money  from  one 
needy  cause  to  another 
needy  cause,  and  not  really 
solve  the  problem. 

And  as  medical  costs  soar 
— driven  by  technology,  de- 
mand, and  heightened  expec- 
tations — business,  govern- 
ment, the  medical  profession, 
insurers,  and  consumers  all 
know  something  has  to  be 
done.  In  fact,  something  is  be- 
ing demanded,  by  all  of  us. 

Many  of  the  supposed 
cures  are  worse  than  the  ill- 
ness. We  have  come  to  an  ab- 
surd point,  when  medical 
practitioners  find  their  plans 
of  treatment  questioned  and 
short-circuited  by  clerks  in  in- 
surance companies  who 
know  neither  the  case  nor  the 
first  thing  about  medical  care. 

The  truth  is,  that  for  all 
of  our  well-meaning,  crisis- 
driven  reactions,  we  have 
failed  to  lay  out  a health- 
care policy  that  works  for 
the  people  who  are  least  able  to  fend 
for  themselves.  We  have  not  been 
able  to  find  a health-care  policy  and 
endorse  it,  one  that  works  for  the 
people  who  are  supplying  the  health 
care  in  the  first  place.  We  have  creat- 
ed a fragmented  system  out  of  an 
ongoing  game  of  cost  shifting  — 
with  the  federal  government  man- 
dating programs  without  funding 
them  and  the  state  government  fran- 
tically trying  to  respond  to  man- 
dates. Local  hospitals  and  profes- 
sionals try  to  squeeze  in  as  much 
charity  care  as  possible  and  private 


insurance  companies  work  to  cover 
low-risk  patients  while  shifting  high- 
er risk  and  more  costly  patients  to 
public  funding  sources. 

This  is  a crazy,  cruelly  ineffective 
system,  and  I am  determined  that  we 
are  going  to  bring  some  sanity  to 
that  system  in  the  state  of  Texas,  to 
fit  the  pieces  of  the  puzzle  together 
in  a comprehensive  health-care  poli- 


cy that  allows  us  to  do  the  best  we 
can  in  the  absence  — the  total  ab- 
sence — of  a sound  national  policy. 

We  are  taking  the  first  step  during 
this  special  session  of  the  legislature 
by  proposing  a restructuring  of  the 
health  and  human  services  agencies 
that  will  allow  us  to  better  coordi- 
nate both  the  services  and  the  feder- 
al dollars  that  are  available  to  Texas. 

And  we  are  determined  to  make 
the  most  of  the  dollars  contributed 
by  Texas  taxpayers  by  eliminating 
and  consolidating  state  agencies  to 
make  them  more  responsive  to  con- 


sumers and  more  cost-effective  for 
the  professionals  who  support  their 
activities  with  fees. 

I know  that  some  of  you  in  this 
room  have  problems  with  that 
streamlining  process.  But  I am  here 
to  tell  you  that  unless  we  can  hon- 
estly tell  the  taxpayers  of  Texas  — 
and  convince  them  — that  we  have 
done  our  best  to  pare  back  this  gov- 
ernment to  its  essentials,  we’re 
never  going  to  get  their  sup- 
port for  the  services  that  we 
all  know  are  basic  to  quality 
medical  care  in  this  state. 

I noticed  in  a newspaper 
story  a few  months  back  that 
my  friend  Kim  Ross  [director, 
TMA  public  affairs]  said  that 
TMA  knows  that  Santa  Claus 
doesn’t  live  in  this  legislature. 
Well,  Gib  Lewis,  Bob  Bullock, 
our  fellow  officials,  and  I will 
tell  you  that  Scrooge  doesn’t 
live  there  either  — at  least  not 
often.  And  the  truth  of  the 
matter  is  that  the  process  this 
summer  is  about  much  more 
than  saving  money.  It  is  about 
restoring  the  public’s  faith  in 
government  itself,  in  demon- 
strating to  the  people  of  Texas 
that  government  can  do  their 
business  in  a fiscally  responsi- 
ble fashion,  that  it  can  set  pri- 
orities, that  it  can  solve  prob- 
lems, not  just  create  programs. 

I am  sick  of  the  alphabet 
soup  myself.  I don’t  speak  it, 
my  family  doesn’t  speak  it,  and  I’m 
going  to  refuse  to  understand  it 
when  it’s  spoken.  It  is  time  that  the 
Texans  who  pay  for  state  govern- 
ment be  spoken  to  in  direct  language 
and  very  specific  language.  We  are 
about  the  business  of  paring  back 
the  bureaucracy  in  Texas,  so  that  we 
can  peel  it  down  to  the  basic  services 
the  taxpayers  expect.  Now,  that’s  a 
tall  order.  You’re  all  going  to  hear 
me  say  it  a lot  more  than  you  want 
to,  because  it  isn’t  going  to  end  with 
this  session.  I consider  this  session 
only  the  beginning.  And  once  we 
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have  completed  our  work  this  sum- 
mer, we’re  going  to  move  on  to 
some  more  unresolved  problems. 
Foremost  among  them  is  health 
care.  It  is  Number  One,  and  later 
this  year,  I will  establish  the  Texas 
Health  Policy  Task  Force. 

The  task  force  wdl  be  charged 
with  recommending  comprehensive 
state  health-care  policies  that  will 
make  basic  health  care  available  and 
affordable  to  Texans.  We  need  and 
' we  want  the  cooperation  and  sup- 
port of  the  Texas  Medical  Associa- 
tion and  the  Auxiliary  in  construct- 
ing those  recommendations  and  in 
our  work  the  rest  of  this  year  and 
next.  You  have  already  given  us  a 
good  beginning  for  the  discussion 
with  the  five-step  program  you  sug- 
gested earlier  this  year  [recommend- 
ations of  the  TMA  Ad  Hoc  Commit- 
tee on  Financing  and  Availability  of 
Health  Insurance]. 

Since  its  beginnings,  TMA  has 
been  a force  improving  both  the 
medical  profession  and  the  quality 
of  health  care  available  in  Texas.  In 
this  beautiful  and  modern  building, 
it  is  hard  to  comprehend  that  when 
this  organization  was  formed  in 
1853,  the  most  recent  medical  inno- 
vations were  ether  and  chloroform, 
and  the  most  common  forms  of 
treatment  were  still  based  on  the 
therapeutic  virtues  of  bleeding, 
sweating,  and  purging.  There  are 
some  candidates  I would  suggest 
who  might  still  benefit. 

I The  Handbook  of  Texas  noted, 
“The  only  evidence  of  progress  in  this 
period  in  Texas  was  the  establishment 
of  the  Medical  Association  of  Texas.” 
In  the  last  138  years,  we  have  made 
J tremendous  advances  in  both  the  art 
I and  the  science  of  healing,  and  TMA 
I has  usually  led  the  way. 

I Today,  the  challenge  is  not  our 
I technological  capacity,  but  the  capac- 
I ity  of  our  society  to  find  a way  to 
I make  the  benefits  of  modern  medicine 
I available  and  affordable  to  everyone. 
I And  as  we  dedicate  this  impressive 
' new  building,  I hope  we  will  also 


rededicate  ourselves  to  that  challenge. 

Hippocrates  wrote  that  “Healing 
is  a matter  of  time,  but  it  is  some- 
times also  a matter  of  opportunity.” 
May  God  grant  that  we  have  the 
wisdom  to  recognize  our  opportuni- 
ties and  the  courage  to  make  the 
most  of  them. 

And  1 hope  that  you  in  this  room, 
involved  in  this  profession,  will  ac- 
cept my  praise  and  my  thanks,  for 
many  times  you  have  been  there 
when  I was  in  need,  when  members 
of  my  family  were  in  need.  Literally, 
you  meant  life  or  death  where  they 
were  concerned.  And  I speak  for  mil- 


Following  Governor  Richards’  address, 
TMA  President-Elect  William  Gamel, 
MD,  left,  and  TMA  President  Sam  A. 
Nixon,  MD,  presented  the  governor  a 
19th  century  medical  saddlebag  on  be- 
half of  TMA  and  the  Auxiliary.  The 
bag,  which  contains  many  of  its  origi- 
nal glass  vials,  was  used  by  John  M. 
Baker,  MD,  of  Haskell,  Tex,  and  was 
donated  to  TMA  in  1936  by  EE.  Hud- 
son, MD,  of  Stamford,  Tex. 


lions  of  people  who  count  on  you  ev- 
ery day,  and  who  also  pay  you  the  re- 
spect of  knowing  that  you  are  human 
beings,  with  human  fallibilities.  You 
are  not  magicians  or  witch  doctors. 
We  wish  you  nothing  but  the  best, 
because  in  return,  society  will  receive 
your  best.  I salute  you,  and  I thank 
you,  and  I am  so  pleased  for  you, 
that  you  will  be  housed  in  this  build- 
ing, where  you  may  gather  together 
and  deliberate  the  issues  with  those 
of  us  in  government,  who  are  also 
human,  and  who  are  also  fallible, 
and  can  so  profit  from  your  good 
counsel.  Thank  you  very  much. 


August  4,  1991 

Dr.  Sam  Nixon 

Texas  Medical  Association 

401  W.  15th  St. 

Austin,  TX  78701 

Dear  Sam: 

It  was  great  to  be  with  you  for  the 
opening  of  TMA’s  new  building. 

You  have  a great  deal  to  be  proud  of 
about  TMA.  Your  association  has 
developed  into  one  of  the  most 
influential  institutions  on  health  care 
and  health  care  related  legislation  in 
the  state  and  in  the  country.  I look 
forward  to  working  closely  with 
TMA  when  we  begin  our  task  force 
on  health  care  and  during  the  subse- 
quent special  session  on  health  care. 

Thank  you  so  much  for  the  1 9th  cen- 
tury medical  bag  you  presented  to 
me.  I have  it  on  display  in  my  per- 
sonal office  and  I am  sure  that  Tex- 
ans will  enjoy  it  for  years  to  come. 

Sincerely, 

ANN  W.  RICHARDS 
Governor 
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The  History  of  Medicine  Gallery,  on  the  lobby  level,  is  open  to  the  public.  Three  permanent  exhibits 
convey  tbe  spirit  of  organized  medicine  in  Texas  during  the  early  19th  and  20th  centuries,  provide  a panoram- 
ic view  of  the  previous  homes  of  Texas  Medical  Association,  and  take  a historical  look  at  the  pioneering  physicians 
who  founded  the  association.  In  addition,  the  gallery  houses  traveling  exhibits. 


IMMEDIATE  PAST  TMA  PRESIDENT  Ww  Gor- 
don McGee,  MD,  El  Paso,  makes  a point  during 
TMA’s  planning  conference,  which  was  held  following 
the  building  dedication. 


Harold  R.  High,  md,  Cuero,  vice  chairman 
of  the  TMA  Board  of  Trustees,  and  Alan  C. 
Baum,  Houston,  chairman  of  the  board,  confer  during 
the  1 992  Leadership  Planning  Conference. 
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The  library  has  a reading  room  that  provides  physicians  a quiet  haven  for 
study.  The  public  also  is  welcome  to  seek  health  and  medical  information. 


The  300-seat  auditorium  provides  space  for  TMA  meetings  and  meetings  of 
health-related  groups.  Like  the  auditorium  at  TMA’s  former  location,  it  is  named  in 
memory  of  Dr  and  Mrs  Sam  Thompson  of  Kerrville,  who  in  the  early  1950s  made  a ma- 
jor bequest  in  an  irrevocable  trust  for  budding  and  operating  the  association’s  library. 


2: 


The  association’s  state-of-the-art  clinical  library  is  housed  on  the  fifth  floor.  It  contains 
60,000  bound  volumes  of  medical  texts  and  journals.  The  library  also  subscribes  to  more  than  900  specialty 
journals  and  has  access  to  more  than  200  bibliographic  data  bases.  A variety  of  audiovisual  materials  provide 
physicians  opportunities  to  earn  continuing  medical  education  credit. 


Denton  A.  Cooley,  MD,  Houston  (center),  cuts  the  ribbon  to  open 
“Technology  in  Medicine:  150  Years  of  Medical  Innovation,”  the  first  tempo- 
rary exhibit  housed  in  TMA’s  History  of  Medicine  Gallery.  The  exhibit  includes  the 
first  artificial  heart  transplant,  on  loan  from  the  Smithsonian  Institute.  Joining  Dr 
Cooley  in  opening  the  exhibit  were  (second  from  left)  Alan  C.  Baum,  MD,  Hous- 
ton, chairman  of  the  TMA  Board  of  Trustees,  and  (from  far  left)  members  of  the 
TMA  History  of  Medicine  Committee  Joseph  M.  Abell  Jr,  MD,  Austin,  Elgin  W. 
Ware  Jr,  MD,  Dallas,  chair,  and  Helen  Alexander,  Houston,  Auxiliary  member. 
Other  members  of  the  committee  not  pictured  were  Chester  Burns,  MD,  Galveston, 
Elizabeth  White,  Houston  archivist,  and  Susan  Brock,  TMA  library  director. 


Nancy  W.  Dickey,  MD,  Richmond,  mem- 
ber of  the  American  Medical  Association  Board 
of  Trustees,  brought  greetings  from  the  AM  A. 
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The  Dr  May  Owen  Conference  Room,  on  the  10th  floor,  is  a logical  choice  for  meetings  of  TMA’s 
many  boards,  councils,  and  committees.  It  is  named  in  honor  of  the  revered  Fort  Worth  pathologist  who 
served  in  1960  as  TMA’s  first  woman  president.  Dr  Owen  also  established  a student  loan  fund,  with  assets  now  in 
excess  of  $1  million,  and  a physician’s  benevolent  fund  that  TMA  administers. 


Governor  Ann  W.  Richards  and  Sen  Eddie 
Lucio  (D-Brownsville)  join  others  in  dedicating 
TMA’s  new  headquarters  building.  Guests  attending  the 
dedication  included  physician  leaders,  representatives  of 
state  and  federal  health  organizations,  and  legislators. 


Dixie  Louis, 
Dickinson, 
past  TMA  Auxil- 
iary president, 
and  Alan  C.  Baum, 
MD , Houston, 
chairman  of  the 
TMA  Board  of 
Trustees,  pose  with 
the  silver  service 
presented  to  TMA 
by  the  Auxiliary. 
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A time  capsule  that  will  be  placed  into  the  marble  wall  between  the  Thomp- 
son Auditorium  and  the  foyer  was  displayed  during  the  dedication  events. 
The  items  placed  into  the  time  capsule  include: 


TMA  President  Sam  A.  Nixon, 
Houston,  escorts  Gov  Ann  W.  Richards 
into  The  Sam  Thompson  Auditorium,  site  of  the 
dedication  ceremonies.  Dr  Nixon,  who  was 
master  of  ceremonies,  reminded  guests  of  the  as- 
sociation’s historical  ties  and  said,  “The  com- 
mitment that  carried  the  association  through  In- 
dian raids,  the  War  Between  the  States,  the 
bubonic  plague,  yellow  fever,  and  influenza,  will 
carry  us  through  today’s  and  tomorrow’s  chal- 
lenges and  take  us  to  new  heights.  ’’ 


• 1990  TMA  annual  report 

• TMA  Constitution  and  Bylaws 

• Program,  124th  TMA  Annual 
Session 

• Summary  of  Actions,  TMA 
House  of  Delegates,  May  1991 

• TMA  Policy  Manual 

• Board  of  Councilors  Current 
Opinions 

• TMA  stationery 

• July  1991  issue  of  Texas  Medicine 

• July  1991  issue  of  TMA  Auxil- 
iary TexasAccent  magazine 

• A Legacy  of  Caring  brochure 

• Focus  on  the  Future  T-shirt 


• TMA  membership  directory 

• July  26,  1991,  issue  of  the  Austin 
American-Statesman 

• June/July  1991  issue  o{  Action 

• TMA  staff  directory 

• TMA  Strategies  and  Key  Objective 

• Photographs  of  old  TMA  buildings 

• Minutes  of  TMA  Board  of  Trust- 
ees meeting  March  2-4,  1989 

• Summary  of  Actions,  AMA 
House  of  Delegates,  June  1991 

• Selected  health-care  articles  from 
Texas  daily  newspapers 

• Patches  from  blazers  worn  by  the 
Texas  Delegation  to  the  AMA 


Participants  in  the  1992  Leader- 
ship Planning  Conference,  held 
following  the  dedication  of  TMA’s  new  head- 
quarters, gather  in  the  foyer.  In  addition  to 
the  dedication  ceremonies  on  July  26,  1991, 
TMA  held  a series  of  open  houses  for  physi- 
cians and  others  to  visit  the  new  facility. 


The  four  members  of  the  Task  Force  on  the  New  Building,  Elgin  W.  Ware  Jr,  MD,  Dallas;  Drue 
O.D.  Ware,  MD,  Fort  Worth;  Merle  W.  Delmer,  MD,  San  Antonio,  chairman;  and  James  M. 
Graham,  MD,  Austin,  pose  with  the  time  capsule  that  ivill  preserve  memories  of  Texas  Medical 
Association  for  future  planners. 
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12  years  experience  in 
Medicare  PART  B claims 
payment. 

HCFA  has  determined  55% 
of  all  physicians  in  the  State 
of  Texas  should  be  billing 
their  Medicare  claims 
electronically  by  September 
of  1992. 

Now  this  method  is  made 
available  to  you 
inexpensively  & headache 
free. 

Electronic 
Processing  Service 

(903)  583-8183 


WHAT  DIRECTION 
IS  YOUR 

MEDICAL  PRACTICE 
GOING? 


Call  us,  we  can  help  you 
get  pointed  in  the  right 
direction  with  financial, 
operating  and  tax  plans 
that  make  a difference  in 
your  practice. 
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Protecting  your  bottom  line  is  our  first  priority 


713/952-3399 

Medical  Practice 
Management  Professionals 


Specify  Adjunctive 
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Each  capsule  contains  5 mg  chlordiazepoidde  HCl  and  2.3  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  whidi  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibty"  effective;  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  {eg.,  operating  machinery,  driving). 

Usage  in  Pregnancy  : Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  su^ested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  ptychotropics  seems  indicated,  carefulfy  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Rmctions:  No  side  effect  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extraf^amidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  cfyscrasias 
(including  agranuloc5rtosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HG,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i.  e. , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  ^miptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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ITS  TIME  KNt 
THE  PEACEMAKER. 


In  irritable  bowel  syndrome  intestinal 
discomfort  will  often  erupt  in  tandem 
with  anxiety — launching  a cycle  of 
brain/bowel  conflict. 

Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients 
about  activities  requiring  complete 
mental  alertness. 


*Librax  has  been  evaluated  as  possibly  effective  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HCl  and  2.5  mg  clidinium  bromide. 


Copyright  © 1991  by  Roche  Products  Inc.  All  rights  reserved. 
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Prenatal  care  program 
in  Victoria  inspired  by 
Dr  Burditt 

Debi  Martin 

Associate  editor 

A novel  approach  to  encourage 
indigent  pregnant  women  to 
get  better  prenatal  care  is  a feature  of 
a new  program  in  Victoria.  Gifts  are 
being  offered  to  economically-disad- 
vantaged pregnant  women  who  keep 
their  prenatal  care  appointments. 

The  Victoria  Prenatal  Prize  Pro- 
gram’s goals  include  decreasing  the 
low  birth  weight  and  infant  mortali- 
ty rates  among  indigent  women  in 
the  area. 

Last  month,  the  program  began 
enrolling  participants  after  receiving 
a $5,000  start-up  donation  from 
The  Junior  League  of  Victoria,  Inc. 
Jointly  operated  by  the  league,  Vic- 
toria County  Maternity  Health  Clin- 
ic, and  DeTar  Hospital,  the  program 
is  designed  for  pregnant  women  age 
19  and  under  who  have  sought  care 
within  12  weeks  of  gestation. 

One  of  the  DeTar-associated 
physicians  most  instrumental  in  get- 
ting the  program  off  the  ground  is 
Michael  L.  Burditt,  MD,  a Victoria 
obstetrician-gynecologist. 

Good  prenatal  care  is  good  pre- 
ventive medicine.  But  Dr  Burditt  has 
an  additional  reason  for  supporting 
the  program.  He  has  often  won- 
dered if  the  situation  in  which  he 
found  himself  back  in  1986  might 
have  turned  out  differently  had  Rosa 
Rivera  received  prenatal  care  before 
she  showed  up  at  DeTar  Hospital  as 
an  emergency  case. 

When  Dr  Burditt  examined  Ms 
Rivera,  she  had  the  highest  blood 
pressure  he  had  ever  seen.  He  deter- 
mined her  condition  to  be  high-risk 
and  was  concerned  that  her  infant 
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might  be  born  growth-retarded.  He 
decided  it  was  in  Ms  Rivera’s  best 
interest  to  transfer  her  to  a hospital 
in  Galveston  that  would  be  better 
equipped  to  deal  with  the  complica- 
tions of  her  pregnancy. 

However,  en  route  to  Galveston, 
Ms  Rivera  gave  birth. 

The  baby  was  healthy.  But  be- 
cause Dr  Burditt  transferred  Ms 
Rivera  while  she 
was  — according 
to  the  govern- 
ment’s definition 
— in  active  labor, 
the  Department 
of  Health  and 
Human  Services 
accused  him  of 
“patient-dump- 
ing.” He  was 
sanctioned  and 
fined  $20,000  for 
allegedly  violating 
a federal  patient 
transfer  law.  He 
appealed  the 
charge.  But  in 
July  1991,  a US 
appeals  court  up- 
held the  HHS 
sanction  and  fine. 

After  studying 
prenatal  incentive 
programs  in  other  parts  of  the  coun- 
try, Dr  Burditt  suggested  to  DeTar 
Hospital  officials  that  a similar  pro- 
ject be  created  in  Victoria.  Last  sum- 
mer, Todd  Good,  a Missouri  Univer- 
sity health  care  administration 
graduate  student  who  was  then  an 
intern  at  DeTar,  worked  to  get  the 
program  ready  for  a fall  start-up. 

“Dr  Burditt  really  got  the  ball 
rolling,  then  I took  over,”  says  Mr 
Good,  who  has  now  returned  to 
Missouri.  “This  program  is  meant  to 
combat  the  kind  of  problem  Dr  Bur- 
ditt was  faced  with.  It  also  will  save 


the  hospital  money.  There  is  no  way 
to  pinpoint  how  much  it  will  save, 
but  the  less  time  a baby  spends  in 
the  hospital  after  it  is  born,  the  more 
money  saved,  and  healthy  babies 
don’t  stay  long  in  the  hospital  after 
they  are  born.” 

An  HHS  study  estimates  that  6% 
of  the  630,000  deliveries  paid  for  by 
Medicaid  each  year  require  costly 
neonatal  intensive 
care  — services 
that  constitute 
30%  of  Medicaid 
maternity  expens- 
es at  a cost  of 
$5  98  million. 
Medicaid’s  aver- 
age  cost  for 
neonatal  intensive 
care  is  $15,814, 
compared  to  the 
average  $2,948 
per  uncomplicat- 
ed birth.  The 
study  suggests 
that  prenatal  care 
services  should  be 
made  more  acces- 
sible to  indigent 
pregnant  women. 

In  the  case  of 
the  Victoria  pro- 
gram — and  oth- 
ers like  it  across  the  country  — the 
services  have  indeed  been  made 
more  enticing.  Gift  items  offered  in- 
clude diaper  bags,  diapers,  baby  bot- 
tles, bathtub  products,  baby  ther- 
mometers, rattles,  car  seats, 
anything  that  might  be  useful  to  the 
mother  and  child. 

Donna  Gandy,  a 16-year-old 
mother-to-be,  appreciates  the  pro- 
gram’s goals  and  gifts.  When  Ms 
Gandy  was  interviewed  in  mid-Au- 
gust, she  was  planning  to  marry  her 
boyfriend,  continue  her  school 
work,  and  enroll  in  the  incentive 


Gift  items 
offered  include 
diaper  bags, 
diapers, 
baby  bottles, 
bathtub 
products,  baby 
thermometers, 
rattles, 
car  seats, 
anything  that 
might  be 
useful  to  the 
mother 
and  child. 
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TMA  hosts  1991  Border  Health  Conference 


It’s  not  too  late  to  make  plans  to 
attend  the  Third  Annual  Border 
Health  Conference,  hosted  by  the 
Texas  Medical  Association  on  Octo- 
ber 25-26  in  McAllen,  Tex. 

The  conference,  “Change  on  the 
Border:  Impact  on  Health,”  will  fo- 
cus on  ways  to  confront  health 
problems  along  the  US-Mexico  bor- 
der. The  first  day  will  feature  up- 
dates on  border  health  issues  from 
civic  leaders,  key  public  health 
officials,  and  medical  association 
speakers  from  Arizona,  California, 

New  Mexico,  and  Texas.  The  second 
day  will  feature  work  groups  dealing  with  legislation,  the  pending  US-Mexico 
free-trade  agreement,  and  clinical  care  and  research. 

Sam  Nixon,  MD,  president  of  the  Texas  Medical  Association,  says  the 
conference  is  particularly  significant  for  Texas  physicians. 

“With  Texas  having  more  than  1,000  miles  of  common  border  with  Mexi- 
co, and  with  more  than  1 million  people  living  in  the  border  area,  the  impor- 
tance of  this  conference  to  Texas  physicians  is  apparent,”  he  said.  “I  urge 
doctors  from  all  parts  of  the  state  to  attend,  since  diseases  such  as  cholera 
and  tuberculosis  travel  easily  in  these  times.” 

The  conference  will  include  updates  on  infectious  diseases  (cholera,  tuber- 
culosis, and  rabies)  and  chronic  diseases  (cervical  cancer,  diabetes,  cardiovas- 
cular disease,  and  liver  cancer). 

Among  the  conference  speakers  will  be  former  San  Antonio  Mayor  Henry 
Cisneros  and  Laurance  Nickey,  MD,  president  of  the  US-Mexico  Border 
Health  Association.  Other  notable  speakers  scheduled  are  James  E.  Sarn, 
MD,  deputy  assistant  for  international  and  refugee  health,  US  Department  of 
Health  and  Human  Services,  and  Richard  Reavis,  former  director  of  the  US 
Environmental  Protection  Agency. 

Physicians  are  encouraged  to  register  in  advance,  but  may  sign  up  before 
1 pm  on  the  first  day  of  the  conference.  The  fee  is  $125. 

For  additional  information,  contact  the  TMA  Public  Health  and  Scientific 
Affairs  Department  at  (512)  370-1461,  or  write  the  department  at  401  W 
15th  St,  Austin,  TX  78701. 


program  when  it  opened. 

“I  need  help,  and  I can’t  afford  a 
doctor  any  other  way,”  said  Ms 
Gandy.  “Some  girls  are  scared  to  go 
to  the  doctor  because  their  parents 
will  find  out  that  they  are  pregnant, 
so  they  put  it  off.  I think  this  pro- 
gram might  help  other  girls  feel  less 
scared  to  go  in  and  see  a doctor,  and 
not  wait  — not  wait  to  see  a doctor 
until  they  are  ready  to  have  the 
baby,  or  they  become  ill.” 

Clifford  Burross,  MD,  an  alter- 
nate delegate  to  the  American  Medi- 
cal Association,  director  of  a family 
practice  residency  program  in  Wichi- 
ta Falls  and  former  Texas  Medical 
Association  president,  says,  “I  think 
it’s  a shame  that  we  have  to  offer 
prizes  to  get  (these  young  pregnant 
women)  to  do  what  you’d  think 
they’d  want  to  do  in  the  first  place. 
But  if  they  are  not  going  to  come  in, 
and  this  (approach)  will  get  them  to 
come  in,  maybe  it  will  help  and 
there  will  be  fewer  babies  born  with 
abnormalities.” 

According  to  a 1986  study  con- 
ducted by  the  Texas  Department  of 
Health,  43.5%  of  Medicaid  recipients 
initiated  prenatal  care  during  the  first 
trimester,  compared  to  the  70.6%  rate 
for  non-Medicaid  patients  in  the  state. 
The  low  birth  weight  rate  for  Medi- 
caid infants  was  9.2%  compared  to 
5.6%  for  the  non-Medicaid  popula- 
tion that  year.  Mothers  of  Medicaid 
infants  were  younger  than  mothers  of 
non-Medicaid  infants,  and  mothers  of 
Medicaid  babies  reported  making 
fewer  prenatal  visits  than  non-Medi- 
caid mothers. 

The  infant  mortality  rate  for  the 
general  population  in  Texas  is  esti- 
mated to  be  9.1  deaths  per  1,000 
live  births,  according  to  DHS’  most 
recent,  1 989  data. 

Texas  ranks  48th  in  the  nation  in 
the  number  of  women  who  get  prena- 

TEXAS  MEDICINE  VOLUME  87  NO.  10 


tal  care  during  the  first  trimester,  says 
Leslie  Lanham,  director  of  The  Chil- 
dren’s Defense  Fund.  “One  out  of 
three  pregnant  women  in  the  state 
don’t  access  care  in  the  first  trimester,” 
says  Ms  Lanham. 

The  Victoria  program  will  reward 
each  patient  a gift  per  month  for  ap- 
pointments not  missed.  If  the  mother 
keeps  all  appointments  and  makes  it 
to  her  postpartum  checkup,  her 
name  will  be  entered  in  a drawing 
for  a cash  prize.  A project  coordina- 
tor will  tabulate  statistics  for  the 
year  to  determine  if  the  program  is 
having  an  impact. 
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But  however  much  the  program 
in  Victoria  — and  others  like  it  — 
entice  indigent  pregnant  women  into 
getting  prenatal  care,  the  tactic  only 
partially  addresses  the  problem  that 
led  to  Dr  Burditt’s  dilemma  with  Ms 
Rivera,  says  Anthony  R Lucci,  MD, 
a member  of  TMA’s  Committee  on 
Maternal  and  Child  Health  and  Sub- 
committee on  Perinatal  Health. 

Dr  Lucci  says  that  even  when  indi- 
gent women  have  good  prenatal  care, 
complications  can  arise.  In  light  of 
the  decision  in  Dr  Burditt’s  case, 
transferring  a pregnant  woman  in  la- 
bor — regardless  of  whether  the  deci- 
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sion  is  medically  correct  — becomes 
a risky  venture. 

“If  this  clinic  is  in  response  to  Dr 
Burditt’s  case,  I think  everybody  is 
missing  the  point  a bit,”  says  Dr 
Lucci.  “We  should  have  in  this  state 
a formal  program  for  being  able  to 
refer  women  who  have  these  high- 
risk  factors  to  appropriate  care  facil- 
ities; Dr  Burditt  unfortunately  was 
penalized  for  trying  to  do  just  that. 
The  patient  really  deserved  to  be  in 
a facility  that  could  give  the  support 
and  management  necessary. 

“The  fact  is,  not  every  facility  is 
able  to  take  care  of  every  condition, 
and  it’s  about  time  everybody  under- 
stands that  — and  that  is  the  over- 
riding concern.  We  need  a network 
in  place  for  referring  these  kinds  of 
cases  appropriately  without  fear  of 
being  penalized.  As  it  is,  these  facili- 
ties in  small  towns  are  required  by 
the  government  to  give  services 
without  the  equipment  or  the  funds 
needed  to  deliver  those  services.  You 
don’t  do  heart  valve  surgery  in  Vic- 
toria. Why  do  we  expect  that  a hos- 
pital in  Victoria  should  be  able  to 
handle  pregnant  women  with  severe 
life-threatening  risk  factors  as  well 
as  a tertiary  facility  with  a level  III 
neonatal  intensive  care  unit  could? 
Every  hospital  isn’t  equipped  to  cov- 
er everything.” 
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Commentary 

Controlling 
tuberculosis 
in  minority 
populations 
in  Texas 

Charles  E.  Wallace,  MPH 

Assistant  Director,  Tuberculosis  Control  Divi- 
sion, Texas  Department  of  Health 

Michael  F.  Kelley,  MD,  MPH 

Chief,  Bureau  of  Disease  Control  and  Epi- 
demiology, Texas  Department  of  Health 

John  A.  Bybee 

Director,  Tuberculosis  Control  Division, 
Texas  Department  of  Health 

Tuberculosis  is  an  old  dis- 
ease that  must  generate  new 
concerns. 

A fairly  constant  decline  of  ap- 
proximately 5%  per  year  in  reported 
tuberculosis  morbidity  was  observed 
from  1950  to  1985,  both  in  Texas 
and  the  United  States.  However, 
over  the  past  5 years,  this  pattern  of 
decline  has  changed  drastically,  espe- 
cially in  minority  populations. 

Racial  and  ethnic  minorities  rep- 
resent 35%  of  the  Texas  population. 
In  1990,  there  were  1,429  tubercu- 
losis cases  reported  in  minorities, 
representing  66.4%  of  the  total  cas- 
es reported  in  Texas.  In  1989,  1,387 
(72.4%)  tuberculosis  cases  occurred 
in  minorities  in  Texas,  particularly 
African-Americans  and  Hispanics.  It 
is  clear  that  tuberculosis  poses  a spe- 
cial challenge  to  the  minority  popu- 
lation in  Texas. 

In  addition  to  minorities,  tuber- 
culosis disproportionately  affects 
the  homeless,  HIV-infected  individu- 
als, intravenous  drug  users,  and  the 
elderly  (1). 

Despite  increased  activity  to  con- 
trol tuberculosis  in  Texas,  very  little 
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change  is  occurring  in  the  morbidity 
of  the  minority  population  in  Texas. 

The  problem  of  tuberculosis 
among  minorities  is  compounded  by 
a variety  of  socioeconomic  factors 
(2).  In  minority  communities,  a large 
proportion  of  the  population  often 
has  more  pressing  concerns  than  the 
risk  of  tuberculosis.  Food  and  shel- 
ter take  first  priority  over  health  in 
these  communities,  and  public 
health  measures  especially  have  low- 
er priorities. 

Because  so  many  variables  limit 
minority  populations’  access  to  the 
health-care  system,  careful  develop- 
ment of  prevention  and  health  ser- 
vice strategies  designed  to  eliminate 
tuberculosis  in  these  populations  is 
needed.  In  any  planning  effort  to  de- 
crease tuberculosis  in  minorities,  five 
ingredients  are  necessary: 

1.  Expanded  and  more  effective  use 
of  human  resources.  Increasing 
the  number  of  minority  health 
professionals  working  with  tuber- 
culosis is  key  to  increasing  rap- 
port, acceptance,  and  credibility 
with  individuals  at  risk  (3). 

l.An  expanded  knowledge  base  to 
effectively  plan,  develop,  and  co- 
ordinate programs  and  services. 
Require  timely  reporting  of  tuber- 
culosis cases  and  contacts.  A well 
scrutinized  review  of  the  data  per- 
mits informed  program  planning 
and  allows  for  appropriate  epi- 
demiological interventions. 

3. Culturally  appropriate  communi- 
cations. Sensitivity  to  cultural 
and  language  differences  becomes 
increasingly  important  when  the 
condition  results  in  shame,  fear, 
or  anxiety  for  those  affected.  In- 
formation and  education  need  to 
be  targeted  to  educational  levels 
and  cultural  backgrounds. 
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4. Strengthened  community  net- 
works. Services  must  be  designed 
to  include  community-based  or- 
ganizations, local  health  depart- 
ments, and  community  physi- 
cians, which  effectively  serve 
minority  populations.  Many 
members  of  minority  populations 
do  not  see  the  need  to  be  in- 
volved in  developing  strong  com- 
munity-based health-care  sys- 
tems. It  is  critical  that  minorities 
participate  in  the  design,  review, 
and  implementation  of  tuberculo- 
sis control  activities  and  strate- 
gies that  will  improve  the  well- 
being of  citizens  in  the  local 
communities. 

5. Strengthened  physician/health 
worker  collaboration.  Texas  physi- 
cians are  the  cornerstones  of  the 
health-care  system  in  Texas;  as 
such,  they  hold  the  key  to  eliminat- 
ing tuberculosis  in  minorities. 
Physicians’  willingness  to  collabo- 
rate with  health-care  workers  in  all 
sectors  of  the  health-care  system 
eventually  will  lead  to  the  elimina- 
tion of  tuberculosis. 

It  is  critical  that  physicians 
consider  the  diagnosis  of  tubercu- 
losis in  all  patients  with  a history 
of  probable  exposure  to  tubercu- 
losis or  whose  clinical  findings 
are  consistent  with  tuberculosis. 
Special  consideration  should  be 
exercised  always  when  caring  for 
minorities  and  other  high-risk  in- 
dividuals. 

Because  of  the  transmission 
pattern  of  tuberculosis,  no  tuber- 
culosis patient  should  be  treated 
as  an  isolated  case.  Each  has  con- 
tacts, which  public  health-care 
workers  have  been  trained  to 
identify  confidentially.  Working 
with  tuberculosis  health-care 
workers  when  a case  has  been 


identified  enables  them  to  con- 
duct expeditious  contact  investi- 
gations, which  prevent  other  cas- 
es from  developing. 

Conclusion 

Physicians  should  consider  tubercu- 
losis in  any  Texan  with  symptoms, 
but  especially  in  minority  popula- 
tions where  cases  are  continuing  to 
increase. 

A high  priority  of  physicians  and 
tuberculosis  control  programs  must 
be  prevention,  especially  through 
rapid  identification  and  treatment  of 
new  tuberculosis  cases  (4). 
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Medical 
Equipment 
Leasing — 


A 

Risk 
Free 
Procedure 


How  you  acquire  your  equipment 
can  be  vital  to  the  financial  well 
being  of  your  practice.  What 
makes  diagnostic  and  economic 
sense  today  may  not  in  five  years. 

Leasing  gives  you  the  benefits  of 
use  without  the  risks  of 
ownership.  Leasing  from  Bell 
Atlantic  TriCon’s  Medical 
Finance  Group  gives  you  even 
more — the  experience  of  an 
organization  that: 

• Specializes  solely  in  leasing 
and  financing  to  physicians 
and  hospitals 

• Has  funded  over  $150  million 
in  healthcare  acquisitions  in 
1990 

• Is  endorsed  by  the  Texas 
Medical  Association  plus  9 
other  State  Medical  Associa- 
tions and  1 1 Hospital 
Associations 

Why  take  needless  risks?  Call 
today  for  a comparative  quote 
and  special  low  member  rates. 

1-800-635-4023 

Endorsed  by: 
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TexasMedical 

As.sociation 
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WHY  SURRENDER... 

When  you  can  choose  a malpractice 
carrier  who  will  defend  you. 


ICA,  the  Professional  Liability  Specialist,  offers  Texas  physicians: 

■ Free  retirement  tail  at  55  upon  qualifying 

■ In-house  claims  attorneys  to  answer  your  questions 

■ Superior  local  defense  counsel 

■ No  settlement  without  your  consent 

■ New  doctor  discounts  and  sabbaticals 

■ No  surplus  deposits  or  assessments 


For  superior  malpractice  protection,  call  or  write: 


Insurance  Corporation  of  America 
4295  San  Felipe  P.O.  Box  56308 
Houston,  TX  77256-6308 
l-(800)-899-2356 


Building  a 
brighter 
world 
for 

tomorrow’s 

children. 


lexas  Children’s  Hospital 
proudly  announces  the  opening 
of  its  Critical  Care  and  Surgical 
Building  and  new  Clinical  Care 
Center.  This  expansion 
distinguishes  Texas  Children’s 
Hospital  as  the  largest  pediatric 
institution  in  the  nation,  and 
demonstrates  our  commitment 
to  building  a brighter  world  for 
tomorrow’s  children. 


6621  Fannin  Street  ■ Houston,  Texas  ■ 77030  ■ (713)  770-1000 


Texas 

Children’s 

Hospital 


Technology  in  Medicine 
on  display  through 
November  10 

The  exhibit  “Technology  in 
Medicine:  150  Years  of  Medi- 
cal Innovation”  continues  through 
November  10  in  the  first-floor  lobby 
of  the  Texas  Medical  Association 
headquarters  in  downtown  Austin. 

The  exhibit  is  the  first  staged  by 
TMA’s  History  of  Medicine  Commit- 
tee. It  includes  highlights  from  Texas 
medical  history,  including  a Civil 
War  surgical  kit  and  the  world’s  first 
implanted  artificial  heart.  Also  dis- 
played are  three  permanent  exhibits 
showing  the  progress  of  organized 
medicine  from  TMA’s  founding  in 
1853  to  the  present. 

TMA  library  director  Susan 
Brock,  who  coordinates  the  exhibits, 
said  “Technology  in  Medicine”  has 
been  well-received  and  has  spurred 
interest  in  future  projects. 

“We’ve  had  several  offers  from 
physicians  to  either  donate  or  loan 
items  to  put  on  exhibit,”  she  said. 
“We’re  always  happy  to  hear  from 
physicians  who  may  have  items  of 
historical  value.  Anyone  who  has 
such  an  item  should  contact  us.” 

The  next  scheduled  History  of 
Medicine  exhibit  is  “Closing  in  on 
Cancer,”  November  15,  1991,  to 
February  10,  1992,  sponsored  by 
the  National  Cancer  Institute. 

Exhibit  hours  for  “Technology  in 
Medicine”  are  8:15  am-5:15  pm 
Monday  through  Friday  and  9 am-1 
pm  on  Saturday.  The  exhibit  will  be 
closed  on  some  holidays.  For  addi- 
tional information,  contact  Susan 
Brock,  Texas  Medical  Association 
Library,  401  W 15th  St,  Austin,  TX 
78701  or  call  (512)  370-1540. 


Science  and 
Education 


Shining  past, 
brilliant  future; 
M.D.  Anderson 
Cancer  Center 
marks  SOth 
anniversary 

Ellen  Davis 

Ellen  Davis  is  editor  of  Conquest  magazine, 
published  by  M.D.  Anderson  Cancer  Center. 

In  the  early  1 940s,  the  Texas  Medi- 
cal Association  and  several  other 
concerned  groups  and  individuals  in 
Texas  proposed  a hospital  where  all 
Texans  could  receive  care  for  a dis- 
ease that  was  taking  an  increasing 
toll  on  the  state’s  population:  cancer. 

Few  who  were  involved  in  the 
original  proposal  could  have  envi- 
sioned what  their  plan  would  lead  to. 

Today,  the  institution  established 
by  the  47th  Texas  Legislature  in 
1941  as  the  Texas  State  Cancer 
Hospital  and  the  Division  of  Cancer 
Research  is  one  of  the  world’s 
renowned  medical  institutions:  The 
University  of  Texas  M.D.  Anderson 
Cancer  Center. 

M.D.  Anderson’s  contributions 
to  cancer  patient  care,  research,  ed- 
ucation, and  prevention  in  Texas 
and  beyond  are  being  highlighted 
this  year  as  the  institution  marks  its 
SOth  anniversary. 

The  push  for  a state  cancer  fa- 
cility in  Texas  actually  dates 
back  to  the  early  1900s.  At  the  turn 
of  the  century,  Texas  Medical  Asso- 
ciation annual  meetings  included 
more  and  more  papers  on  cancer 
treatment.  James  Martin,  MD,  a 
Hillsboro  radiologist  who  later 
moved  to  Dallas,  urged  his  fellow 
physicians  to  keep  more  accurate 
records  on  cancer  patients. 


The  R.  Lee  Clark  Clinic  Building  at 
M.D.  Anderson  Cancer  Center  was 
named  after  the  center’s  first  perma- 
nent director. 

An  organized  effort  by  the  medi- 
cal profession  to  cope  with  the  can- 
cer problem  in  Texas  began  in  1914, 
when  TMA  established  a formal 
committee  on  cancer.  Texas  was 
only  the  second  state  to  form  such  a 
committee. 

Committee  reports  beginning  in 
1915  emphasized  three  main 
themes:  accurate  records  and  follow- 
up of  cancer  patients;  early  diagno- 
sis of  cancer;  and  education  of  the 
medical  profession  and  the  general 
public  about  cancer.  At  the  time, 
cancer  was  very  much  a disease  that 
was  whispered  about  in  private  but 
never  discussed  in  “polite”  circles. 

The  Texas  Legislature  took  its  first 
steps  to  deal  with  the  cancer  problem 
in  1929,  when  it  authorized  creation 
of  a “cancer,  insane,  and  pellagra 
hospital”  at  Dallas.  No  money  was 
appropriated,  however,  and  the  hos- 
pital was  never  constructed. 

After  the  National  Cancer  Insti- 
tute was  established  in  1937  and  the 
value  of  early  diagnosis  and  treat- 
ment of  cancer  became  more  appar- 
ent, Texas  physicians  again  pushed 
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Shown  viewing  a 
model  of  the  first 
cobalt  radiothera- 
py unit  in  1950 
are,  from  left,  Mar- 
shall Brucer,  MB, 
Gilbert  Fletcher, 
MB,  R.  Lee  Clark, 
MB,  and  Leonard 
Grimmett,  RhB. 


for  a state  can- 
cer facility. 

In  1940,  the 
TMA  cancer 
committee, 
headed  by  Dr 
Martin,  met  in 
Austin  with 
state  health  officer  George  W.  Cox, 
MD,  and  other  Department  of 
Health  officials  to  discuss  the  dor- 
mant 1929  act.  Finding  that  act  in- 
adequate and  partially  obsolete,  the 
committee  formulated  a new  mea- 
sure that  was  presented  to  TMA  at 
its  May  1941  meeting. 

Meanwhile,  a state  legislator 
grieved  by  the  occurrence  of  cancer 
in  his  family  also  had  formulated  a 
new  plan  for  a state  cancer  hospital. 
Representative  Arthur  Cato  of 
Weatherford  introduced  his  plan  to 
the  legislature  on  February  5,  1941. 

Members  of  the  TMA  executive 
council  and  the  cancer  committee  met 
with  Representative  Cato  to  develop  a 


The  downtown 
Houston  estate  of 
the  late  Capt 
James  A.  Baker 
served  as  the  orig- 
inal facility  for 
M.B.  Anderson. 


compromise  bill.  One  pro- 
ision  the  TMA  executive 
council  pushed  for 
was  incorporation  of 
the  new  hospital  into 
The  University  of 
Texas  System. 

A compromise  bill 
was  worked  out  and 
passed  by  the  House  of 
Representatives  on 
May  29,  1941.  The 
Senate  passed  the  bill 
on  a viva  voce  vote,  and 
it  was  signed  by  Gov  W. 
Lee  “Pappy”  O’Daniel 
on  June  30,  1941. 

While  the  original  version  of  the 
bill  appropriated  $1.75  million  for 
the  new  state  cancer  hospital,  the 
Senate  reduced  the  appropriation 
to  $500,000  — far  short  of  the 
funds  needed  to  construct  and  staff  a 
suitable  facility. 

The  M.D.  Anderson  Foundation 
of  Houston,  established  by  the  late 
cotton  broker  Monroe  Dunaway  An- 
derson, came  to  the  rescue  by  offer- 
ing to  match  the  state’s  $500,000  and 
provide  land  for  the  new  hospital  if  it 
would  be  located  in  Houston  and 
named  for  M.D.  Anderson.  The  Uni- 
versity of  Texas  Board  of  Regents  ac- 
cepted the  offer,  and  the  hospital 
moved  closer  to  becoming  a reality. 
The  M.D.  Anderson  Foundation  se- 
cured temporary  quarters  for  the  fa- 
cility on  a downtown  estate  that  was 
formerly  the  home  of  Captain  James 
A.  Baker,  grandfather  of  Secretary  of 
State  James  Baker. 

Much  of  the  credit  for  getting  the 


new  hospital  under  way  goes  to  Ernst 
W.  Bertner,  MD,  a Houston  gynecolo- 
gist who  agreed  to  serve  as  the  institu- 
tion’s acting  director  until  the  war  was 
over.  World  War  II  not  only  caused  a 
shortage  of  physicians  on  the  home 
front,  but  it  made  construction  of  a 
sizeable  building  impossible  due  to  a 
ban  on  unessential  construction. 

Dr  Bertner  recruited  four  scien- 
tists from  The  University  of  Texas 
Medical  Branch  at  Galveston  to  be- 
gin M.D.  Anderson’s  research  pro- 
gram just  before  Christmas  in  1942. 
Outpatient  services  began  on  March 
1,  1944,  relying  largely  on  the  ser- 
vices of  volunteer  physicians  such  as 
Dr  Bertner.  Inpatient  beds  were 
leased  from  existing  hospitals. 

Dr  Bertner  guided  the  institution 
until  1946,  when  he  assumed  duties 
as  the  first  director  of  the  newly 
formed  Texas  Medical  Center. 


Building  a team 

M.D.  Anderson’s  first  permanent  direc- 
tor was  R.  Lee  Clark,  MD,  a young 
Army  Air  Force  surgeon  from  a family 
of  distinguished  Texas  educators. 

Dr  Clark  led  the  institution  for  32 
years,  moving  it  from  temporary 
quarters  on  the  Baker  estate  to  per- 
manent quarters  in  the  Texas  Medi- 
cal Center.  His  vision  of  a cancer 
treatment  and  research  facility  that 
would  be  second  to  none  attracted  a 
medical  team  from  all  over  the  world 
— a team  that  soon  established  a rep- 
utation far  beyond  Texas. 

The  cornerstone  of  Dr  Clark’s  phi- 
losophy was  that  physicians  from  the 
various  disciplines  — surgery,  radio- 
therapy, medicine,  and  others  — 
would  work  together  to  solve  the  can- 
cer problem.  Likewise,  physicians  and 
researchers  worked  closely  to  move 
new  therapies  from  the  laboratory  to 
the  bedside  quickly.  This  cooperative 
approach  led  to  the  institution’s  desig- 
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In  this  historical 
photo,  Jordan 
Gutterman,  MD, 
gives  patient 
Joan  Karafotas 
the  first  injection 
of  synthetic  inter- 
feron ever  given 
to  a human  being. 


than  existing  machines. 

Over  the  years,  the  in- 
stitution has  been  at  the 


forefront  in  the 
development  and 
testing  of  sever- 
al other  radio- 
therapy machines, 
and  today  main- 
tains the  world’s 
largest  clinical  ra- 
diotherapy depart- 
ment. The  depart- 
ment opened  the 
world’s  first  spe- 
cially designed 
intraoperative  ra- 
diotherapy suite  in- 
corporating a linear 
accelerator  in  1989 


A surgical  team 
prepares  a pa- 
tient to  receive  a 
radiotherapy 
treatment  in  M.D. 
Anderson’s  intra- 
operative radio- 
therapy suite, 
which  opened  in 
1989.  The  suite 
was  the  first  in 
the  world  dedi- 
cated specificaiiy 
to  giving  anes- 
thetized patients 
eiectron-beam  ra- 
diotherapy while 
surgery  was  in 
progress. 


nation  as  one  of 
the  nation’s  first 
comprehensive 
cancer  cen- 
ters following 
passage  of  the 
National  Cancer 
Act  in  1971. 

Making  a 
difference 

One  of  M.D. 
Anderson’s  ear- 
liest contribu- 
tions to  cancer 


care  was  the  development  in  the  early 
1950s  of  the  nation’s  first  Cobalt  60 
machine  for  radiotherapy.  The 
Cobalt  60  revolutionized  radiothera- 
py by  providing  a much  cheaper  and 
more  effective  source  of  radiotherapy 


and  continues  to  play  a major  role  in 
the  development  of  fractionated  radio- 
therapy treatments,  as  well  as  treat- 
ments combining  radiotherapy  with 
chemotherapy  and  surgery. 

Current  major  research  projects 
in  radiotherapy  include  development 
of  assays  that  can  predict  tumor  re- 
sponse to  radiation  and  testing  of 
drugs  that  could  be  used  to  sensitize 
tumor  cells  to  radiation  or  protect 
normal  cells  from  radiation. 

Another  major  contribution  of 
M.D.  Anderson’s  has  been  the  con- 
cept of  outpatient  care  for  cancer 
patients.  The  Division  of  Pharmacy 
helped  test  the  first  generation  of 
portable  chemotherapy  pumps  in  the 
late  1970s  and  the  institution  now 
operates  the  world’s  largest  outpa- 
tient chemotherapy  center. 


“With  outpatient  care,  we  can 
treat  patients  for  one  third  the  cost 
of  traditional  inpatient  care,”  notes 
Irwin  H.  Krakoff,  MD,  head  of  the 
Division  of  Medicine.  Even  many 
surgeries  are  now  performed  on  an 
outpatient  or  same-day  basis. 

Physicians  at  M.D.  Anderson 
also  have  helped  develop  treatment 
regimens  that  are  now  the  standard 
worldwide.  A few  examples: 

• W.W.  Sutow,  MD,  in  the  early 
1960s,  challenged  the  traditional 
line  that  chemotherapy  could  not 
be  used  in  treating  childhood  solid 
tumors.  A vincristine  regimen  he 
developed  helped  make  Wilms’  tu- 
mor one  of  the  most  curable  of 
childhood  solid  tumors. 

• Melvin  Samuels,  MD,  in  the  early 
1970s,  developed  a chemothera- 
py regimen  that  is  now  credited 
with  making  testicular  cancer  a 
nearly  100%  curable  disease. 

• Eleanor  Montague,  MD,  in  the 
late  1970s,  played  a major  role  in 
ending  the  use  of  the  radical  mas- 
tectomy as  the  standard  surgical 
procedure  for  patients  with  breast 
cancer  when  she  published  a study 
proving  that  lumpectomy  and  ra- 
diation could  be  just  as  effective. 

The  institution  runs  the  world’s 
largest  program  in  autologous  bone 
marrow  transplantation  and  is  a 
leader  in  performing  unrelated  mar- 
row transplants  and  transplants  for 
women  with  breast  cancer.  M.D. 
Anderson  also  pioneered  the  use  of 
interferon  to  treat  cancer  and  con- 
tinues to  run  the  world’s  largest  pro- 
gram studying  interferon  and  other 
biological  therapies. 

Currently,  the  hospital  is  focusing 
increased  attention  on  programs  to 
help  improve  the  quality  of  life  for  can- 
cer patients  - — programs  such  as  recon- 
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M.D.  Anderson  plans  $250  million  expansion 


Charles  A.  LeMaistre,  MD, 
president  of  M.D.  Anderson 
Cancer  Centers,  points  at  a 
modei  of  one  of  two  new 
buiidinas  expected  to  be 
ready  for  occupancy  in  phas- 
es from  late  1995  to  1996. 


Much  of  the  construction  is  designed 
to  replace  outmoded  facilities. 

In  addition,  al- 
ready under  con- 
struction across  the 
street  from  the  main 
hospital  complex  is 
the  200-room  Rotary 
House  International, 
which  will  provide 
suite-style  housing 
for  patients  and  fami- 
ly members.  This  fa- 
cility is  expected  to 
open  in  late  1992. 

Hospital  officials 
can  hardly  wait  for 
the  new  facilities  to 
open.  Since  1980 
alone,  the  number  of 
hospitalized  patients 
has  nearly  doubled 
without  the  addition 
of  any  new  beds,  and 


After  a brief  pause  to  celebrate 
its  first  half-century,  the 
M.D.  Anderson 
Cancer  Center  will 
move  forward  with 
a $248.2  million 
building  program  to 
expand  its  facili- 
ties by  more  than 
875,000  square  feet. 

The  expansion 
will  be  the  largest 
building  program  in 
the  history  of  M.D. 

Anderson,  and  one  of 
the  largest  ever  in  the 
Houston  Medical 
Center.  The  project 
was  approved  in  June 
by  The  University  of 
Texas  System  Board 
of  Regents  and  will 
include  a 726,000- 
square-foot  patient 
care  and  research 
complex,  along  with  a 150,000- 
square-foot  clinical  services  facility. 


outpatient  visits  have 
increased  by  almost  50%,  to  more 
than  500,000  each  year. 


structive  surgery,  psychiatry,  vocational 
rehabilitation,  and  pain  management. 

Protecting  the  doctor-patient 
reiationship 

Although  originally  established  to 
treat  Texans  with  cancer,  M.D.  An- 
derson now  provides  care  for  pa- 
tients from  all  over  the  world.  One 
third  of  its  patients  now  are  either 
from  out  of  state  or  from  foreign 
countries.  Regardless  of  where  they 
are  from,  all  patients  must  be  re- 
ferred to  the  hospital  by  a physician 
in  order  to  receive  treatment. 

M.D.  Anderson  seeks  to  maintain 
a close  working  relationship  with  re- 
ferring physicians  by  keeping  them 
informed  of  their  patients’  progress. 
In  many  cases,  treatment  plans  are 
developed  at  M.D.  Anderson,  and 
patients  are  sent  back  to  their  local 
physicians  for  care. 

“Our  partnership  with  referring 
physicians  has  been  one  of  the  cor- 
nerstones of  M.D.  Anderson’s  suc- 
cess,” says  Charles  A.  LeMaistre, 
MD,  who  has  served  as  the  institu- 
tion’s president  since  1978. 

M.D.  Anderson  maintains  contact 
with  referring  physicians  through  pro- 
grams such  as  its  Texas  Physicians 
Advisory  Committee,  a 21-member 
group  that  represents  physicians  of  all 
disciplines  from  throughout  Texas. 
The  committee  is  under  the  direction 
of  Joseph  T.  Painter,  MD,  vice  presi- 
dent for  health  policy. 

Leading  the  way 

The  past  12  years  have  brought  a 
major  expansion  of  M.D.  Anderson’s 
research  program.  Today,  the  insti- 
tution has  nearly  $60  million  in  re- 
search grants  in  effect  at  any  given 
time.  Its  researchers  have  made  ma- 
jor contributions  to  knowledge 
about  such  areas  as  carcinogenesis, 
metastasis,  and  molecular  genet- 
ics. Several  projects  involving  gene 
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therapy  are  under  way  and  may  soon 
move  from  the  research  phase  to  clin- 
ical application. 

A large  educational  program  has 
helped  spread  knowledge  gained  at 
M.D.  Anderson  throughout  Texas 
and  the  world.  Since  Alando  J.  Bal- 
lantyne,  MD,  was  appointed  the 
hospital’s  first  resident  in  1947, 
more  than  25,000  health  profession- 
als have  received  training  at  M.D. 
Anderson.  Several  special  certifi- 
cation programs  are  available  for 
physicians,  including  a program  in 
laser  surgery. 

The  institution’s  educational  out- 
reach also  has  included  several  publi- 
cations for  practicing  physicians,  in- 
cluding the  Cancer  Bulletin,  which  is 
now  in  its  43rd  year  of  publication. 

Cancer  prevention  is  another 
area  of  growing  activity.  The  institu- 
tion has  an  active  chemoprevention 
research  program,  and  several  clinics 
help  identify  and  counsel  persons  at 
increased  risk  for  cancer. 

Other  programs  are  aimed  at 
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helping  health-care  professionals  de- 
velop skills  in  cancer  prevention  and 
detection.  Since  1975,  more  than 
2,000  nurses  from  nearly  all  50 
states  have  received  training  through 
the  institution’s  Cancer  Prevention 
and  Detection  Programs.  Courses  to 
help  physicians  develop  skills  in  fine 
needle  aspiration,  flexible  sigmoi- 
doscopy, and  colposcopy  are  offered 
in  Houston  and  throughout  the 
state,  often  in  conjunction  with 
courses  on  common  cancers  such  as 
prostate,  skin,  and  lung  cancer. 

Just  this  year,  M.D.  Anderson  im- 
plemented a new  statewide  program 
designed  to  help  physicians  imple- 
ment their  own  office-based  cancer 
prevention  and  detection  programs. 

“By  putting  prevention  and  early 
detection  in  physicians’  offices,  we 
hope  they  will  be  able  to  identify  pa- 
tients with  cancer  earlier,  in  which 
case  they  may  be  able  to  care  for 
them  and  the  patient  will  have  a 
much  greater  chance  of  survival,” 
Dr  Painter  says. 
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Medicine  in  Texas:  news  from  around  the  state 

Information  in  this  Medicine  in  Texas  column  comes  from  a variety  of  sources,  including  academic  institutions,  state 
and  federal  agencies,  and  private  organizations.  To  submit  items  of  interest,  write  Texas  Medicine,  Science  and  Edu- 
cation Editor,  401  W 15th  St,  Austin,  TX  78701. 


Veterinarians,  physicians  work 
together  in  A&M-Texas  Heart  Insti- 
tute program 

Texas  A&M’s  College  of  Veterinary 
Medicine  and  the  Texas  Heart  Insti- 
tute (THI)  in  Houston  are  cooperat- 
ing in  a program  to  train  scientists  to 
cross  traditional  boundaries  between 
veterinary  and  human  medicine. 

The  Michel  T.  Halbouty  Scholars 
Program  in  Comparative  Cardiovascu- 
lar Research  will  provide  5-year  fel- 
lowships to  allow  veterinary  graduates 
to  train  toward  careers  in  academic  re- 
search or  clinical  veterinary  specialties. 

The  Texas  Heart  Institute  will  re- 
ceive the  benefit  of  the  veterinarians’ 
perspective  on  working  with  human 
diseases,  according  to  Fred  J.  Clubb, 
Jr,  MD,  director  of  experimental 
cardiovascular  pathology  at  THI 
and  codirector  of  the  Halbouty 
Scholars  Program. 

“The  complexities  of  working 
with  animal  models  for  cardiovascu- 
lar diseases  requires  knowledge 
from  both  human  and  veterinary 
medicine,”  he  said.  “The  Halbouty 
fellows  should  help  bridge  the  gap 
in  this  area.” 

Postdoctoral  fellows  participating 
in  the  program  will  study  and  con- 
duct cooperative  research  in  fields 
such  as  anesthesiology,  cardiology, 
cardiovascular  and  thoracic  surgery, 
cardiovascular  pathology,  cardiovas- 
cular physiology,  and  bioengineering. 

UTHSCSA  scientists  study  relapsing 
fever 

Researchers  at  the  University  of 
Texas  Health  Science  Center  in  San 
Antonio  hope  to  determine  how 
some  infectious  organisms  — includ- 
ing the  virus  that  causes  AIDS  — 


play  games  with  the  immune  system. 
The  focus  of  the  study  is  relapsing 
fever,  a tick-borne  cousin  of  Lyme 
disease,  in  which  patients  experience 
a series  of  fevers  spaced  about  a 
week  apart.  Researchers  believe  the 
bacterium  responsible  causes  relapses 
because  it  changes  its  outer  appear- 
ance to  deceive  the  immune  system. 

The  research,  led  by  Alan  Bar- 
bour, MD,  professor  of  medicine 
and  microbiology  at  UTHSCSA,  is 
funded  by  a 5-year,  $1.2  million 
grant  from  the  National  Institute  of 
Allergy  and  Infectious  Diseases. 

Dr  Barbour  recently  accompa- 
nied state  health  department 
officials  to  Ozona,  in  West  Texas, 
where  an  outbreak  had  occurred 
among  five  people  from  a group  that 
had  entered  a cave  on  a sheep  ranch 
while  hunting  arrowheads. 

Dr  Barbour  said  relapsing  fever 
often  looks  similar  to,  and  can  even 
test  positive  for,  Lyme  disease.  The 
Ozona  outbreak,  he  adds,  illustrates 
that  while  it  is  not  common,  people 
can  contract  relapsing  fever  in 
Texas,  particularly  in  caves  in  West 
and  Central  Texas. 

Lower  arthritis  rate  reported  among 
older  Mexican-Americans 

Older  Mexican-Americans  partici- 
pating in  a health  survey  reported  a 
surprisingly  low  rate  of  arthritis,  ac- 
cording to  a study  under  way  at  The 
University  of  Texas  Health  Science 
Center  at  San  Antonio.  The  Hispan- 
ic Health  and  Nutrition  Examina- 
tion Survey  (HHANES)  reported 
that  only  1.5%  of  Mexican-Ameri- 
cans aged  45-64  and  4.1%  aged 
65-74  say  they  have  arthritis. 


Those  rates  contrast  with  earlier 
studies  using  self-reported  data  that 
showed  arthritis  rates  in  older  Mexi- 
can-Americans ranging  from  13% 
to  39%.  The  rates  are  also  sharply 
below  those  for  the  US  population 
as  a whole.  Overall,  27.9%  of  men 
and  women  aged  45-64  and  45.9% 
aged  65-75  suffer  from  arthritis. 

Historically,  arthritis  has  been 
considered  one  of  the  most  prevalent 
chronic  diseases  among  elderly  His- 
panics.  The  HHANES  project  stud- 
ied 1,286  Mexican-Americans  aged 
45-75  in  Texas,  California,  New 
Mexico,  Arizona,  and  Colorado. 

Grant  to  promote  heart-healthy 
habits  among  schoolchildren 

A program  funded  by  a $1.25  mil- 
lion grant  will  help  2,400  students 
in  Austin  schools  avoid  heart  disease 
by  teaching  them  to  exercise,  eat 
right,  and  not  smoke.  Researchers  at 
The  University  of  Texas  School  of 
Public  Health  at  Houston  are  con- 
ducting the  study,  which  is  funded 
by  the  National  Heart,  Lung,  and 
Blood  Institute. 

The  trial,  “The  Texas  Children’s 
Activity  Trial  of  Cardiovascular 
Health  Study  Center,”  or  CATCH,  be- 
gan in  April  at  24  schools  in  the 
Austin  Independent  School  District. 
Guy  S.  Parcel,  MD,  of  UT’s  Center  for 
Health  Promotion  Research  and  De- 
velopment, is  principal  investigator. 

The  trial  also  includes  other  third-, 
fourth-,  and  fifth-graders  at  96 
schools  in  California,  Minnesota,  and 
Louisiana.  The  program  will  include 
classroom  instruction,  teacher  train- 
ing, and  parental  involvement.  The 
children  will  be  followed  for  3 years. 
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More  than  35,000  physicians 
manage  the  business  end  of  medicine  with 

The  Medical  Manager 


P hysicians  in  over  70  different  specialties  manage  their  practices  with  The 
Medical  Managerf  the  leader  in  practice  management  software  since  1982. 

The  Medical  Manager  handles  all  aspects  of  practice  management,  including 
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hospital  rounds;  and  financial,  procedure  and  clinical  history. 

Optional  capabilities  include  electronic  claims  processing;  UB-82  billing; 
custom  report  writing  and  a new  hospital-physician  network. 

For  more  information  and  a thorough  demonstration  of  The  Medical  Manager, 
contact  one  of  the  dealers  listed  to  the  right.  If  a dealer  is  not  listed  for  your 
area,  call  Systems  Plus  at  (800)  222-7701  or  (800)  222-7707  in  California. 
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Cypress  Creek  Management  System 
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Marist  Medical 
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United  Software  Architects 

San  Antonio,  TX  800  460-7575 

Medplans  and  Programs 

San  Antonio,  TX  800  525-3427 

Automated  Professional  Services,  Inc 
San  Antonio,  TX  800  486-6610 

Advanced  Medical  Management  Systems 

McAllen,  TX  800  336-3183 

Medical  Design  & Images 
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Lubbock,  TX  806  763-2500 
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Texas  Blood 


BY  JIM  BUSBY,  ASSOCIATE  EDITOR 


PATIENT  NEARLY  DEAD  FROM  HEMORRHAGE;  SAVED 

BY  IMMEDIATE  TRANSFUSION  OF  LAMB’S  BLOOD.” 
So  wrote  Dr  Ferdinand  Herff,  the  famous 
San  Antonio  physician,  in  1886,  after  he 
conscripted  a lamb  and  transfused  some  of 
its  blood  into  a patient  who  had  suffered  a 
“cotton  gin  injury.”  ^ The  doctor’s 
account"'  shows  the  audacity,  curiosity, 
and  dedication  characteristic  of  pioneer  doctors,  but  it  also  shows  how  far  we’ve  traveled 
since  the  turn  of  the  century.  No  longer  is  blood  transfusion  a brash  “what-have-we- 


got-to-lose”  act.  % Because  the  ability 
to  test  and  store  blood  for  trans- 
fusion transformed  medicine,  blood 
banking  has  grown  into  a complex 
system  that  links  blood  supplies 
across  the  United  States  and  even 
Europe.  Blood  banking  networks 
enable  a blood  shortage  in  one  region 


to  be  filled  with  excess  from  another,  but  the  process 
requires  extensive  record-keeping,  not  only  to  supply 
blood  where  it  is  needed,  but  also  to  ensure  its  safety. 
THE  NETWORK  In  Texas,  as  in  most  of  the 
United  States,  the  majority  of  blood  banks  meet  the  standards 
of  the  American  Association  of  Blood  Banks  (AABB)  or  the 
American  Red  Cross.  As  its  name  suggests,  AABB 
membership  is  voluntary  and  some  Red  Cross  blood  banks 
are  among  its  members. 

The  supply  is  strictly  regulated  by  the  Food  and  Drug 
Administration,  but  Red  Cross  and  AABB  can,  and  do, 
exceed  some  of  FDA’s  minimum  requirements.  AABB,  for 
example,  inspects  its  blood  banks  by  its  own  standards,  even 
though  FDA  performs  annual  checkups  for  violations  of 
federal  regulations.  While  AABB  can  remove  its  seal  of 
approval  from  a blood  bank  that  fails  to  meet  standards,  FDA 
can  put  violators  out  of  business. 


*DR  HERFF’S  NOTE  IS  IN  THE  TEXAS  MEDICAL  ASSOCIATION  REPORT  OF  THE  SPECIAL  COMMITTEE  ON  SURGERY  UNDER  THE  HEADING  “AMPUTATIONS  AND  DISARTICULATIONS.” 


Other  organizations,  such  as  the 
College  of  American  Pathologists, 
offer  their  own  imprimatur  to  par- 
ticipating blood  banks  that  pass 
their  inspections.  Thus,  a blood 
bank  can  undergo  numerous  in- 
spections verifying  that  it  meets  or 
exceeds  FDA  standards.  But  the 
common  denominator  is  FDA, 
whether  the  blood  bank  is  associat- 
ed with  United  Blood  Services 
(UBS),  the  Council  of  Community 
Blood  Banks,  or  the  New  York 
Blood  Center. 

There  have  been  reports  of  rela- 
tively small  groups  of  people  who 
contribute  blood  to  “private 
banks,”  a topic  discussed  briefly  at 
recent  hearings  of  the  US  Ffouse 
Subcommittee  on  Oversight  and 
Investigations. 

“We  have  actually  licensed 
some  blood  banks  that  are  in  busi- 
ness primarily  for  the  purpose  of 
collecting  blood  from  an  individu- 
al, to  save  for  that  individual  or 
his  designated  friends  and  families, 
and  that  is  something  new,”  FDA’s 
P.  Ann  Hoppe  told  the  subcommit- 
tee. [See  “The  ultimate  in  autolo- 
gous transfusion,”  this  page.] 

What  all  this  means  is  that,  the- 
oretically, all  blood  banks  meet 
similar  levels  of  quality.  But  the 
umbrella  organizations,  such  as 
AABB  and  Red  Cross,  also  serve 
another  very  important  function: 
they  establish  the  procedures  for 
ensuring  that  blood  shortages  in 
one  part  of  the  country  are  filled  by 
excesses  elsewhere. 

Take  AABB  blood  banks,  since 
chances  are  good  that  your  Texas  hos- 
pital or  local  blood  center  is  an  AABB 
blood  bank.  (Red  Cross  has  centers  in 
Waco  and  Wichita  Falls;  UBS  centers 
are  located  in  Lubbock,  El  Paso, 
Texarkana,  McAllen,  and  San  Angelo. 
But  AABB,  with  about  100  Texas 
blood  banks,  is  the  umbrella  for  most 
of  the  state’s  blood  supply.) 

AABB  blood  banks  coordinate 
their  blood  supplies  through  clear- 
inghouses in  Arlington,  Va,  and 
Dayton,  Ohio,  which  monitor  the 
continuously  changing  unit  counts 
at  AABB  blood  banks.  If  a Dallas 


blood  bank  needs  O-positive 
blood,  for  example,  the  clearing- 
house knows  where  to  find  it.  Per- 
haps Houston  has  a surplus  at  the 
moment.  The  clearinghouse  can 
share  that  information  with  Dallas. 

In  addition  to  supplying  blood 
where  it’s  needed,  this  system  re- 
duces waste  by  making  sure  that 
blood  is  used  before  its  expiration 
date.  The  industry  term  for  this 
process  is  “resource  sharing.”  [See 
“The  business  of  blood,  p 43.]  The 
Red  Cross  and  UBS  systems  work 
in  a similar  fashion. 

A 1947  ship  explosion  in  Texas 
City  was  the  seed  that  grew  into  the 
present  blood  banking  system,  says 
Margie  B.  Peschel,  MD,  member 
and  former  chairman  of  TMA’s 
Committee  on  Blood  Banking.  “We 
had  no  (system  of)  blood  banks  like 
we  have  now,”  she  says.  “(After  the 
explosion)  they  called  a meeting  of 
blood  bankers  from  all  over  the  US 
in  Dallas  and  that’s  where  we  really 
came  up  with  the  thought:  we  need 
to  have  some  way  to  share  blood 
with  each  other.” 

Today’s  blood  systems  take  care 
of  an  estimated  13  million  transfu- 
sions of  blood  and  its  components 
each  year,  and  the  attending  physi- 
cian’s involvement  is  generally 
confined  to  ordering  blood  and 
components  and  monitoring  the 
patient  — not  locating  blood.  The 
system  — screening,  collection, 
testing,  and  processing  — should 
be  relatively  invisible  to  the  physi- 
cian and  patient.  But  the  blood  in- 
dustry has  been  anything  but  invis- 
ible since  HIV  entered  the  picture. 


UNDER  THE 
MICROSCOPE 

Outright  fear  set  in  after  re- 
searchers showed  in  1984  that 
blood  transfusions  could  pass  HIV 
to  recipients.  And  until  1985, 
when  HIV-antibody  testing  was 
approved,  there  was  no  known 
laboratory  method  for  screening 
HIV-contaminated  blood.  Transfu- 
sion was  a throw  of  the  dice. 
Blood  recipients  were  afraid;  some 


THE 

ULTIMATE  IN 
AUTOLOGOUS 
TRANSFUSION 


At  the  April  1991  congres-  \ 
sional  subcommittee  hear-  | 
ing  on  blood  safety,  New  \ 
York  Representative  Norman  F.  i 
Lent  asked  whether  “people  who  \ 
belong  to  country  clubs  or  African  \ 
safari  hunters  formed  little  organi-  \ 
zations  where  they  carefully  screen  j 
the  people  and  . . . keep  the  blood  \ 
within  the  . . . family.  ” i 

The  answer  was  yes.  P.  Ann  \ 
Hoppe,  of  the  FDA,  added  that  not  \ 
only  had  organizations  formed  \ 
blood  banks,  but  that  small  “blood  j 
banks”  have  been  established  to  i 
serve  the  possible  needs  of  an  indi-  \ 
vidual  or  his  or  her  family.  \ 

Now  a company.  Personal  \ 
Blood  Storage,  has  added  another  I 
twist  on  specialized  blood  services,  i 
Customers  may  have  their  blood  i 
frozen  and  stored  for  up  to  10  \ 

years,  says  a company  spokesman  \ 
who  declined  to  discuss  charges  \ 
for  the  long-term  service.  The  j 
blood  does  not  belong  to  the  \ 
blood  bank  — - it  belongs  to  the  \ 
customer,  who  can  check  it  out  \ 
when  needed,  he  says.  | 

The  idea  seems  to  be  catching  i 
on.  The  6-year-old  company  now  \ 
has  sites  in  Florida,  North  Caroli-  \ 
na.  South  Carolina,  and  Virginia,  \ 
and  plans  call  for  expansion  into  \ 
California,  the  spokesman  says.  \ 
The  blood  bank,  which  is  ac-  | 
credited  by  the  American  Associa-  \ 
tion  of  Blood  Banks,  also  handles  \ 
more  mundane  services,  such  as  3 S-  \ 
day  storage  of  blood  and  homolo-  \ 
gous  donations  used  to  supplement  \ 
the  community  blood  supply.  \ 


were  infected  through  transfu- 
sions. Even  donors  had  to  be  re- 
minded repeatedly  that  blood  do- 
nation could  not  infect  them. 

With  HIV-antibody  testing 
came  some  reassurance,  but  the 
public  soon  knew  that  even  that 
was  not  foolproof.  And  100% 
foolproof  was  what  the  public 
wanted,  especially  when  it  came  to 
HIV.  Nonetheless,  the  period  be- 
tween infection  and  seroconver- 
sion still  posed  a risk,  along  with 
false-negative  results  and  human 
errors.  By  this  time,  Americans 
knew  more  about  their  blood  than 
ever  before,  but  the  widespread 
anxiety  was  not  about  to  end. 

In  April  1991,  the  US  House 
Subcommittee  on  Oversight  and 
Investigations  continued  its  efforts 
to  determine  just  how  safe  the  na- 
tion’s blood  supply  really  is.  And 
although  experts  said  the  blood 
supply  was  safer  than  ever,  the 
hearings  brought  widespread  at- 
tention to  the  fact  that  bad  blood 
had  in  some  cases  escaped  all  pre- 
cautions to  detect  it. 

In  his  introduction  to  the  hear- 
ings, subcommittee  chairman  John 
D.  Dingell  put  it  this  way:  “While 
the  American  people,  I think,  can 
take  heart  from  the  fact  that  the 
nation’s  blood  is  safer  than  it  ever 
has  been,  I must  point  out  that  I 
still  have  doubts  that  it  is  as  safe  as 
it  should  and  can  be. 

“There  remain  gaps  in  the  testing 
of  donors,  and  of  the  blood  itself 
that  are  still  allowing  an  unaccept- 
ably high  rate  or  amount  of  blood 
that  is  positive  for  HIV,  hepatitis, 
and  other  blood-borne  diseases  to 
enter  the  system,”  he  added. 

Mr  Dingell  also  said  that  the 
day  before  the  April  18  hearings 
began  he  had  learned  that  the  li- 
cense of  a Red  Cross  blood  center 
in  Oregon  would  be  revoked  by 
the  FDA  if  the  center  did  not  “ad- 
dress numerous  problems”  imme- 
diately. Among  the  alleged  trans- 
gressions was  the  release  of 
“unsuitable”  blood  for  transfu- 
sion. Red  Cross  countered  that  no 
one  had  actually  received  the  in- 


fected blood.  But  this  was  not  the 
only  problem  said  to  afflict  the 
Red  Cross,  supplier  of  half  the  na- 
tion’s blood.  Red  Cross  “prob- 
lems” were  the  topic  of  the  day’s 
hearings,  but  testimony  from  an 
FDA  representative  also  noted  that 
the  number  of  FDA  violations  in 
“non-Red  Cross”  blood  banks 
since  1987  was  comparable  to  that 
of  Red  Cross  facilities. 

Moments  later  in  the  hearings 
Jeffrey  McCullough,  MD,  Red 
Cross  senior  vice  president  for 
biomedical  services,  told  the  sub- 
committee that  his  organization  al- 
ready had  begun  to  reorganize  its 
network  of  53  centers  with  a num- 
ber of  changes,  including  making 
them  accountable  to  one  national 
office,  by  standardizing  procedures, 
increasing  personnel  training,  and 
by  improving  its  computer  system. 

“The  changes  we’ve  made  and 
plan  to  make,”  he  told  the  con- 
gressmen, “constitute  the  most  far- 
reaching  reforms  of  our  blood  ser- 
vice in  nearly  50  years.” 

A month  later  the  American 
Red  Cross  called  its  changes  the 
“most  dramatic  and  far-reaching 
public  safety  step  ...  in  its  110- 
year  history  — a total  transforma- 
tion of  how  the  organization  col- 
lects, processes,  and  delivers 
blood.”  The  FDA  and  Red  Cross 
had  acknowledged  that  serious 
problems  existed.  Their  dramatic 
measures  were  testimony  to  that. 

The  Red  Cross  plan,  announced 
in  May  by  Red  Cross  President  Eliza- 
beth H.  Dole,  will  close  each  of  the 
nation’s  53  blood  centers,  one  at  a 
time,  for  8 weeks,  to  allow  the  cen- 
ters to  change  operating  procedures 
and  to  be  “reequipped.”  Other  Red 
Cross  centers  will  provide  blood  dur- 
ing that  period.  Cost  of  the  changes 
is  estimated  at  $120  million. 

The  Red  Cross  plan  also  includes 
moving  its  53  area  laboratories  to  10 
regional  ones,  where  uniform  proce- 
dures will  be  followed.  In  addition,  a 
new  nationwide  computer  system 
will  be  installed,  allowing  efficient 
identification  of  donors  whose  blood 
failed  previous  blood  screenings. 


THE  BUSINESS 
OF  BLOOD 


That  blood  banks  are  busi-  i 
nesses  was  one  of  the  points  j 
raised  during  May  1991  at  a ! 
meeting  of  the  US  House  subcom-  i 
mittee  investigating  blood  safety.  \ 
Subcommittee  chairman  John  i 
D.  Dingell  pointed  out  that  while  | 
some  people  see  blood  donation  as  | 
an  act  of  altruism,  others  see  \ 
blood  collection  as  the  central  ele-  j 
ment  of  a $2  billion  a year  indus-  i 
try,  “whose  members  engage  in  i 
classic  capitalistic  competition  for  j 
donors,  market  share,  and  rev-  j 
enues.”  Paradoxically,  both  views  \ 
are  correct,  he  said.  \ 

“This  is  a curious  tendency  of  j 
Americans  who  try  to  do  well  at  the  1 
same  time  that  they  are  doing  \ 
good,”  said  Mr  Dingell,  “and  it  i 
makes  the  actions  of  the  blood  \ 
banking  sector  particularly  difficult  \ 
to  evaluate.  i 

Resource  sharing  — the  sale  of  \ 
blood  outside  the  region  in  which  it  j 
is  collected  — raises  funds  for  blood  i 
banks,  but  it  also  raises  questions.  i 
However,  Bill  T.  Teague,  presi-  j 
dent  of  Gulf  Coast  Regional  Blood  j 
Center,  who  testified  before  the  j 
subcommittee  hearings,  says  blood  \ 
banks  have  a responsibility  to  con-  \ 
duct  their  affairs  wisely  and  in  a \ 
businesslike  manner.  He  adds  that  i 
while  some  physicians  and  many  j 
members  of  the  general  public  do  i 
not  understand  the  concept  of  re-  | 
source  sharing,  it  is  a very  normal  \ 
part  of  any  good  blood  program.  | 
“Resource  sharing  was  mandated  i 
by  the  national  blood  policy  en-  \ 
dorsed  by  Congress  in  1974,”  he  i 
says.  “Some  donors  do  not  agree  \ 
with  this,  but  we  think  it  is  in  the  \ 
best  interest  of  good  medicine  that  j 
resource  sharing  be  endorsed.  ” \ 


TESTING: 
HOW  MUCH  IS 
ENOUGH? 


The  AIDS  epidemic  threw 
the  blood  banking  world 
into  a new  era.  “The  field 
has  shifted  from  one  dominated  by 
serology  to  one  in  which  infectious 
disease  transmission,  donor  con- 
cerns, and  the  quest  for  total  safe- 
ty have  become  paramount,” 
wrote  J.R.  Bove  in  a recent  article 
in  Transfusion  (30[1]:63~67). 

But  the  search  for  “perfectly 
safe”  blood  has  its  limits.  “For  36 
million  bucks  a year,  we  could  in- 
troduce HIV  antigen  tests  that 
would  prevent  maybe  four  cases 
of  HIV-infection  each  year,  ” says  a 
Red  Cross  representative.  “But 
$36  million  in  education  might  be 
more  effective  might  save  more 
lives  — than  testing.  ” 

Among  the  other  reasons  Mr 
Bove  mentions  for  not  adding  new 
tests  are  increased  cost,  a shortage 
of  trained  laboratory  staff,  and  the 
increased  potential  for  error.  “The 
addition  of  several  tests  to  the  rou- 
tine for  processing  donor  blood  is 
responsible,  in  part,  for  some  of 
the  errors  recently  found  during 
blood  bank  inspections,  ” he  wrote. 


WHAT  IS  AND 
WHAT  MIGHT 
HAVE  BEEN 


Testifying  in  May  1991  before 
the  Dingell  Subcommittee  on 
Oversight  and  Investiga- 
tions, FDA  spokesman  Gerald  V. 
Quinnan,  Jr,  MD,  submitted  these 
estimates  of  infection  incidence  be- 
fore and  after  testing  was  approved 
for  hepatitis  B,  hepatitis  C,  HIV-1, 
HTLV-1  and  HTLV-2. 


Annual  Incidence  Present 

Agent  Before  Testing  Incidence 


Hepatitis  C 900,000  54,000 

Hepatitis  B 360,000  <100 

HIV-1  8,400*  131^60 

HTLV-I/HTLV-2  1,440  <150 


* Estimate  for  1985,  prior  to  screening.  Current  rate 
would  be  72,000  per  year  without  interventions  such 
as  donor  deferral  and  blood  screening. 


Under  the  new  plan,  Red  Cross 
centers  also  will  provide  “cus- 
tomized patient  services,  such  as 
special  typing,  tissue  services,  and 
the  return  of  a patient’s  blood  dur- 
ing surgery,”  according  to  a Red 
Cross  summary  of  the  plan. 

“With  this  change,”  states  the 
summary,  “smaller  hospitals  will  re- 
ceive the  same  advanced  blood  bank- 
ing services  as  larger  hospitals.” 

By  their  very  nature,  the  congres- 
sional subcommittee  hearings  were 
designed  to  dwell  on  problems  and 
risks,  and  the  congressmen  had  no 
shortage  of  witnesses  to  describe 
problems.  Yet,  even  before  FDA  in- 
creased the  number  and  duration  of 
its  inspections  of  blood  banks  in  1988 
(“because  of  a number  of  recalls  of 
blood  and  blood  plasma  due  to  possi- 
ble contamination  of  products”)  many 
contended  the  blood  supply,  though 
not  perfect,  was  relatively  safe  and 
certainly  not  as  dangerous  as  public 
fear  might  suggest.  This  has  proven 
increasingly  true  with  the  addition  of 
new  tests,  they  say. 

Hepatitis  C testing,  for  example, 
was  approved  in  May  1990,  and  a 
combination  test  for  HIV-1  and  HIV- 
2 may  be  approved  by  the  time  this 
article  is  in  print.  And  work  is  con- 
tinuing to  reduce  further  the  delay 
between  infection  with  HIV  and  de- 
tection of  its  antibodies.  [See  “Test- 
ing: how  much  is  enough?”  and 
“What  is  and  what  might  have 
been,”  this  page.] 

Chantal  Harrison,  MD,  a mem- 
ber of  FDA’s  Blood  and  Blood 
Products  Advisory  Committee  and 
associate  professor  of  pathology  at 
The  University  of  Texas  Health 
Science  Center  at  San  Antonio,  says 
the  blood  is  “extremely”  safe,  but 
like  others  she  emphasizes  that 
there  is  risk  in  transfusion  and  it 
shouldn’t  be  taken  lightly. 

“I  think  the  blood  in  the  US  is 
safer  than  anywhere  else  in  the 
world,”  she  says.  “But  I do  think 
you  should  not  get  blood  unless 
you  really  need  it.  It  should  be  very 
carefully  considered.”  She  adds  that 
physicians  should  be  aware  of  alter- 
natives to  blood  transfusions  and 


the  circumstances  in  which  they 
can  be  applied. 

Gerald  V.  Quinnan,  MD,  acting 
director  of  FDA’s  Center  for  Biolog- 
ies Evaluation  (CBER),  told  the  Din- 
gell subcommittee  that  the  number 
of  deaths  associated  with  transfu- 
sions “is  on  the  order  of  1 per 

100.000  transfusions.”  Estimates  of 
transfusion-associated  HIV  trans- 
mission range  from  1 in  42,000  to  1 
in  153,000  (N  Engl  J Med,  March 
22, 1990,  pp  850=851). 

CHANGING 

TRANSFUSION 

PATTERNS 

Like  their  patients,  physicians  be- 
came concerned  with  the  news 
about  blood  and  HIV  transmis- 
sion, a fact  evidenced  by  changing 
practices.  Daniel  Ladd,  MD,  chair- 
man of  TMA’s  Committee  on 
B1  ood  Banking,  notes  that  the 
“transfusion  trigger,”  the  point  at 
which  blood  is  typically  requested, 
has  dropped  from  10  g/dL 
hemoglobin  to  about  8 g/dL,  and 
even  down  to  7 g/dL  in  some  prac- 
tices, since  the  HIV-blood  connec- 
tion was  established.  Physicians 
ordered  less  blood  and  fewer 
donors  gave.  [See  “Blood  usage” 
graph,  p 45.]  At  the  same  time, 
blood  conservation  techniques  be- 
came popular. 

For  example,  physicians  in  re- 
cent years  have  turned  with  dra- 
matically increased  frequency  to 
alternative  measures  for  conserv- 
ing the  patient’s  blood,  thus  pre- 
cluding the  need  for  homologous 
transfusions.  For  example,  the 
number  of  autologous  transfusions 
given  in  1982  was  fewer  than 

30.000  units,  according  to  a study 
published  in  The  New  England 
Journal  of  Medicine  (June  7,  1990, 
pp  1646=1651).  By  1987,  the  re- 
port states,  the  number  of  autolo- 
gous transfusions  had  reached 
397,000.  And  such  “unprecedent- 
ed changes  in  the  dynamics  of 
transfusion  in  the  United  States” 
led  to  red-cell  transfusion  rates 
that  were  15%  lower  than  projec- 


tions  had  indicated,  a fact  the  au- 
thors attribute  to  decreased  blood 
use  by  physicians. 

The  reduced  use  of  whole  blood 
and  red  cells,  the  authors  contend, 
along  with  importation  of  European 
blood  and  the  increased  number  of 
autologous  transfusions,  “fore- 
stalled serious  shortages  of  blood.” 

Dr  Ladd  notes  that  intraopera- 
tive blood  salvage  is  another  com- 
mon conservation  technique  in 
some  surgical  procedures  and  that 
postoperative  blood  salvage  is  un- 
der investigation. 

Also,  other  methods  are  under 
study,  including  bone  marrow 
stimulants,  viral  filtering,  virus 
deactivation,  and  the  ultimate 
end,  a blood  substitute. 

Despite  the  increased  awareness 
of  blood  safety,  E.  Shannon  Coop- 
er, MD,  JD,  says  there  is  still  a need 
for  physicians  to  be  “really 
thoughtful  about  whether  a trans- 
fusion is  needed.”  Some  physicians, 
he  says,  still  commonly  overuse  red 
cells,  plasma  products,  and 
platelets.  Dr  Cooper  is  president- 
elect of  the  American  Association 
of  Blood  Banks  and  medical  direc- 
tor of  the  blood  bank  at  the 
Ochsner  Clinic  in  New  Orleans. 

“Fresh  frozen  plasma  is  perhaps 
the  most  over-utilized  component,” 
he  says.  “There  are  very  few  indica- 
tions for  that,  and  a large  portion 
of  those  patients  are  not  going  to 
benefit  from  it.”  Such  transfusions, 
he  says,  are  sometimes  “more  of  a 
reflex”  by  physicians. 

Dr  Harrison  says  she’s  observed 
“an  enormous  decrease”  in  use  of 
fresh  frozen  plasma  because  physi- 
cians have  become  more  aware  of 
its  appropriate  use.  Despite  an  in- 
crease in  the  number  of  patients 
seen  at  her  institution  in  recent 
years,  she  estimates  orders  of  fresh 
frozen  plasma  are  down  by  30%. 

Dr  Cooper  says  he  and  col- 
leagues are  trying  to  establish  a 
“pre-use  review”  of  transfusion  or- 
ders. “When  transfusions  are  or- 
dered, one  of  us  — especially  if  it 
looks  funny  — will  look  at  the  rea- 
son and  talk  to  the  physician.”  He 


recalls  an  example  of  this  when  it 
appeared  that  a doctor  had  or- 
dered 20  units  of  platelets  for  one 
patient.  A quick  check  revealed  a 
clerical  error. 

He  also  agrees  with  colleagues 
who  say  that  autologous  transfusion 
could  be  used  more  often,  but  ironi- 
cally there  are  some  cases  in  which 
physicians  overuse  the  procedure.  As 
an  example,  he  mentions  “some  very 
elderly  patients”  who  may  give  their 
blood  before  hip  surgery. 

Directed  or  designated  donation 
(blood  donation  by  a specifically 
requested  donor)  is  another  tech- 
nique sometimes  used  in  an  at- 
tempt to  reduce  infection  risks,  but 
blood  bankers  worry  that  this  ap- 
proach may  be  more  risky  than 
blood  obtained  from  volunteers 
unknown  to  the  patient. 

“Directed  donations  may  relieve 
patient  anxiety,  but  they’re  not 
safer,”  says  Dr  Harrison.  “A  lot  of 
that  is  being  done,  but  physicians 
should  not  consider  it  safer  and 
then  feel  freer  to  transfuse.  There 
is  absolutely  no  improvement  in 
safety  with  directed  donation.” 

According  to  the  reasoning  be- 
hind directed  donation,  the  patient 
assumes  the  friend  or  relative  — 
the  supposed  known  quantity  — is 
free  of  infection.  That,  of  course,  is 
not  always  true.  Most  infected  per- 
sons have  friends  or  relatives  who 
could  make  the  same  assumption. 
On  top  of  that,  the  designated 
donor  approach  potentially  jeopar- 
dizes the  donor’s  confidentiality. 
Will  the  potential  donor  in  such 
cases  hide  risk  factors  for  fear  of 
destroying  his  or  her  relationship 
with  the  blood  recipient?  And  how 
will  he  or  she  explain  that  dona- 
tion is  not  possible? 

In  such  cases  the  need  to  con- 
ceal, say,  HIV  infection,  would 
completely  invalidate  one  impor- 
tant screening  tool  — the  pre-do- 
nation  questionnaire  and  informa- 
tion sheet.  [See  “Helping  donors 
screen  themselves,”  p 46.]  Dr 
Cooper  estimates  that  10%  to 
12%  of  potential  donors  are  ex- 
cluded for  some  medical  reason  be- 


BLOOD 

SCREENED  OUT 


These  graphs  show  the  number  of  units  removed  from 
the  blood  supply  since  1 987  because  of  positive  test  re- 
sults reported  by  the  Gulf  Coast  Regional  Blood  Center. 


300  - 


240  - 


Z"  ■ ^^'■1 

1987  1988  1989  1990  1991 


Year 

% HIV- 1 SN  HTLV- 1 (testing 

■ Hepatitis  B began  in  1988) 

surface  antigen  ■ Red  cel!  antibodies 
(not  associated  with 
infectious  disease) 


3700- 


Year 


^ Anti-hepatitis  B Rapid  plasma 

core  antibody  reagen 

■ Alanine  ■ Hepatitis  C virus 

aminotransferase 


BLOOD  USAGE 


Patients  at  the  109  facilities  served  by  Gulf  Coast  Re- 
gional Blood  Center  used  almost  449,000  units  of 
blood  and  blood  components  in  1990,  as  noted  on 
the  graph.  Note  that  blood  use  dropped  to  a 1 0-year 
low  in  1 985  — 2 years  after  the  discovery  that  HIV 
could  be  transmitted  by  blood  and  the  year  HlV-anti- 
body  testing  was  approved. 
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HELPING 
DONORS  SCREEN 
THEMSELVES 


Despite  concerns  about 
blood  shortages  and 
“blood  drives”  seeking 
donors,  many  blood  banks  give 
potential  donors  several  opportu- 
nities to  back  quietly  out  of  their 
offer  to  give.  The  first  precaution 
for  most  blood  banks  is  the  ab- 
sence of  cash  incentive.  Most 
blood  banks  pay  nothing  for 
blood,  which  prevents  some  high- 
risk  groups,  such  as  IV  drug 
abusers,  from  selling  blood.  This 
by  no  means  eliminates  all  inap- 
propriate donation,  however. 

The  next  line  of  defense  is  a 
brochure  outlining  reasons  for  not 
donating  blood.  Some  would-be 
donors,  equipped  with  new  knowl- 
edge, “self -defer”  at  this  point. 

Those  who  still  believe  they 
should  donate  blood  receive  a 
questionnaire  seeking  information 
about  the  donor’s  health,  transfu- 
sion history,  sexual  habits,  and 
drug  use.  In  some  blood  banks  the 
written  questions  are  followed  by 
an  interview  of  the  donor  by 
blood  bank  staff. 

If  the  candidate  donor  passes 
these  obstacles,  oftentimes  he  or 
she  is  given  yet  another  chance  to 
avoid  donation  by  placing  either 
of  two  bar-coded,  adhesive-backed 
labels  to  the  donor  application. 
One  label  indicates  that  the  blood 
is  suitable  for  donation;  the  other 
warns  blood  bank  personnel  to 
discard  the  unit  after  donation. 
Once  the  label  is  attached  to  the 
donor  application,  only  an  elec- 
tronic bar-code  reader  can  deci- 
pher the  label’s  message,  thus  en- 
hancing donor  confidentiality  and 
encouraging  honesty. 

Only  after  passing  successfully 
through  all  of  these  steps  does 
the  unit  of  blood  go  to  the  labora- 
tory for  testing. 


fore  a drop  of  blood  is  drawn. 
Blood  from  5%  of  first-time 
donors  is  screened  out  because  of 
positive  tests,  he  says.  And  ques- 
tionnaires have  become  more  thor- 
ough in  an  attempt  to  avoid  high- 
risk  donors.  Houston’s  Gulf  Coast 
Regional  Blood  Center,  the  state’s 
largest  center,  says  about  half  of  its 
blood  “deferrals”  result  from  the 
questionnaire  it  administers,  both 
in  writing  and  verbally. 

Once  a donor  has  been  perma- 
nently deferred,  he  or  she  is  put  on  a 
list  to  prevent  future  donations.  In 
fact,  much  of  the  criticism  aimed  at 
blood  banks  by  Mr  Dingell  and  oth- 
ers resulted  from  release  of  blood 
from  supposedly  deferred  donors. 
Other  problems  resulted  from  hu- 
man error  such  as  mislabeling. 

A POTENTIAL 

PLAINTIFF  IN 
EVERY  UNIT 

In  addition  to  the  medical  aspects 
of  blood  transfusions  and  concern 
for  the  patient,  physicians  also 
need  to  be  aware  of  and  prepare 
for  legal  complications. 

“In  the  future,  when  there’s  a 
disease  transmission,  attorneys  for 
the  plaintiff  are  going  to  look  very 
closely  at  the  indications.” 
Whether  the  patient  really  needed 
a transfusion  will  be  a “big  issue” 
at  trial.  Dr  Cooper  says. 

“The  way  a physician  defends 
against  that  is  to  think  about  why 
the  transfusion  is  given  and  if  it’s 
not  really  a clear-cut  indication,  he 
or  she  should  document  the  reasons 
why.  They  don’t  always  document.” 

TMA  general  counsel  Donald  P. 
Wilcox,  JD,  agrees.  “Is  the  blood 
absolutely  necessary  or  not?”  he 
asks.  “If  there’s  a bad  result  related 
to  the  blood  transfusion,  then  the 
tendency  will  be  to  look  at  the 
need  in  the  first  place.  And  it 
should  be  well  documented  that 
the  benefits  of  the  transfusions  out- 
weigh the  risks.” 

The  blood  bank’s  major  legal 
difficulty  is  the  inadvertent  drawing 
of  blood  from  donors  at  high  risk  for 


transmissible  disease,  says  Dr  Coop- 
er. “There  are  obviously  negligence 
questions  about  testing  and  release.” 

A Texas  case  concluded  in  1989 
demonstrates  the  legal  risks  that 
can  accompany  transfusion.  Plain- 
tiffs in  the  case  (Longoria  v 
McAllen  Methodist  Hospital  and 
United  Blood  Services)  alleged  their 
infant  daughter  had  acquired  AIDS 
from  a blood  transfusion  given 
shortly  after  she  was  born  in  1982. 

The  defendants  argued  that  the 
transmissibility  of  HIV  through 
blood  had  not  been  established  at 
the  time  of  the  transfusion  and 
that  the  absence  at  that  time  of  a 
standard  test  for  HIV  freed  them 
of  negligence.  In  addition,  the  de- 
fendants noted  that  they  had  met 
standards  established  by  the  FDA 
and  American  Association  of 
Blood  Banks  and  thus  had  met  rea- 
sonable standards.  The  trial  court 
agreed  and  granted  a motion  for 
summary  judgment. 

But  the  plaintiffs  appealed,  saying 
that  the  infant  also  was  infeaed  with 
cytomegalovirus  and  that  if  the  defen- 
dants had  screened  the  blood  for  that 
virus,  the  infant,  who  died  at  age  4, 
might  never  have  received  the  HIV- 
contaminated  blood.  One  expert  wit- 
ness for  the  defense  pointed  out  that 
HIV  was  not  identified  until  1984 
and  that  HIV  antibody  testing  was 
not  approved  in  the  US  until  1985. 

Nonetheless,  the  13th  Court  of 
Appeals  decided  that  the  lower 
court  had  failed  to  show  that  the 
defendants  “were  not  liable  for  the 
child’s  contracting  of  CMV”  and 
that  if  the  defendants  had  “properly 
screened  blood  donors”  the  child 
might  not  have  died  of  AIDS.  Thus 
the  lower  court’s  summary  judg- 
ment was  not  appropriate.  In 
essence,  the  court  said  that  meeting 
the  industry’s  standards  might  not 
be  enough  — let  the  jury  decide. 

This  was  not  the  end  of  it. 
TMA  and  a number  of  other  orga- 
nizations, mostly  blood  banks, 
filed  amicus  briefs  to  the  Supreme 
Court  of  Texas  supporting  the  de- 
fendants’ contention  that  they  had 
met  the  standard  of  care. 


! TMA’s  general  counsel  argued 
i that  “subsequent  scientific  discov- 
li  ery  is  not  a basis  for  creating  a 
new  standard  of  care  for  medical 
"J  procedures  and  treatment  per- 
formed prior  to  discovery,  assess- 
ment, development,  and  adoption 
for  use  by  the  profession.” 

The  Supreme  Court  declined  to 
hear  the  case,  which  was  later  set- 
tled out  of  court. 

Imagine  what  the  courts  would 
do  in  more  straightforward  cases. 
What  would  happen,  for  example, 
if  a physician  failed  to  mention  au- 
tologous transfusion  as  an  option 
and  complications  followed  a ho- 
mologous transfusion?  Or  what 
would  be  the  consequences  of  fail- 
ing to  fully  inform  a patient  of  the 
risks  involved  in  directed  dona- 
tions? Ultimately  it’s  up  to  the  jury. 

Mr  Wilcox  warns  that  physicians 
should  tell  patients  of  alternatives  to 
homologous  transfusion,  such  as  au- 
tologous transfusion,  when  appro- 
priate. “There  are  lots  of  different 
kinds  of  blood  transfusions  and  all 
those  things  should  be  considered 
and  offered  to  the  patient,  if  it’s 
medically  appropriate,  and  docu- 
mented in  the  record.  Without  docu- 
mentation, it  didn’t  happen.” 

ONLY  SLIGHTLY 
BACK  TO  THE 
FUTURE 

Alternatives  to  human  blood  are 
under  investigation,  and  some 
techniques  are  in  clinical  trials  or 
even  clinical  practice.  Erythropoi- 
etin, for  example,  is  already  used 
to  reduce  transfusions  in  renal 
dialysis  patients.  San  Antonio’s  Dr 
Harrison  mentions  clinical  trials  of 
recombinant  factor  VIII  and  the 
use  of  colony  stimulating  factor, 
which  enhances  granulocyte  pro- 
duction, as  another  example  of 
progress  toward  avoiding  blood 
components.  And  she  foresees  the 
day  when  other  coagulation  fac- 
tors will  “be  produced  from  syn- 
thetic factors.” 

A substitute  for  human  red  cells 
has  proven  elusive,  says  Dr  Harri- 


son, but  she  believes  a substitute 
ultimately  will  be  developed.  “If 
you  have  a hemoglobin  solution 
that  works,  it  will  completely 
change  the  world  of  transfusion,” 
she  says.  “The  problem  with 
hemoglobin  (substitutes)  is  that 
they’re  not  long-lasting.”  But  at 
least  a hemoglobin  substitute  could 
solve  emergency  demands  for 
blood,  and  combined  with  other 
agents,  such  as  stimulants,  the  de- 
mand for  human-derived  blood 
could  drop  even  more,  she  says. 

A Texas  Tech  researcher,  Mario 
Feola,  MD,  has  studied  a pro- 
cessed bovine  hemoglobin  substi- 
tute for  human  hemoglobin  and 
has  been  involved  in  clinical  trials 
of  the  substance.  In  those  trials, 
conducted  in  Zaire,  the  bovine 
hemoglobin  was  used  successfully 
to  relieve  sickle  cell  crisis  in  chil- 
dren, according  to  a spokesman  at 
Texas  Tech  University  School  of 
Medicine. 

Wouldn’t  it  be  ironic  if  physi- 
cians, after  all  the  medical  ad- 
vances of  this  century,  found  them- 
selves transfusing  blood  from  a 
cow,  goat,  or  lamb?  Texas  pioneer 
Dr  Herff  would  be  pleased,  no 
doubt.  And  Dr  A.  Davis  Hard, 
who  once  described  his  personal 
reactions  to  transfusions  of  lamb 
and  mule  blood,  would  be  gratified 
to  see  that  his  work  did  indeed 
precede  “more  perfect  work”  by 
today’s  researchers.  [See  ‘An  undue 
exuberance  of  spirits,’  this  page.] 

Perhaps  the  future  is  not  too 
distant.  But  in  the  meantime,  TMA 
general  counsel  Donald  P.  Wilcox, 
JD,  reminds  physicians  of  the  im- 
portance of  documenting  that  they 
have  provided  state-of-the-art  op- 
tions to  their  patients  with  respect 
to  blood  transfusions  and  that  they 
have  documented  the  medical  ne- 
cessity for  any  transfusions. 

“Too  often,”  says  Mr  Wilcox, 
“courts  interpret  lack  of  documen- 
tation to  mean  that  a discussion  a 
physician  had  with  a patient  never, 
in  fact,  took  place  or  that  a sound 
medical  decision  was,  in  fact, 
based  on  nothing.”  | 


AN  UNDUE 
EXUBERANCE 
OF  SPIRITS’ 


In  the  April  14,  1900,  issue 
of  the  New  York  Medical 
Journal,  South  Dakota  physi- 
cian A.  Davis  Hard  described  an 
experiment  in  which  he  received 
blood  transfused  from  a “vigorous 
yearling  goat.”  His  goal?  To 
“observe  subjective  as  well  as  ob- 
jective symptoms.  ” 

That  he  lived  long  enough  to 
write  his  account  of  the  experi- 
ment is  tribute  to  his  own  vigor  or 
good  luck,  perhaps.  As  a matter  of 
fact,  he  observed  not  only  changes 
in  blood  chemistry  (a  4%  increase 
in  red  cells,  for  example)  and  dark 
urine  with  “the  odor  of  violets,  ” 
but  an  antidepressant  effect. 

“Subjectively,  I noticed  a pecu- 
liar mental  acuity  and  facility  of 
thought  processes,  accompanied 
by  undue  exuberance  of  spirits  of 
an  optimistic  nature,”  he  wrote  in 
his  article,  “A  Few  Experiments  in 
Transfusion  of  Complete  Blood.  ” 
Except  for  “cephalic  fullness,” 
constipation,  tinnitus,  and  insom- 
nia, he  actually  felt  better! 

Having  survived  the  first  exper- 
iment so  swimmingly,  he  tried 
again,  this  time  using  4 ounces  of 
blood  from  a “healthy  young 
mule.”  Results  were  comparable, 
so  he  gave  eight  transfusions  of 
mule  blood  to  his  assistant,  who 
experienced  “a  general  exaltation 
of  all  bodily  functions,”  along 
with  “a  slight  blowing  sound  of 
the  heart.  ” 

Although  there  is  no  mention 
of  a subsequent  addiction  to  the 
pleasures  of  lamb  or  mule  blood, 
these  experiments  were  undertaken 
for  the  doctor’s  “personal  grat- 
ification of  a longing  after  convinc- 
ing knowledge”  and  for  “more 
perfect  work  in  the  hands  of  others 
along  these  lines.  ” 


unless  you  settle  the  issue  by  signing 
on  the“Dispense  as  Written”  line. 
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Countdown  to  RB  RVS : 

Grassroots  efforts 
make  a difference 

In  an  all-out  grassroots  effort  de- 
scribed by  the  media  as  a fire 
storm  of  protest,  physicians  nation- 
wide heeded  the  call  to  voice  their 
opposition  to  the  proposed  Medi- 
care fee  schedule.  When  the  com- 
ment period  ended  August  5,  the 
Health  Care  Financing  Administra- 
tion (HCFA)  had  received  nearly 
100,000  letters. 

In  late  August,  there  were  signs 
that  HCFA  was  reconsidering  a plan 
to  cut  Medicare  payments  to  physi- 
cians by  $6.9  billion  over  the  next  5 
years.  Negotiations  between  the 
American  Medical  Association  and 
HCFA  centered  around  making  the 
new  fee  schedule  “budget  neutral,” 
as  Congress  had  originally  insisted. 

Physicians  in  all  50  states  joined 
with  the  American  Medical  Associa- 
tion in  efforts  to  correct  deficiencies 
in  the  implementation  of  the  pro- 
posed resource-based  relative  value 
scale,  primarily  the  unacceptable 
16%  reduction  in  the  conversion 
factor.  An  estimated  8,000  Texas 
physicians  sent  letters  to  HCFA. 

“Texas  physicians  told  the  admin- 
istration in  no  uncertain  terms  that 
HCFA’s  planned  implementation  of 
the  Medicare  fee  schedule  was  unfair 
and  unacceptable,”  says  Louis  Good- 
man, PhD,  director  of  TMA’s  Divi- 
sion of  Medical  Economics. 

In  comments  to  HCFA,  President 
Sam  A.  Nixon,  MD,  Houston,  said, 
“The  Texas  Medical  Association 
supported  payment  reform  based  on 
assurances  from  Congress  and  the 
Physician  Payment  Review  Commis- 
sion that  it  would  be  implemented  in 
a fair  and  reasonable  manner  and 
not  be  used  as  a means  to  achieve 


RBRVS:  What  will  it  mean  for  your  practice? 

These  days,  the  best  defense  against  a constantly  changing  Medicare  pro- 
gram is  staying  a step  ahead.  With  the  impending  move  to  a Resource- 
Based  Relative  Value  Scale,  Texas  Medical  Association  has  translated  the  rel- 
ative value  scale  into  locally  adjusted  fees  for  the  32  payment  areas  in  Texas. 

Based  on  data  in  the  June  5 Federal  Register,  TMA’s  new  fee  schedule  pro- 
vides more  detail  than  the  preliminary  one  released  by  the  Health  Care  Fi- 
nancing Administration  in  September  1990.  To  date,  TMA’s  fee  schedule  sim- 
ulations represent  the  most  accurate  and  comprehensive  information 
available  to  calculate  the  impact  of  RBRVS  on  a medical  practice  in  Texas. 

Beginning  January  1,  1992,  actual  fees  will  be  based  on  a blend  of  the  fee 
schedule  amounts  and  local  prevailing  fees.  By  January  1,  1996,  reimburse- 
ment will  be  based  entirely  on  the  fee  schedule. 

“The  relative  value  scale  is  a radical  change  for  physicians  who  treat  Medi- 
care patients  and  requires  long-term  perspective,”  says  David  Marcus,  PhD,  di- 
rector, TMA’s  Health  Care  Financing  Department.  “This  new  fee  schedule  is  an 
essential  tool  — a planning  edge  — to  help  physicians  take  a close  look  at  the 
impact  RBRVS  will  have  on  their  practice  in  1996  and  in  the  interim.” 

The  new  schedule  provides  4,400  more  procedure  codes,  updates  relative 
values  for  recalculated  procedures,  includes  modifications  to  some  of  the  Ge- 
ographical Practice  Cost  Indices,  and  gives  a revision  of  the  coding  system  for 
evaluation  and  management  services.  The  121-page  document  also  incorpo- 
rates relative  values  for  anesthesia  and  radiology  services  to  reflect  legislative 
provisions  governing  payment  to  those  specialties. 

The  manual  costs  $51.60,  including  tax,  shipping,  and  handling.  This  in- 
cludes a free  update  later  this  fall  when  the  conversion  factor  is  set.  To  order 
a copy,  see  the  order  form  on  p 55.  Visa  and  MasterCard  orders  can  be  made 
by  calling  TMA  at  (512)  370-1422. 


additional  budget  savings. 

“In  fact.  Congress  stipulated  that 
physician  payment  reform  be  imple- 
mented on  a budget  neutral  basis. 
HCFA’s  16  percent  reduction  in  the 
initial  conversion  factor  goes  far  be- 
yond budget  neutrality  and  threat- 
ens to  undermine  physician  payment 
reform  before  it  is  implemented.” 

TMA’s  comments  addressed  sev- 
en areas  of  concern:  the  conversion 
factor.  Geographic  Practice  Cost  In- 
dices, coding,  surgery  policy,  new 
physicians,  payment  for  drugs,  and 
anesthesiology  and  pathology. 
Among  TMA’s  recommendations 
were  calls  to: 


• eliminate  the  behavioral  offset  in 
favor  of  the  Medicare  Volume 
Performance  Standards,  the  vol- 
ume control  mechanism  enacted 
by  Congress; 

• recalculate  the  malpractice  GPCIs 
for  Texas  utilizing  representative 
data  and  make  appropriate  ad- 
justments based  on  the  results; 

• require  a thorough  review  and 
modification  of  the  current  GP- 
CIs by  January  1,  1993; 

• designate  the  first  6 months  of 
1992  as  a transition  period  when 
both  old  and  new  evaluation 
codes  are  accepted  by  the  carriers; 

• restore  the  assistant  surgeon  fee 


TEXAS  MEDICINE 


VOLUME  87  NO,  10 


50 


OCTOBER  199  1 


Medical  Economics 


to  20%  of  the  global  fee;  and 
• pay  new  physicians  at  the  same 
fee  schedule  amount  as  practicing 
physicians. 

TMA  underscored  its  letter  by 
seeking  congressional  support.  Fol- 
lowing mid-July  meetings  with 
TMA,  nearly  all  members  of  the 
Texas  Congressional  Delegation,  led 
by  US  Rep  Ralph  Hall,  D-Rockwall, 
signed  a letter  asking  HCFA  to  re- 
consider the  proposed  cuts.  Also  at 
TMA’s  urging,  US  Sen  Phil  Gramm, 
R-Texas,  and  US  Rep  Jack  Fields,  R- 
Houston,  met  with  HCFA  Adminis- 
trator Gail  Wilensky  in  early  August 
to  discuss  concerns  about  the  pro- 
posed fee  schedule. 

HCFA  is  expected  to  issue  the 
final  rules  in  late  October. 

Dr  Goodman  says  the  nation’s 
physicians  are  in  a period  of 
“watchful  waiting”  to  see  how 
HCFA  will  react. 

In  the  meantime,  he  cautions 
physicians  not  to  let  up  in  their  ef- 
forts to  bring  needed  change  in  the 
proposed  fee  schedule.  “We’ve  seen 
a tremendous  outpouring  of  support 
by  the  physicians  of  Texas.  We  must 
maintain  the  mom.entum  to  ensure 
the  conversion  factor  is  just  and 
fair,”  he  says. 

Everything  you  never 
wanted  to  know  about 
RBRVS 

Feel  overwhelmed  by  changing 
information  about  RBRVS? 
Help  is  on  the  way  in  the  form  of  a 
new  TMA  workshop  series. 

CPR — Coping  with  Payment  Re- 
form, presented  in  cooperation  with 
Harold  Whittington  & Associates, 
will  provide  Texas-specific  informa- 
tion about  the  changes  in  payment 

TEXAS  MEDICINE  VOtUME  87  NO.  10 


reform  and  their  impact  on  the  aver- 
age physician’s  practice.  RBRVS 
development  and  implementation 
will  be  fully  explained  and  illustrat- 
ed so  you  can  see  when,  where,  and 
how  adjustments  need  to  be  made  in 
your  practice. 

After  HCFA  issues  the  final  regu- 
lations, expected  late  this  fall,  the 
workshops  will  begin  in  cities 
throughout  Texas.  Watch  TMA  pub- 
lications for  further  details  or  contact 
TMA’s  Practice  Management  Services 
Department  at  (512)  370-1422. 

TMA  conducts  Mini- 
Medicare  Consultations 
in  El  Paso 

While  debate  over  reforming 
Medicare’s  physician  pay- 
ment system  rages  in  Washington, 
doctors  and  their  office  managers 
must  still  grapple  daily  with  the 
problems  and  complexities  of  the 
federal  government’s  current  system 
of  reimbursement. 

At  present,  talk  of  reform  is  just 
that  — talk.  But  a new  Texas  Medi- 
cal Association  program  is  designed 
to  lead  physicians  through  the  maze 
of  red  tape  to  help  bring  their  Medi- 
care billings  into  the  black. 

TMA,  in  conjunction  with  the  El 
Paso  County  Medical  Society,  pre- 
sented the  first  of  what  will  be  a 
statewide  series  of  Mini-Medicare 
Consultations  for  physicians  in  El 
Paso  on  August  1 and  2.  Pat  Coffey, 
TMA’s  physician  reimbursement 
specialist,  met  one-on-one  with  doc- 
tors and  staff  members  from  27 
offices  for  one-half  hour  each  to 
help  them  deal  with  problems  relat- 
ing to  Medicare  and  Medicaid  pay- 
ment procedures. 

“This  is  really  a first  attempt  at 
trying  to  meet  with  physicians 
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and/or  their  office  staffs  in  a way 
that  would  best  utilize  both  our  time 
and  theirs,”  said  Mr  Coffey. 

The  El  Paso  program  was  ar- 
ranged by  Robin  Weinman,  execu- 
tive director  of  the  El  Paso  County 
Medical  Society,  who  said  the  pri- 
mary goal  was  to  provide  a “cus- 
tomized” approach  to  meeting  the 
physicians’  needs. 

“Doctors  and  their  staff  were  able 
to  come  in  and  talk  about  specific 
problems  that  relate  to  their  specific 
practice,”  she  said.  “Mr  Coffey  was 
able  to  answer  a lot  of  questions.” 

Ms  Weinman  organized  the  ses- 
sions, publicized  the  consultations  in 
her  area,  and  scheduled  and  juggled 
the  physicians  and  their  office  staffs 
to  meet  everyone’s  individual  needs. 

“Ms  Weinman  did  an  outstand- 
ing job,”  said  Mr  Coffey.  “She  made 
sure  that  everyone  who  had  a com- 
plaint or  a problem  had  it  ad- 
dressed. I think  it  worked  out  well.” 

Most  of  the  physicians  attending 
shared  common  problems  with 
proper  diagnosis  and  procedure  cod- 
ing for  consultations,  office  visits, 
individual  consideration,  and  inde- 
pendent procedures,  said  Mr  Coffey. 
Also,  problems  with  proper  claim 
documentation  and  what  Medicare 
looks  for  to  support  the  reported 
fees  were  reviewed.  Mr  Coffey  gave 
examples  of  what  physicians  need  to 
provide  in  justifying  their  charges. 

Ms  Weinman  said  the  El  Paso-area 
physicians  attending  the  session  found 
it  extremely  helpful,  and  she  hopes  to 
organize  another  consultation. 

“It  is  a real  advantage  for  TMA 
to  have  the  caliber  of  staff  that  truly 
knows  and  understands  the  reim- 
bursement system  for  Medicare  and 
Medicaid  in  great  detail.  It  is  abso- 
lutely invaluable,”  she  said.  “Doc- 
tors can  rarely  hire  that  level  of 
competency  as  individual  practition- 
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ers.  It  is  a tremendous  service.” 

Perry  Wolfe,  MD,  a young  physi- 
cian 1 year  out  of  residency,  attend- 
ed the  session  to  ask  a very  specific, 
and  very  basic  question:  Should  I ac- 
cept Medicare  patients? 

“I’m  a new  physician,  and  I never 
had  to  deal  with  the  actual  adminis- 
trative aspects  of  medicine  before  I 
got  into  this  practice,”  he  said.  “I  re- 
ally felt  very  ignorant  about  the  is- 
sue (of  Medicare).” 

Dr  Wolfe  had  initially  refused  to  i 
accept  Medicare  patients  because  | 
the  practice  he  is  purchasing  had 
previously  lost  money  on  it,  averag- 
ing only  $13  in  reimhursement  per 
office  visit.  I 

“I  wondered  if  I had  made  the  ! 
right  decision,”  he  said.  { 

Armed  with  new  information 
gained  during  his  consultation,  Dr 
Wolfe  has  now  begun  accepting 
Medicare  and  Medicaid.  “The  ses- 
sion was  a big  help,”  he  said. 

More  Mini-Medicare  Consulta- 
tions are  planned  in  conjunction  with 
county  medical  societies,  according 
to  Mr  Coffey,  though  a schedule  has 
not  been  finalized.  Contact  your 
county  medical  society  and  encour- 
age them  to  schedule  a session. 

Mr  Coffey  and  other  staff  of  the 
TMA  Division  of  Medical  Eco- 
nomics are  available  to  answer 
specific  questions  regarding  Medi- 
care and  Medicaid.  Mr  Coffey  can 
be  reached  at  (512)  370-1416,  or 
you  may  write  him  at  401  W 15th 
St,  Austin,  TX  78701. 
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Wfiy  risk  your  investment  portfolio  by 
managing  it  that  way? 

Full-time  professional  attention  is 
essential  to  successful  portfolio  management 
— especially  in  today's  volatile  markets. 

That's  exactly  what  you  get  with 
Shearson  Lehman  Brothers'  Choice 
Advisors"^  portfolio  management  service. 
Since  1973,  our  Consulting  Services  Division 
has  given  sound  advice  to  thousands  of 
investors.  And  referred  over  $50  billion  of 
their  assets  to  professional  portfolio  managers 
So  if  you  have  a portfolio  of  $50,000  or 
$50  million,  and  you  want  to  maximize  your 
investment  potential,  call  us  for  Shearson 
Lehman  Brothers'  new  report  on  professional 
portfolio  management. 

At  Shearson  Lehman  Brothers, 
we'll  give  your  investments  the  full-time, 
professional  attention  they  deserve. 

FOR  OUR  SPECIAL  REPORT  ON 
PROFESSIONAL  PORTFOLIO  MANAGEMENT, 
CALL  OR  WRITE: 

John  G.  Till 

Financial  Consultant 
Consulting  Services  Division 
Shearson  Lehman  Brothers 
1999  Bryan  Street,  Suite  2600 
Dallas,  TX  75201 
214/979-7045 


SHEMSON 

LEHMAN 

BROTHERS 


Member  SIPC  © 1991  Shearson  Lehman  Brothers  Inc. 
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Puzzled? 


How  do  you  choose  who  can  provide  the  best  solution  to  your 
medical  liability  insurance  puzzle?  As  "Partners  in  Trust", 
TMLT  can  work  with  you  to  address  your  particular  medical 
liability  insurance  needs. 


j 


IV 

aJL.  // 


Over  the  past  eleven  years,  TMLT  has 
carefully  constructed  a philosophy  of 
"Partners  in  Trust",  designing  our  prod* 
ucts  and  services  to  meet  changing  poli- 
cyholder needs  in  a dynamic  liability 
environment.  At  the  same  time,  we  have 
remained  focused  on  the  fundamental 
concepts  that  make  us  strong  without 
compromising  our  unwavering  commit- 
ment to  our  policyholders.  Our  reputation 
has  been  built  on  the  sound  fundamentals 
of  stability,  integrity,  and  a value-added 
hands-on  approach  to  service. 


M 


If  you  are  struggling  to  piece  together  a 
sound  medical  liability  insurance  pic- 
ture, compare  the  quality  and  scope  of 
TMLT's  products  and  services: 

• Reduced  Cost  Tail  Coverage 

• Opportunities  for  Premium  Discount 
e New  Master  Policy  Designed  for 

Groups 

e Strong  Claims  Management  and 
Defense 

e Loss  Prevention  Programs 

• Optional  Prior  Acts  Coverage 
e Non-assessable  Policies 


TEXAS  MEDICAL  LIABILITY  TRUST 


For  further  information,  contact  Marketing  and  Development,  P.O.  Box  14746,  Austin,  Texos  78761 

STATEWIDE  SERVICES  CENTER:  1-800-580-TMLT  Business  Offices:  512-454-6781 


Take  Advantage 
of  a Good  Thing 


The  Medicare  Maze 

Texas  Medical  Association  has 
developed  a user-fnendly  manual 
that  can  help  you  and  your  office 
staff  solve  or  avoid  common 
Medicare,  paymrent  and  claims 
review  problems.  And,  now,  you 
can  take  advantage  of  a special 
discount  pnce! 

Keeping  up  with  and  understand- 
ing the  constant  flood  of  new 
regulations  is  one  of  Medicare’s 
greatest  hassles.  To  remedy  this. 
The  Medicare  Maze  is  published 
in  a looseleaf  format,  and  regular 
updates  will  provide  you  with 
infomiation  on  how  current 
Medicare  regulations  affect 
your  practice. 

Topics  include: 

• How  to  avoid  “medically 
unnecessary”  denials 

• Medicare’s  utilization  screens 

• Red  flags  that  can  tngger  a 
Medicare  audit 

• Multiple  provider  numbers  and 
other  fvlAAC  dilemmas 

• A dollars  and  cents  approach 
to  panicipation 

• being  with  PRO 


TexasMedical 

Association 
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“The  Medicare  Maze  is  now 
an  integral  part  of  our  practice 
— excellent  for  training  new 
office  personnel.  ” 

“Easy  to  read  — easy  to 
understand.  ” 

“Finally,  someone  has 
provided  us  with  the  tools 
to  deal  with  our  Medicare 
issues.  The  Medicare  Maze 
is  invaluable!” 

Special  TMA  Member 
Discount  Price! 

Order  a Medicare  Maze  before 
December  31,  1991  at  a special 
discount  price.  Regular  price  is  $7! 
per  manual.  Special  price  is  $60 
per  manual,  plus  sales  tax  and 
shipping  and  handling.  See  order 
fonn  below. 


Special  Discount  Order  Form: 


Please  send copy(ies)  of  The  Medicare  Maze:  A Survival  Manual  for  Texas 

Physicians.  Payment  should  include  $60  per  manual,  plus  8%  state  sales  tax  ($4.80) 
per  copy,  and  $3.00  shipping  and  handling  fee.  Please  print  or  tvpe. 


Name  

Mailing  address 


To  order,  call  512/370-1422  or 
mail  order  form  and  check  or 
credit  card  information  to: 


(no  P.O.  boxes  please) 

City Zip 

Office  telephone  ( ) 


Texas  Medical  Association 
Practice  Management  Services 
401  West  15th  Street 
Austin,  TX  78701-1680 


Payment: 


0 Check  enclosed  payable  to  Texas  Medical  Association 
O Visa  0 MasterCard 

Card  No.  

Cardholder  Name Exp.  date  

Signature 


Special  discount  price  valid  unti 
December  31,  1991. 


For  TMA  Office  Use  Only 

Check  # 

Date  

Rec’d.  by 


Medicare  Fee  Schedule 


Texas  Medical  ^ss()CiatioITs  Medicare  Fee 
Schedule  translates  into  locally  adjusted 
fees  the  relative  value  scale  inihlished  by 
the  federal  government  on  June  S,  IWl.  by 
purchasing  the  fee  schedule,  physicians  are 
able  to  look  ahead  to  januarv'  1,  1992  when 
Medicare  begins  a transition  toward  imple- 
mentation of  the  fee  schedule. 

In  The  Short-term 

TMA's  Medicare  Fee  Schedule  gives 
physicians  the  data  that  will  be  blended  with 
current  prevailing  fees  to  calculate  at  least 
one-third  of  1992  Medicare  payment  levels. 
For  many  |irocedures,  Medicare  will  go 
directly  to  the  fee  schedule  amount  in  1992. 


In  The  Long-term 

It  provides  physicians  with  an  overview 
of  what  the  fee  schedule  will  pay  when 
Medicare  moves  totally  to  a fee  schedide 
payment  basis  on  januaiy  1, 1996. 

Important 

This  goes  beyond  the  Preliwhiary 
RBRVS  Fee  Schedule  Lists  published  in 
September  of  1990:  it  includes  an  additional 
4,400  codes,  updated  relative  values  for 
many  procedures  that  have  been  recalcu- 
lated since  the  publication  of  last  year’s 
model  fee  schedule  - and  more  definitive 


information  about  the  conversion  factor 
that  will  actually  be  used  in  1992. 

This  publication  consists  ot  more  than 
100  pages  of  codes  packaged  in  a ,J-ring 
binder,  for  convenience  and  easy  acce.ssibility. 

To  Order 

Please  fill  out  this  order  form  and  mail 
along  with  a check  or  credit  card  informa- 
tion to  Texas  Medical  Association, 
Health  Care  Financing  Department, 
401  West  15th  Street,  Austin,  TX 
78701.  Or,  to  order  by  using  your  credit 
card,  call  (512)  370-1422. 


Order  Form 


Please  send  me Medicare  Fee 

Schedule(s)  at  $60  each.  Total  amount  of 
order  is  $60  plus  $4.80  tax  and  $3.00  ship- 
ping. TOTAI.:  $67.80. 


Payment 


Check  enclosed  payable  to  TMA. 

Credit  Card:  Visa  MasterCard 

Card  No. 

Cardholder Signature  _ 

Name:  

Address: 

City: County: 

Phone: Specialty': 


Fxpir.  Date 


State: Zip 


^Tex 


TexasMedical 

Association 
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Check  (_)  each  Payment  County/Area  list  you  wish  to  order  ($60  plus  tax  and  shipping,  per  each 


location): 

_ Bell 

Bexar 

Bowie 

Brazoria 

Cameron 

_ Cent/S  'FX 

Dallas 

Denton 

Fxtor 

El  Paso 

Galveston 

Grayson 

_ firegg 

Harris 

Hidalgo 

Jefferson 

Lubbock 

McLennan 

Midland 

_ NCen/NK  H 

Nueces 

Orange 

Potter 

Panhandle 

Smith 

Tarrant 

Taylor 

Tom  Green 

'Fravis 

& West  Texas 

Victoria 

_ Webb 

Wichita 

General  Order  Form 
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Increased  licensure 
fees  far  less  costly  than 
franchise  tax 

Defeat  by  Texas  Medical  Asso- 
ciation of  a proposal  to  tax 
medical  care  under  the  state  fran- 
chise tax  was  an  important  victory 
in  the  fight  to  keep  health-care  costs 
down,  TMA  leaders  say. 

‘Tt  would  significantly  increase 
the  burden  of  cost  of  care  if  we  had 
a franchise  tax  on  medical  services,” 
said  Fred  Castrow,  MD,  of  Hous- 
ton, chairman  of  TMA’s  Council  on 
Legislation. 

“This  was  a great  victory  for  us,” 
added  TMA  President-Elect  William 
G.  Gamel,  MD,  of  Austin.  “Coupled 
with  liability  costs  and  Medicare  fee 
cuts,  this  would  have  been  another 
blow  to  medicine.” 

Impetus  for  taxing  medical  care 
under  the  franchise  tax  came  from  a 
coalition  of  representatives  of  heavy 
industry,  who  wanted  to  avoid  in- 
creases in  their  own  franchise  tax  by 
spreading  the  tax  burden  across  a 
larger  number  of  businesses.  As  ap- 
proved by  the  House  Ways  and 
Means  Committee,  the  proposal 
would  have  imposed  a 4.5%  tax  on 
earned  surpluses  of  sole  proprietor- 
ships and  partnerships.  It  would 
have  included  physicians  and  profes- 
sional associations,  and  would  have 
taxed  their  adjusted  gross  incomes, 
less  a $45,000  deductible. 

In  a strongly  worded  letter  hand- 
distributed  to  all  150  representatives, 
TMA  President  Sam  A.  Nixon,  MD, 
told  legislators  the  crisis  facing  the 
state’s  health-care  delivery  system  was 
had  enough  without  adding  problems. 

“Our  patients  (and  your  con- 
stituents) do  not  choose  to  be  sick 


Ken  Or  TO  LON,  legislative  affairs  editor,  writes  and  edits 
the  Legislative  Affairs  section  o/^Texas  Medicine. 


like  they  would  choose  a pair  of 
shoes  or  a new  car,”  Dr  Nixon  said. 
“We  . . . support  the  premise  that  all 
Texans  should  have  equal  access  to 
affordable  medical  care  of  the  high- 
est quality.  Measures  that  raise  the 
price  of  medical  care  do  not  con- 
tribute to  that  goal.” 

Dr  Nixon  also  noted  that  physi- 
cians already  pay  a substantial  hid- 
den tax  in  bad  debt  and  charity  care, 
which  does  not  even  include  the 
expense  of  providing  Medicaid  ser- 
vices, at  well  under  the  cost  of  pro- 
viding that  care. 

In  a tough,  all-night  floor  fight, 
the  franchise  tax  expansion  was 
stripped  from  the  bill  in  an  effort  led 
by  Rep  Tom  Uher,  D-Bay  City.  Uher 
offered  his  amendment  at  the  re- 
quest of  TMA  and  other  profession- 
al and  small-business  organizations 
who  opposed  the  tax  expansion. 

The  industry  groups  were  unable 
to  restore  the  franchise  tax  on  medi- 
cal care  in  the  Senate,  where  opposi- 
tion to  the  proposal  was  strong.  The 
Senate,  led  by  Lt  Gov  Bob  Bullock, 
did  amend  the  tax  bill  to  capture 
some  revenue  from  all  licensed  pro- 
fessionals and  other  occupations 
(physicians,  lawyers,  dentists,  etc)  by 
increasing  annual  licensure  fees  by 
$200  across  the  board. 

Dr  Gamel  said  that  fee  will  be  far 
less  costly  to  physicians  and  their 
patients  than  the  franchise  tax. 

“From  our  patients’  point  of 
view,  the  choice  was  simple,  either 
add  4.5%  to  the  cost  of  providing 
medical  care  or  require  all  health- 
care professionals  to  pay  a $200  an- 
nual surcharge.  The  surcharge  does 
the  least  harm  to  medical  costs.” 

H owever.  Dr  Castrow  warned 
that  the  franchise  tax  issue  likely 
will  surface  again  in  the  next  legisla- 
tive session  as  the  state  continues  to 
grapple  with  budget  problems. 


“I  don’t  think  the  entire  tax  prob- 
lem has  been  solved,”  he  said.  “This 
is  a partial  fix.  The  Texas  tax  system 
will  have  to  be  revisited — a franchise 
tax  will  be  revisited,  an  income  tax 
will  be  revisited.” 

Health,  human 
services  reorganization 
falls  short  of  real 
consolidation 

Mark  Twain  once  was  quoted 
as  saying  the  reports  of  his 
death  were  greatly  exaggerated.  The 
same  might  be  said  of  the  reports  of 
the  consolidation  of  Texas  health 
and  human  services  agencies  into  a 
single  entity. 

What  emerged  from  the  summer 
special  session  of  the  Texas  Legisla- 
ture as  House  Bill  7 was  far  short  of 
the  widely  reported  consolidation. 
Instead,  lawmakers  created  a new 
Health  and  Human  Services  Com- 
mission to  serve  as  an  umbrella  un- 
der which  nearly  a dozen  indepen- 
dent health  and  human  services 
agencies  will  operate. 

“House  Bill  7 provides  a long- 
awaited  and  desperately  needed 
mechanism  for  overhauling  the 
state’s  fragmented  health  and  human 
services  system,”  said  Sen  Chet 
Brooks,  a Pasadena  Democrat  who 
chairs  the  Senate  Health  and  Human 
Services  Committee  and  was  the 
Senate  sponsor  of  HB  7. 

“Essentially,”  said  Eisa  McGiffert, 
a Health  and  Human  Services  staff 
member,  “(the  new  commission)  is  a 
Health  and  Human  Services  Coordi- 
nating Council  with  a hammer.” 

The  council  formerly  was  charged 
with  promoting  coordination  be- 
tween the  state’s  health  and  human 
services  agencies,  but  it  lacked  au- 
thority to  force  any  changes  on  those 
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agencies.  The  council  was  abolished 
during  the  regular  legislative  session 
that  ended  in  May. 

The  new  commission  will  have 
the  authority  the  council  lacked,  Ms 
McGiffert  said.  It  will  be  headed  by 
a commissioner  appointed  by  the 
governor  for  a 2-year  term.  The 
commissioner  will  have  authority  to 
enforce  coordination  between  the 
various  agencies,  arbitrate  interagen- 
cy disputes,  and  request  budget  exe- 
cution authority  from  the  Legislative 
Budget  Board  to  transfer  funds  from 
one  agency  to  another. 

The  commissioner  also  will  re- 
view agencies’  rules  for  compliance 
with  a strategic  plan  for  administra- 
tion of  health  and  human  services. 
The  commissioner  can  require  an 
agency  to  withdraw  its  rules  or 
amend  them,  when  necessary. 

“The  basic  job  is  to  be  an  over- 
sight and  coordination  entity  and  to 
look  at  further  reorganization  over 
the  next  2 years,”  Ms  McGiffert  said. 

Agencies  that  will  fall  under  the 
oversight  of  the  Health  and  Human 
Services  Commission  include: 

• Department  of  Health 

• Department  of  Human  Services 

• Department  of  Mental  Health 
and  Mental  Retardation 

• Interagency  Council  on  Early 
Childhood  Intervention  Services 

• Department  on  Aging 

• Commission  on  Alcohol  and 
Drug  Abuse 

• Commission  for  the  Blind 

• Commission  for  the  Deaf  and 
Hearing  Impaired 

• Juvenile  Probation  Commission 

• Texas  Rehabilitation  Commission 

• Texas  Youth  Commission 

Each  agency’s  policy  board  will 
remain  in  place  and  will  continue  to 
oversee  day-to-day  operations. 
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The  original  plan  for  consolida- 
tion of  health  and  human  services 
agencies  was  put  forth  in  State 
Comptroller  John  Sharp’s  report  on 
state  agency  performance  audits. 
However,  Ms  McGiffert  said  law- 
makers wanted  to  ensure  the  reorga- 
nization was  along  functional  lines 
rather  than  just  creation  of  a new 
superagency.  Senator  Brooks  said 
lawmakers  focused 
on  things  that 
could  be  done  to 
strengthen  delivery 
of  services  and  in- 
crease access  to 
those  services. 

“Several  major 
initiatives  are  in- 
cluded in  the  bill  to 
streamline  access  to 
services,”  he  said. 

Some  of  those  in- 
clude providing  a 
single  system  to 
gather  information 
on  clients,  estab- 
lishing a common 
data  base  through 
which  agencies  can 
share  client  infor- 
mation, and  co-locating  various 
agency  offices  to  form  local  multi- 
purpose service  centers. 

“Ultimately,  we  may  be  able  to 
collect  information  from  a client  and 
have  one  person  say  that  client  is  eli- 
gible for  Medicaid,  food  stamps,  or 
other  benefits  all  in  one  swoop,”  Ms 
McGiffert  said. 

While  agencies  weren’t  actually 
consolidated,  some  programs  were, 
and  Senator  Brooks  said  subsequent 
consolidations  will  occur  as  the  new 
commissioner  submits  recommenda- 
tions and  implementation  plans  to 
the  Legislative  Budget  Board  and  the 
73rd  Legislature  in  1993. 

The  initial  areas  lawmakers  chose 
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to  focus  consolidation  efforts  on 
were  public  health  and  protective  ser- 
vices. Medicaid,  which  currently  is 
administered  by  TDHS,  will  be  trans- 
ferred to  the  health  department  along 
with  all  other  health  services  as  of 
September  1,  1993.  The  resulting  de- 
partment will  be  renamed  the  De- 
partment of  Public  Health,  and  its 
board  will  be  cut  from  18  members 
to  six  members. 

Ron  Anderson, 
MD,  of  Dallas, 
chairman  of  the 
current  Texas  Board 
of  Health,  said  that 
change  should  pro- 
duce a “more  ra- 
tional” system  for 
delivering  state 
health  services. 

“I  think  we 
needed  to  have 
some  sort  of  ra- 
tional approach 
that  also  allowed 
us  to  be  certain  we 
could  maximize 
federal  matching 
dollars  and  bring 
money  into  the 
state  that  wouldn’t  raise  local  tax- 
es,” Dr  Anderson  said. 

But,  he  added,  the  job  of  the  six 
board  members  will  be  arduous.  “I 
do  think  it’s  going  to  be  hard  with 
six  members  because  we  currently 
have  an  18-member  board  and  they 
work  hard  to  understand  all  the 
complexities  of  public  health.  Those 
six  people  are  only  going  to  be  able 
to  deal  with  strategic  issues  and 
broad  policy  issues.” 

Protective  and  regulatory  services 
also  were  consolidated  into  a single 
agency  with  a six-member  policy 
board.  That  consolidation  will  begin 
in  1992  with  child  protective  services 
and  abuse  investigations  in  mental 
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health/mental  retardation  facilities. 
Remaining  programs,  including  adult 
protective  services,  day  care  and 
nursing  home  abuse  investigations, 
will  be  consolidated  in  1993. 

The  loss  of  the  Medicaid  pro- 
gram and  consolidation  of  protec- 
tive services  will  cut  the  size  of  the 
Department  of  Human  Services  al- 
most in  half,  Ms  McGiffert  said. 

Other  provisions  of  the  bill 
include: 

• Establishment  of  a 10-member 
legislative  board  to  review  ac- 
tions of  the  new  commissioner 
and  the  other  health  and  human 
services  agencies. 

• Establishment  of  a mental 
health/mental  retardation  task 
force  to  make  recommendations 
on  the  closure  or  consolidation  of 
state  schools,  community  facili- 
ties, and  programs. 

• Creation  of  a Medicaid  managed- 
care  demonstration  project  to  deter- 
mine if  a managed-care  system 
would  be  efficient  and  contain  costs. 

• Establishment  of  a health  and  hu- 
man services  transportation  and 
planning  office  in  the  Governor’s 
Office. 

• Establishment  of  the  Texas  Can- 
cer Council  as  a freestanding 
agency. 

Medical  schools 
lose  funding  under 
new  budget 

Texas  medical  schools  will  suf- 
fer funding  cuts  of  roughly 
4.2%  under  the  new  2-year  budget 
enacted  during  the  first  called  ses- 
sion of  the  72nd  Eegislature. 

Lawmakers  enacted  an  across- 
the-board  cut  in  medical  school  ap- 
propriations, but  actual  losses  for 
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each  school  will  differ  because  of 
some  special  items  included  in  their 
appropriations.  Eor  example.  The 
University  of  Texas  Medical  Branch 
(UTMB)  at  Galveston  actually  will 
see  an  increase  in  total  funds  be- 
cause of  $27.6  million  appropriated 
for  expansion  of  the  state  prison 
hospital.  Some  other  institutions 
also  will  show  increases  but  only  be- 
cause funding  for  school  employees’ 
group  health  insurance  was  placed 
in  their  operating  budgets. 

Expressed  in  terms  of  dollars 
needed  to  maintain  current  services, 
here’s  how  each  school  fared: 

UT  Southwestern  Medical 


Center  at  Dallas 

no  change 

UTMB  at  Galveston 

up  4.5% 

UT  Health  Science 
Center  at  Houston 

down  2.5% 

UT  Health  Science  Center 

at  San  Antonio  down  1% 

UT  Health  Science 
Center  at  Tyler 

down  2.3% 

Texas  A&M  College 
of  Medicine 

up  4.1% 

Texas  Tech 

University  Health 
Sciences  Center 

down  0.3% 

Baylor  College 
of  Medicine 

down  4.2% 

Texas  College  of 

Osteopathic  Medicine  up  2.3% 

The  Eamily  Practice  Residency 
Program  suffered  a 3.2%  cut. 

Lawmakers  increased  medical 
schools’  tuition  for  Texas  residents 
from  $5,463  to  $6,550.  However, 
revenue  generated  from  the  increase 
will  not  go  toward  offsetting  medical 
school  cuts.  Instead,  that  money  will 
go  into  the  general  revenue  fund. 

J.  James  Rohack,  MD,  of  Bryan, 
chairman  of  Texas  Medical  Associa- 
tion’s Council  on  Medical  Education, 
said  the  good  news  is  that  the  family 
practice  residency  and  third-year 
clerkship  programs  were  funded  and 
that  an  attempt  to  capture  part  of 
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medical  school  practice  plan  income 
for  general  revenue  was  defeated. 

“But  there  were  cuts  and  they 
will  impact  somewhat  the  ability  of 
medical  schools  to  educate  and  to 
provide  care,”  he  said. 

Dr  Rohack  also  warned  that 
practice  plan  income  likely  will  be 
the  target  of  budget  cutting  again.  “I 
don’t  think  this  issue  is  going  to  go 
away,”  he  said. 

In  a related  matter,  voters  in  Au- 
gust rejected  a proposed  constitu- 
tional amendment  that  would  have 
authorized  issuance  of  new  bonds  to 
fund  existing  student  loan  programs. 
Defeat  of  those  bonds  could  force 
the  state  to  use  general  revenue 
bonds  for  that  purpose,  which 
would  be  more  expensive  for  the 
state  and  increase  the  interest  rates 
for  students,  including  medical  stu- 
dents, by  1%. 

However,  Texas  lawmakers 
passed  legislation  during  the  August 
13  special  session  that  will  put  the 
bond  question  back  on  the  ballot 
this  fall. 

Dr  Rohack  said  he  believes  voters 
in  August  were  confused  about  the 
purpose  of  the  bonds. 

TMA  pushes 
anti-kickback  bill,  urges 
strict  enforcement 

Texas  Medical  Association  was 
instrumental  in  passage  of  leg- 
islation to  close  loopholes  in  the  law 
prohibiting  physicians  from  paying 
or  receiving  referral  fees.  And,  TMA 
has  gone  a step  further  by  urging  the 
Texas  attorney  general  and  $tate 
Board  of  Medical  Examiners  to 
strictly  enforce  the  new  law. 

The  anti-kickback  provisions  were 
enacted  as  part  of  House  Bill  7,  the 
health  and  human  services  agency  re- 
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Laughlin  receives  special 
recognition  from  CMS 


|Octors  were  being  treated  worse  than 
rapists,  murderers,  and  robbers,”  said 
US  Rep  Greg  Laughlin  (D-Tex)  recently  in  de- 
scribing the  reason  he  introduced  legislation  that 
improves  emergency  medical  care  by  allowing 
physicians  to  make  transfer  decisions  without 
fear  of  unfair  accusations  of  “patient  dumping.” 

As  enacted  in  1990,  the  Laughlin  amend- 
ment assures  physicians  and  hospitals  fairer 
regulatory  oversight  by  providing  that  alleged 
patient  dumping  violations  will  be  subject  to 
PRO  medical  peer  review. 

Mr  Laughlin  made  his  remarks  to  the  Victo- 
ria-Goliad-Jackson  County  Medical  Society, 
which  honored  him  August  22  for  his  defense  of 
“rural  health  care  and  our  patients’  rights.” 

Mr  Laughlin  was  the  original  author  of  HR 
4495,  which  he  introduced  in  response  to  the  Department  of  Health  and  Hu- 
man Services’  sanction  of  Victoria  physician  Michael  E.  Burditt,  MD,  for  al- 
legedly violating  a federal  patient  transfer  law. 

“The  drug  dealers,  the  murderers,  the  robbers  all  got  a chance  to  tell  their 
side  of  the  story,”  said  Mr  Laughlin.  “They  were  not  found  guilty  before  they 
had  a chance  to  present  their  side  if  they  wanted  to.  But  Dr  Burditt  was  not 
given  that  opportunity  and  I was  offended  by  that.” 

Mr  Laughlin  told  CMS  members  that  it  was  the  blatant  unfairness  of  the 
action  against  Dr  Burditt  that  inspired  him  to  act.  TMA  contends  that  Dr 
Burditt  was  hampered  from  the  start  because  his  actions  were  not  reviewed 
by  a qualified  panel  of  his  peers  before  he  was  sanctioned. 


Representative  Greg  Laughlin 
(center)  receives  a plaque 
fronn  CMS  President  John  I. 
Hatridge,  MD,  left,  as  TMA 
President-Elect  William 
Gamel,  MD,  Austin,  looks  on. 


organization  bill.  The  provisions  pro- 
hibit physicians  and  all  other  li- 
censed, registered,  or  certified  health- 
care professionals  from  accepting 
payment  or  paying  anyone  else  for 
soliciting  or  securing  patients.  The 
Medical  Practice  Act  already  prohib- 
ited physicians  from  paying  other 
physicians  or  accepting  payment  from 
other  physicians  for  referrals. 

“The  Texas  Medical  Association, 
in  concert  with  others  in  the  health 
care  field,  initiated  and  supported  the 
passage  of  this  legislation,”  TMA 
President  Sam  A.  Nixon,  MD,  said 
in  an  August  19  letter  to  Attorney 
General  Dan  Morales.  “The  Associa- 
tion believes  that  this  new  legislation 
will  address  abuses  in  the  health  care 
field  where  patient  referrals  are  mo- 
tivated by  monetary  self-interest.  The 
prohibition  will  help  assure  the  best 
and  most  appropriate  care  for 
patients  and  assist  in  slowing  the 
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rising  cost  of  health  care  in  Texas.” 

The  referral  fee  provisions  were 
sponsored  by  Sen  Judith  Zaffirini, 
D-Laredo,  and  were  prompted  by 
testimony  before  the  Senate  Sub- 
committee on  Health  Services, 
which  she  chairs.  That  testimony  in- 
dicated problems  stemming  from 
contracts  that  at  least  three  San  An- 
tonio area  psychiatric  hospitals  had 
with  a private  security  agency  to 
pick  up  patients  needing  mental 
health  services  who  were  a danger  to 
themselves  or  others. 

In  one  graphic  example  of  the 
problems,  a San  Antonio  area  teenag- 
er was  picked  up  and  committed  to 
Colonial  Hills  Hospital  against  the 
wishes  of  the  boy’s  grandparents.  It 
was  later  learned  that  a psychiatrist 
treating  the  boy’s  brother  at  Colonial 
Hills  issued  the  affidavit  to  pick  up 
the  teenager  based  solely  on  state- 
ments of  the  brother.  The  doctor  had 
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never  seen  the  boy.  It  took  attorneys 
for  the  grandparents  5 days  to  win  a 
court  order  mandating  the  release  of 
the  boy. 

Testimony  given  before  Ms 
Zaffirini’s  committee  indicated  these 
kinds  of  problems  were  widespread. 
TMA  General  Counsel  Donald  P. 
“Rocky”  Wilcox  said  psychiatrists 
also  had  concerns  that  people  being 
picked  up  by  the  security  agents  all 
had  financial  resources  and  were  be- 
ing admitted  solely  to  extract  pay- 
ment from  their  insurance  companies. 

“We  saw  this  as  an  opportunity 
to  reintroduce  legislation  that  we 
tried  to  pass  in  1987  which  closed  a 
loophole  in  the  Medical  Practice 
Act,”  Mr  Wilcox  said.  “Under  that 
law,  physicians  may  not  pay  anoth- 
er physician  for  a referral.  They 
may  not  receive  payment  from  an- 
other physician  for  a referral.  What 
the  law  doesn’t  say  is  that  they  may 
not  receive  payment  from  anybody 
else  for  a referral.” 

Under  the  new  law,  which  pro- 
hibits payments  to  or  from  anyone 
for  a referral,  violations  will  be  a 
Class  A misdemeanor  and  subse- 
quent violations  can  result  in  third 
degree  felony  charges.  Also,  the  law 
gives  the  attorney  general  authority 
to  seek  injunctive  action  to  halt  ille- 
gal referral,  and  licensing  agencies 
can  take  action  to  revoke  a license, 
registration,  or  certification  of  any 
person  involved  in  such  schemes. 

In  his  August  19  letter.  Dr  Nixon 
urged  that  Attorney  General  Morales 
actively  assist  state  agencies  seeking 
injunctive  action  to  stop  violations  of 
the  new  law.  In  a second  letter  to 
Homer  R.  Goehrs,  MD,  executive  di- 
rector of  the  Texas  State  Board  of 
Medical  Examiners,  Dr  Nixon  urged 
that  agency  “to  take  strong  action 
against  any  licensee  of  your  board 
who  violates  these  provisions.” 
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Commentary 

Texas  hospital  to 
recover  legal  fees 
after  wrongful  HCFA 
termination 

Donald  P.  Wilcox,  JD 

TMA  General  Counsel 

The  Michael  E.  Burditt,  MD, 
transfer  violation  case  helped 
us  to  obtain  a legislative  fix  in  1990 
that  expanded  the  role  of  peer  re- 
view organizations  so  that  physi- 
cians will  not  be  sanctioned  by  the 
Health  and  Human  Services’  (HHS) 
Office  of  Inspector  General  (OIG) 
for  patient  dumping  without  due 
process.  The  Burditt  case  pointed 
out  the  need  for  a more  equitable 
system,  resulting  in  procedural 
changes  that  now  benefit  all  physi- 
cians who  face  HHS  transfer  viola- 
tion allegations. 

Now,  another  Texas  emergency 
screening,  treatment,  and  transfer 
case  has  made  it  clear  that  the  pro- 
cess by  which  the  Health  Care  Fi- 
nancing Administration  (HCFA) 
sanctions  Medicare  participating 
hospitals  for  alleged  incompetence 
must  be  made  more  fair.  TMA  is  this 
fall  lobbying  Congress  to  assure  that 
what  happened  to  Fandmark  Medi- 
cal Center,  Inc,  in  El  Paso,  will  not 
happen  again. 

According  to  briefs  and  opinions 
provided  by  William  P.  Darling  and 
Susan  Whittle  of  Clark,  Thomas, 
Winters,  and  Newton  of  Austin, 
HCFA  terminated  Fandmark,  a 300- 
bed  hospital,  from  Medicare  partici- 
pation for  violating  its  “Medicare 
obligations,”  prior  to  a hearing.  An 
HHS  administrative  law  judge  subse- 
quently ordered  Fandmark  to  be  re- 
instated in  Medicare  and  has  recom- 
mended to  the  HHS  secretary  that 
HCFA  reimburse  Fandmark  for  legal 
fees  incurred  in  successfully  challeng- 
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ing  the  wrongful  termination. 

Although  Landmark  Hospital 
won  the  suit  and  ultimately  should 
recover  much  of  its  legal  costs,  the 
hospital  remains  closed.  Yet,  the 
Landmark  tragedy  is  most  useful 
in  TMA’s  continuing  efforts  to  insert 
fairness  into  the  process  of  the 
ever-present  Medicare  regula- 
tory oversight  of 
physicians  and 
hospitals. 

Under  the 
Equal  Access  to 
Justice  Act,  if  a 
federal  agency 
loses  a case  and  a 
judge  finds  that 
the  agency’s  po- 
sition  is  not 
“substantially 
justified,”  the  pre- 
vailing  party 
(Landmark)  is  en- 
titled to  attor- 
neys’ fees  and 
other  expenses. 

(The  party’s  net 
worth  cannot  ex- 
ceed $7  million.) 

In  the  Landmark  case,  the  federal 
contracting  state  survey  agency,  the 
Texas  Department  of  Health  (TDH), 
sent  its  surveyors  to  Landmark  on 
April  1,  1988,  for  the  purpose  of 
conducting  “a  complaint  investiga- 
tion” of  an  alleged  inadequate  hos- 
pital emergency  on-call  physician  re- 
sponse. On  April  8,  1988,  HCFA 
notified  Landmark  that  on  the  basis 
of  deficiencies  alleged  to  create  an 
“immediate  threat  to  patient  health 
and  safety,”  Landmark  had  been 
recommended  for  termination  from 
the  Medicare  program  effective 
April  30,  1988. 

On  April  29,  1988,  TDH  resur- 
veyed Landmark  and  concluded  that 
the  deficiencies  alleged  to  represent 
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an  “immediate  threat  to  patient 
health  and  safety”  had  been  re- 
solved, but  that  Landmark  was  not 
in  compliance  with  other  “Medicare 
Conditions  of  Participation”  relating 
to  Quality  Assurance.  The  proposed 
termination  date  was  extended 
from  April  30,  1988,  to  July  1, 
1988.  A plan  for  correction  was 
requested  on 
May  31  with  a 
list  of  “deficien- 
cies” included. 
Landmark  filed 
its  plan  of  cor- 
rection with 
TDH  and  HCFA 
on  June  10, 
1988.  On  June 
16,  TDH  con- 
ducted a resurvey 
and  recommend- 
ed termination. 
Landmark  was 
terminated  on 
July  6,  1988. 

Landmark  im- 
mediately re- 
quested a hear- 
ing. Nevertheless, 
under  the  regulatory  procedures  in 
place,  the  termination  remained  in  ef- 
fect even  though  no  hearing  date  had 
been  set.  In  October  1989,  some  15 
months  later,  a hearing  on  the  termi- 
nation finally  was  held  before  an 
HHS  administrative  law  judge.  In 
February  1990,  the  administrative 
law  judge  issued  a decision  in  favor 
of  Landmark  reinstating  the  hospital. 
HCFA  appealed  the  decision  to 
the  HHS  Appeals  Council,  but  the 
administrative  law  judge’s  decision 
was  upheld. 

Meanwhile,  the  hospital  was  un- 
able to  survive  the  1 Vi  year  termina- 
tion period  since  it  could  not  be  re- 
imbursed for  care  provided  to 
Medicare,  Medicaid,  or  CHAMPUS 

VOLUME  87  NO.  10  OCTOBER  1991 


The  wrongful 
Landmark 
termination 
will  contribute 
to  a legislative 
fix  for  hospi- 
tals, their 
medical  staffs, 
and  the 
patients  bene- 
fiting from 
the  services 
provided. 


patients,  which  constitute  60%  to 
70%  of  its  patient  population. 
Hence,  it  closed,  480  employees  lost 
their  jobs,  and  physicians  and  their 
patients  were  forced  to  seek  other 
facilities  for  medical  support  services 
and  treatment. 

The  reasons  for  the  closure  were 
the  allegations  by  state  survey  per- 
sonnel, specifically  a nurse  surveyor, 
who  alleged  that  certain  emergency 
room  cases  were  not  handled  prop- 
erly. She  testified  at  the  hearing  be- 
fore the  administrative  law  judge 
that  appropriate  corrective  action 
was  not  provided  for  in  Landmark’s 
quality  assurance  plan. 

The  only  testimony  by  a witness 
qualified  to  make  medical  conclu- 
sions was  from  Leo  Mercer,  Jr,  MD, 
a medical  school  faculty  member, 
board  certified  in  surgery  and  quality 
assurance  and  utilization  review.  Dr 
Mercer,  who  also  served  as  a physi- 
cian advisor  for  the  Texas  Medical 
Foundation,  testified  on  each  of  the 
cases  mentioned  by  the  nurse  review- 
er in  the  government’s  case  and 
found  no  fault  with  what  took  place. 
He  also  testified  that  the  hospital’s 
quality  assurance  program  met  appli- 
cable quality  “standards  of  practice” 
in  the  community  and  exceeded  the 
“standard  of  care”  for  United  States 
hospitals.  In  response  to  questions  on 
whether  the  termination  action  was 
based  on  bad  faith  and  was  punitive 
in  nature.  Dr  Mercer  testified  that  he 
believed  the  termination  was  based 
on  those  factors. 

In  concluding  that  HCFA’s  termi- 
nation was  without  “reasonable  ba- 
sis in  law”  the  court  found  that 
“HCFA’s  position  was  not  justified 
to  a degree  that  would  satisfy  a rea- 
sonable person.” 

Hence,  on  September  13,  1990, 
the  administrative  law  judge  recom- 
mended that  the  HHS  secretary  award 


Conference  to  tackle  tough  health  law  issues 

A report  on  the  state’s  medical-legal  and  related  regulatory  and  legisla- 
tive issues  will  be  presented  during  The  1991  Health  Law  Conference 
on  Hospital/Physician  Relationships,  November  1-2,  at  the  Hyatt  Regency 
Hotel  in  Austin. 

Charles  W.  Bailey,  Jr,  MD,  a Houston  plastic  surgeon  and  chairman  of 
TMA’s  Committee  on  Liaison  with  the  State  Bar  of  Texas,  will  moderate  a 
discussion  on  “Current  Issues  Relating  to  Withholding  and  Terminating 
Medical  Treatment,”  which  will  include  panelist  Eugene  V.  Boisaubin,  MD, 
associate  professor  of  clinical  medicine  and  ethics,  and  director  of  the  general 
and  internal  medicine  programs  at  Baylor  College  of  Medicine  in  Houston. 

TMA  General  Counsel  Donald  P.  Wilcox  will  address  “The  Physician’s 
Perspective  — Contracting  Issues  and  Utilization  Review”  during  a panel  dis- 
cussion on  “Provider-Managed  Care  Issues.” 

Gary  W.  Eiland,  JD,  of  Vinson  & Elkins  in  Houston,  will  deliver  opening 
remarks  and  moderate  the  first  panel  discussion,  “Year  In  Review:  Report  on 
1991  State  of  Texas  Health-Care  Related  Legislative,  Regulatory,  and  Case 
Law  Developments,  and  Selected  Federal  Issues.”  The  panelists  will  be  Kim 
Ross,  director  of  public  affairs  for  TMA,  and  Joanne  Hopkins,  JD,  an  attor- 
ney with  the  Austin  office  of  Fulbright  & Jaworski. 

Mr  Eiland  is  chairman  of  the  State  Bar  of  Texas  Health  Law  Section, 
which  is  cosponsoring  the  conference  with  TMA’s  Committee  on  Liaison 
with  the  State  Bar  of  Texas  and  the  Texas  Hospital  Association. 

Other  conference  topics  include  “Hospital/Physician  Business  Interac- 
tions,” “Recent  Developments  in  Hospital-Medical  Staff  and  Peer  Review 
Matters,”  “Enforcement  of  the  COBRA  Anti-Dumping,”  “Transfer  Law:  The 
Regulator’s  View,”  and  “Recent  AIDS  Developments.” 

Conference  registration  is  $195  in  advance  or  $220  the  day  of  the  confer- 
ence. Registration  begins  at  8:30  am,  November  1.  For  more  information  con- 
tact the  TMA  Office  of  the  General  Counsel  at  (512)  370-1341. 


Landmark  $61,588.44  in  legal  fees. 

Interestingly,  it  was  during  this 
same  time  that  AMA  and  TMA  were 
actively  lobbying  Congressman  Greg 
Laughlin’s  bill,  which  would  require 
PRO  review  of  such  cases  prior  to 
sanction  by  the  HHS  Office  of  In- 
spector General  or  HCFA.  (Mr 
Laughlin,  incidentally,  has  become 
the  new  health  player  on  the  hill  as  a 
result  of  successfully  standing  up  to 
the  OIG  in  obtaining  the  1990  trans- 
fer law  amendments.) 

The  developments  in  this  case, 
which  illustrate  the  unfairness  of 
HHS  enforcers’  “guilty  until  proven 
innocent”  philosophy,  were  not 
available  to  those  at  AMA  and  TMA 
who  were  lobbying  this  cause,  nor 
were  they  available  to  Mr  Laughlin 
(D-Tex),  Ralph  Hall  (D-Tex),  or  oth- 
er members  of  the  Texas  delegation 
in  support  of  the  amendment.  Mys- 
teriously, the  embarrassing  decision 
was  not  mailed  to  the  parties 


until  late  December  1990,  after 
OBRA  1990  was  passed  with  the 
TMA/AMA-supported  transfer  law 
enforcement  amendments  in  place. 

All  is  not  lost,  however.  The  ef- 
fort to  insert  “fairness”  into  the 
Medicare  terminating  and  sanction- 
ing processes  (an  effort  that  began  in 
1986  with  the  first  PRO/OIG  sanc- 
tions) continues.  Now,  HCFA  states 
that  the  OBRA  1990  transfer  law 
amendments  requiring  the  review  by 
PROs  using  their  fair  quality  review 
process  prior  to  the  OIG’s  sanctions 
does  not  apply  to  HCFA  hospital 
terminations.  The  wrongful  Land- 
mark termination  will  contribute  to 
a legislative  fix  for  hospitals,  their 
medical  staffs,  and  the  patients 
benefiting  from  the  services  provid- 
ed. It  is  time  for  a little  more  “glas- 
nost”  here  in  America. 
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The  long-awaited 
“safe  harbor” 
rules 

Hugh  M.  Barton,  JD 

TMA  Assistant  General  Counsel 

On  July  29,  1991,  the  Department 
of  Health  and  Human  Services’ 
Office  of  Inspector  General  (OIG) 
published  final  rules  specifying  busi- 
ness practices  that  will  be  protected 
from  criminal  prosecution  or  civil 
sanctions  under  the  federal  anti- 
kickback  statute.  This  protection 
will  be  given  even  though  such  prac- 
tices may  induce  referrals  of  busi- 
ness under  Medicare  or  Medicaid 
(1).  These  rules  are  called  “safe  har- 
bors” and  ivere  mandated  by 
Congress  in  the  Medicare  and  Medi- 
caid Patient  and  Program  Protec- 
tion Act  of  1987  (1).  The  rules  are 
effective  immediately. 

Why  are  safe  harbors  needed? 

Since  the  Medicare  anti-kickback 
statute  is  so  broad,  there  has  long 
been  concern  among  physicians  and 
their  attorneys  that  many  relatively 
innocuous,  or  even  beneficial,  com- 
mercial arrangements  are  technically 
prohibited  by  the  statute  and  are, 
therefore,  subject  to  civil  and  crimi- 
nal prosecution.  For  example,  pro- 
hibited activities  covered  include 
kickbacks,  bribes,  and  rebates  made 
directly  or  indirectly,  overtly  or 
covertly,  or  in  cash  or  in  kind.  In  ad- 
dition, prohibited  conduct  includes 
not  only  payment  intended  to  induce 
patient  referrals,  but  also  payment 
intended  to  induce  the  purchasing, 
leasing,  ordering,  or  arranging  for 
any  good  or  service  paid  for  by 
Medicare  or  Medicaid  (3).  Increased 
cost  to  Medicare  and  Medicaid  and 
harm  to  patients  may  also  be  consid- 
ered but  are  not  determining  factors. 
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What  does  “safe  harbor”  mean? 

The  OIG  states  that  “If  a person 
participates  in  an  arrangement  that 
fully  complies  with  the  safe  harbor 
rules,  he  or  she  will  be  assured  of 
not  being  prosecuted  criminally  or 
civilly  for  the  arrangement  that  is 
the  subject  of  that  provision.”  (4) 

How  many  “safe  harbors”  are 
provided? 

The  final  rule  sets  out  1 1 safe  har- 
bors, dealing  with: 

• investment  interests; 

• space  rentals; 

• equipment  rentals; 

• personal  services  and  manage- 
ment contracts; 

• sales  of  practices; 

• referral  services; 

• warranties; 

• discounts; 

• employees; 

• group  purchasing  organizations; 
and 

• waiver  of  beneficiary  coinsurance 
and  deductible  amounts. 

The  major  provisions  of  each  are 
summarized  below. 

What  investments  are  safe? 

The  investment  safe  harbors  are  the 
most  complicated.  These  fall  into 
two  categories: 

1.  For  businesses  with  more  than 
$50  million  in  net  assets: 

• equity  securities  must  be  regis- 
tered with  the  Securities  and  Ex- 
change Commission  and  sold  on 
a registered  national  securities 
exchange; 

• the  business  must  not  market  or 
furnish  items  or  services  to  pas- 
sive investors  differently  than  to 
non-investors; 

• funds  may  not  be  loaned  to  in- 
vestors in  a position  to  make  re- 
ferrals; and 

• return  on  investment  interest 
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must  be  directly  proportional  to 
the  amount  of  the  investor’s  capi- 
tal investment  (1). 

2.  For  other  business  interests: 

• investors  who  can  make  or 
influence  referrals  may  own  no 
more  than  40%  of  investment; 

• investments  are  not  offered  on 
terms  that  anticipate  the  previous 
or  expected  volume  of  referrals; 

• no  more  than  40%  of  gross  rev- 
enue may  come  from  referrals  by 
investors; 

• services  are  not  marketed  to  pas- 
sive investors  differently  than  to 
non-investors; 

• funds  are  not  loaned  to  investors 
in  a position  to  make  referrals;  and 

• return  on  investment  interest 
must  be  directly  proportional  to 
the  amount  of  the  investor’s  capi- 
tal investment  (1). 

What  about  rental  space? 

Payments  for  space  rental  are  not 
kickbacks  if: 

• there  is  a written  lease  agreement 
specifying  the  premises  covered 
by  the  lease; 

• access  is  to  be  periodic  rather 
than  full-time,  the  lease  specifies 
the  schedule  of  access  and  the  ex- 
act rent  for  such  access; 

• the  lease  is  for  not  less  than  1 
year;  and 

• rental  charge  is  consistent  with  fair 
market  value,  does  not  take  into 
account  referrals  of  Medicare  or 
Medicaid  patients,  and  is  not  ad- 
justed to  reflect  the  additional  value 
attached  to  it  as  a result  of  its  prox- 
imity of  referral  sources  (1). 

What  about  equipment  rentals? 

These  follow  the  same  pattern  as 
space  rentals.  Payments  for  the  lease 
of  equipment,  such  as  medical  equip- 
ment, are  subject  to  similar  require- 
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ments  with  the  exception  that  the 
lease  must  specify  the  equipment  cov- 
ered by  the  lease.  Fair  market  value  is 
to  be  calculated  in  the  same  way  (1). 

What  about  personal  services  and 
management  contracts? 

These  also  are  similar  to  the  above. 
Payments  made  by  a principal  to  an 
agent  to  compensate  for  services 
qualify  for  safe  harbor  protection  if 
the  same  contractual  formalities  are 
followed.  Additionally,  an  agent 
must  not  be  an  employee  of  the 
principal,  and  must  not  counsel  or 
promote  a business  arrangement 
that  violates  state  or  federal  law  (1). 

What  rules  govern  sale  of  a medical 
practice? 

This  is  designed  to  discourage  a 
physician  from  selling,  or  appearing 
to  sell,  a practice  to  a hospital  while 
remaining  on  its  staff.  A physician 
may  sell  a practice  on  two  conditions: 

• the  time  from  the  agreement  to 
sell  to  the  completion  of  sale  is 
not  more  than  one  year;  and, 

• the  selling  physician  will  not  be 
in  a position  to  make  Medicare 
or  Medicaid  referrals  to  the  pur- 
chaser after  1 year  from  the  date 
of  the  first  agreement  to  sell  (1). 

Are  referral  services  covered? 

Professional  societies  and  other 
groups  often  operate  referral  ser- 
vices for  a fee.  This  fee  is  legal  if 
four  standards  are  met: 

• the  service  accepts  all  physicians 
who  meet  its  standards  for  par- 
ticipation; 

• payments  are  based  on  operating 
costs  and  not  on  the  volume  or 
value  of  referrals  of  Medicare  or 
Medicaid  patients; 

• no  requirements  are  imposed  on 
the  manner  in  which  services  are 
provided  to  a referred  person;  and, 

• the  referral  service  makes  certain 
disclosures  to  each  person  seek- 
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ing  a referral  and  keeps  a record 
of  the  disclosures  (1). 

What  about  warranties? 

Because  it  is  in  the  public  interest  for 
companies  to  offer  warranties  as  an 
inducement  for  consumers  to  pur- 
chase a product,  there  is  a safe  har- 
bor covering  payments  to  a buyer 
(such  as  a physician)  under  a manu- 
facturer’s warranty.  These  are  legal  if 
the  replacement  program  honors  the 
original  manufacturer’s  warranty 
and  makes  payment  on  the  same 
terms  as  the  original  warranty  with- 
out providing  additional  incentives 
or  adding  to  Medicare  and  Medicaid 
costs.  However,  safe  harbor  protec- 
tion is  not  available  when  payments 
are  made  to  any  physician  or  hospi- 
tal for  any  medical,  surgical,  or  hos- 
pital expense  incurred  by  a 
beneficiary.  Only  payments  made  for 
the  item  itself,  or  price  reductions  on 
the  item,  are  protected  (1). 

Isn’t  that  the  same  as  a discount? 

Discounts  that  physicians  may  re- 
ceive are  legal  if: 

• the  discount  is  given  at  the  time 
of  original  sale;  and, 

• is  reported  if  the  good  or  service 
is  billed  separately  to  Medicare 
or  Medicaid. 

Discounts  may  include  rebate 
checks  redeemable  from  the  seller 
but  do  not  include  cash  payments, 
reductions  in  price  applicable  to  one 
payor  but  not  to  Medicare  or  Medi- 
caid, or  reductions  in  price  offered 
as  part  of  a warranty,  personal  ser- 
vices, or  management  contracts  (1). 

Are  my  employees  included? 

So  long  as  there  is  a bona  fide  em- 
ployment relationship,  any  amount 
paid  by  a physician  to  an  employee 
for  employment  in  the  furnishing  of 
any  item  or  service  for  which  pay- 
ment may  be  made  under  Medicare 
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or  Medicaid  is  not  an  illegal  payment 
under  the  anti-kickback  statute  (1). 

What  about  group  purchasing 
organizations? 

Payments  by  a seller  of  goods  or  ser- 
vices to  a group  purchasing  organi- 
zation do  not  constitute  “illegal  re- 
muneration” if: 

• there  is  a written  agreement  that 
specifies  the  amount  the  group 
purchasing  organization  will  be 
paid  by  each  seller;  and, 

• the  group  purchasing  organiza- 
tion annually  discloses  to  physi- 
cians, and  to  the  HHS  upon  re- 
quest, the  amount  received  from 
each  seller  with  respect  to  pur- 
chases made  by  or  on  behalf  of 
such  physician  (1). 

Waiver  of  beneficiary  coinsurance 
and  deductible  amounts 

The  reduction  or  waiver  of  a Medi- 
care or  Medicaid  patient’s  coinsur- 
ance or  deductible  amounts  is  not  an 
illegal  kickback  if: 

• amounts  are  owed  to  a hospital 
for  inpatient  hospital  services  and 
the  hospital  does  not  claim  the 
reduction  or  waiver  as  a bad 
debt;  and 

• the  hospital  offers  the  reduction 
or  waiver  without  regard  to  the 
reason  for  admission,  the  length 
of  stay,  or  the  Medicare  diagnos- 
tic related  group. 

Finally,  the  hospital’s  reduction  or 
waiver  must  not  be  made  as  part  of  a 
price  reduction  agreement  between 
the  hospital  and  a third-party  payor 
(1).  This  should  not  be  confused  with 
the  routine  waiver  of  Medicare  Part 
B coinsurance  or  deductible  amounts 
by  physicians,  which  the  OIG  has  ad- 
dressed, and  condemned,  in  a recent 
“Special  Fraud  Alert”  (See  “OIG 
fraud  alert:  cracking  down  on  charity 
or  crime?”  Texas  Medicme,  August 
1991,  pp  51-52). 
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What  if  an  arrangement  doesn’t 
qualify  for  safe  harbor  protection? 

The  advent  of  “safe  harbors”  cannot 
allay  all  concerns.  Failure  to  comply 
can  mean  one  of  three  things.  First, 
if  the  arrangement  is  not  intended  to 
induce  the  referral  of  Medicare  or 
Medicaid  patients  there  is  no  reason 
to  comply  with  the  safe  harbor  stan- 
dards, and  no  risk  of  prosecution. 

Second,  if  the  arrangement  does 
not  and  cannot  qualify  for  safe  har- 
bor protection,  there  may  be  a clear 
statutory  violation,  and  prosecution 
would  be  likely. 

Third,  the  arrangement  may  be  a 
less  serious  violation  of  the  statute, 
though  not  in  compliance  with  a 
safe  harbor.  Here,  the  OIG  says 
“there  is  no  way  to  predict  the  de- 
gree of  risk.”  The  OIG  hints  that 
discretion  may  be  exercised  not  to 
pursue  cases  where  a “genuine 
good-faith  attempt  to  comply  with 
the  terms  of  a safe  harbor”  is  made 
“but  for  reasons  beyond  their  con- 
trol are  not  in  compliance  (4).” 

Is  there  a safe  harbor  for  clinical 
laboratories? 

Yes  and  No.  Referrals  to  clinical 
laboratories  are  primarily  governed 
by  the  “Ethics  in  Patient  Referrals 
Act,”  which  generally  restricts 
physicians  from  making  referrals  for 
clinical  laboratory  services  to  enti- 
ties in  which  they  have  an  owner- 
ship or  other  compensation  arrange- 
ment. (There  are  a number  of 
exceptions  to  this  rule.)  A violation 
occurs  when  a “financial  relation- 
ship” exists  between  a clinical  labo- 
ratory and  a physician,  and  a refer- 
ral is  made  for  which  a Medicare 
claim  is  presented.  Violations  will 
result  in  denial  of  payment  and  may 
result  in  civil  money  penalties  and 
program  exclusion.  These  clinical 
laboratory  restrictions  become  effec- 
tive on  January  1,  1992  (5).  What, 
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then,  is  the  relationship  of  this  legis- 
lation to  the  anti-kickback  statute 
and  the  safe  harbor  rules?  It  is  cu- 
mulative. The  Ethics  in  Patient  Re- 
ferrals Act  requires  different  proof 
and  has  different  remedies  than  the 
anti-kickback  statute.  For  the  anti- 
kickback statute  to  be  violated,  it 
must  be  shown  that  the  payment  be- 
tween the  two  parties  was  intended 
to  induce  the  referral  of  business 
payable  under  Medicare  or  Medi- 
caid. The  remedies  under  the  anti- 
kickback statute  are  criminal  penal- 
ties or  program  exclusion. 

To  determine  the  risks  of  pay- 
ment denial  and  civil  money  penal- 
ties, physicians  with  interests  in  clin- 
ical laboratories  must  look  to  the 
Ethics  in  Patient  Referrals  Act.  To 
determine  the  risks  of  criminal  pros- 
ecution or  exclusion,  the  anti-kick- 
back statute  and  the  safe  harbor 
rules  must  be  consulted.  The  safe 
harbor  provisions  that  could  apply 
to  clinical  laboratories  are  the  in- 
vestment interests,  space  and  equip- 
ment rentals,  and  personal  services 
and  management  contracts.  Each  sit- 
uation must  be  analyzed  separately. 

Conclusion 

These  final  rules  are  not  the  last 
word.  The  OIG  has  indicated  that  it 
will  publish  two  more  safe  harbors 
dealing  with  health  maintenance  or- 
ganizations, preferred  provider  orga- 
nizations, and  other  managed  care 
plans  (6).  The  investment  safe  har- 
bor may  be  modified  to  protect  a 
physician-investor’s  profit  in  joint 
ventures,  such  as  ambulatory  surgi- 
cal centers,  where  the  physician  both 
refers  a patient  and  performs  some 
level  of  service  for  the  patient  (7). 
Rules  to  implement  the  Ethics  in  Pa- 
tient Referrals  Act  will  be  published 
at  some  future  time  (8). 

The  OIG  will  not  issue  advisory 


letters  to  address  specific  fact  situa- 
tions, but  will  continue  to  publish 
special  fraud  alert  bulletins  as  the 
need  arises  (9). 

Physicians  should  examine  their 
business  relationships  with  any  medi- 
cal entity  to  which  they  may  refer  pa- 
tients. If  the  relationship  qualifies  for 
safe  harbor  protection,  so  much  the 
better.  If  not,  ask  the  question:  is  the 
relationship  structured  with  intent  to 
induce  referrals?  Some  business  rela- 
tionships will  be  safe  even  though  a 
safe  harbor  is  not  applicable,  while 
others  will  need  restructuring  to  pro- 
tect the  physician  investor. 
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Munchausen  syndrome  by  proxy  is  a 
form  of  child  abuse  in  which  a par- 
ent or  caretaker  simulates  or  pro- 
duces illness  in  a child.  Case  reports 
of  Munchausen  syndrome  by  proxy 
document  a wide  and  confusing 
spectrum  of  symptoms.  The  children 
who  are  the  victims  of  this  syndrome 
suffer  morbidity  linked  to  numerous 
unnecessary  hospital  admissions  and 
diagnostic  procedures,  severe  psy- 
chological morbidity,  and  a 
significant  risk  of  mortality.  Because 
of  these  extreme  consequences,  all 
health-care  professionals  must  be 
aware  of  the  syndrome  and  be  able 
to  recognize  its  warning  signals. 
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Munchausen  syndrome  by  proxy:  a review 

Richard  E.  Sofinowski,  MD 
Patricia  M.  Butler,  MD 


Richard  Asher  in  1951  de- 
scribed a syndrome  in  which 
patients  intentionally  feign 
physical  symptoms  (1).  These  pa- 
tients travel  extensively  to  different 
hospitals  and  tell  quite  dramatic  and 
elaborate  tales  of  their  ills  to  the  nu- 
merous caretakers  they  encounter. 
Because  of  the  striking  combination 
of  extensive  travel  and  overembel- 
lished histories  in  these  patients, 
Asher  dedicated  the  syndrome  to  the 
18th  century  raconteur  Baron 
K.F.H.  von  Munchausen,  well 
known  for  the  grandiose  tales  of  his 
travels  and  adventures  (2). 

By  contrast,  in  Munchausen  syn- 
drome by  proxy,  children  become  the 
unwitting  victims  of  their  parents’  de- 
ceptions. Money  and  Werlwas  first 
used  the  term  “Munchausen  syndrome 
by  proxy”  in  their  description  of  folie 
a deux  in  the  parents  of  psychosocial 
dwarfs  (3).  Money  and  Werlwas  noted 
that  in  “abuse  dwarfism”  the  parents 
fabricate  the  child’s  history  much  as  a 
patient  with  Munchausen  syndrome 
proffers  a factitious  history.  In  1977, 
Meadow  reported  the  first  two  case 
histories  of  Munchausen  syndrome  by 
proxy  (4).  Since  then,  many  cases  of 
parents  either  fabricating  history,  sim- 
ulating illness,  or  actively  inducing  ill- 
ness have  been  published.  Rosenberg 
proposed  the  following  four  key  ele- 
ments in  the  definition  of  Munchausen 
syndrome  by  proxy:  illness  in  a child 
simulated  or  produced  by  a parent  or 
caretaker;  presentation  of  the  child  for 
medical  care,  usually  persistent,  often 
resulting  in  multiple  medical  proce- 
dures; denial  by  the  perpetrator  of  ill- 
ness etiology;  and  cessation  of  symp- 
toms and  signs  when  the  child  is 
separated  from  the  perpetrator  (5). 

Munchausen  syndrome  by  proxy 
can  result  in  numerous  painful, 
disfiguring,  and  unnecessary  proce- 
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dures  being  performed  on  a child. 
Death  has  resulted  in  several  cases. 

The  victims 

Munchausen  syndrome  by  proxy  is 
considered  a form  of  child  abuse  (4). 
Except  for  one  reported  case  of 
Munchausen  syndrome  by  proxy  be- 
ing perpetrated  upon  two  adults, 
children  are  the  victims  (6).  Rosen- 
berg, in  her  review  of  the  literature, 
found  the  mean  age  at  diagnosis  to 
be  39.8  months  with  a range  of  1 
month  to  252  months  (5).  Males 
and  females  are  equally  victimized. 

Presentation 

The  presentation  of  Munchausen 
syndrome  by  proxy  is  protean.  Case 
reports  include  presentation  with 
hemoptysis  (7),  intractable  gastroin- 
testinal bleeding  (8),  bleeding  ears 
(9,10),  oral  bleeding  (11),  hematuria 

(4) ,  seizures  (12),  lethargy  (13),  re- 
current foreign  bodies  in  the  external 
ear  (9),  unexplained  abscesses  (6), 
recurrent  vomiting  (14,15,16),  sud- 
den infant  death  syndrome  (SIDS) 
(17),  apnea  (18),  cardiopulmonary 
arrest  (19),  recurrent  urinary  tract 
infections  (20),  hypernatremia  (4), 
spurious  bizarre  behavior  and 
cyanosis  (21),  chronic  osteomyelitis 

(5) ,  diabetes  mellitus  (22),  dermatitis 
artifacta  (18),  a bizarre  biochemical 
profile  (23),  cystic  fibrosis  (24),  and 
food  allergies  (25,26).  Even  the  in- 
credibly rare  autoerythrocyte  sensiti- 
zation syndrome  has  been  factitious- 
ly contrived  (27).  In  Rosenberg’s 
review  of  117  cases  of  Munchausen 
syndrome  by  proxy  (5),  the  most 
common  symptoms  were  bleeding 
(44%),  seizures  (42%),  central  ner- 
vous system  (CNS)  depression 
(19%),  apnea  (15%),  diarrhea 
(11%),  vomiting  (10%),  fever 
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(10%),  and  rash  (9%).  Many  chil- 
dren present  with  multiple  symp- 
toms, either  separately  or  together. 

The  cunning  persistence  of  the 
parent  inducing  or  simulating  the  ill- 
ness should  never  be  underestimat- 
ed. In  a case  reported  by  Orenstein 
and  Wasserman,  the  mother  under- 
went elaborate  measures  to  support 
the  diagnosis  of  cystic  fibrosis  in  her 
child,  including  acquisition  of  spu- 
tum from  other  children  and  alter- 
ation of  sweat  tests  and  stool  fat 
analyses  (24). 

Morbidity  and  mortality 

The  morbidity  of  children  who  are 
the  victims  of  Munchausen  syndrome 
by  proxy  can  be  striking.  Numerous 
hospitalizations,  diagnostic  proce- 
dures, exposure  to  potentially  dan- 
gerous drugs,  blood  transfusions,  and 
surgeries  occur  in  these  children.  In  a 
dramatic  case,  a mother  withdrew 
blood  from  her  son’s  indwelling 
Broviac  central  venous  catheter  to 
feign  upper  and  lower  gastrointesti- 
nal bleeding  (8).  The  patient  had  un- 
dergone extensive  medical  proce- 
dures including  daily  transfusions, 
exploratory  laparotomy,  endoscopic 
evaluation  of  the  entire  length  of  the 
small  and  large  bowel,  transverse 
colostomy,  right  hemicolectomy,  and 
an  ileostomy.  This  example  rein- 
forces the  notion  that  physicians 
must  be  aware  of  Munchausen  syn- 
drome by  proxy  so  that  unnecessary 
and  potentially  harmful  “treatments” 
are  not  thrust  upon  these  children. 

In  addition  to  the  morbidity 
linked  inextricably  to  repeated  medi- 
cal diagnostic  procedures  and  hospi- 
tal admissions,  the  victims  of  Mun- 
chausen syndrome  by  proxy  suffer 
severe  psychological  morbidity. 
McGuire  and  Feldman  assert  that 
the  psychological  development  of 


these  children  is  thwarted  at  the 
most  basic  level  of  parental  trust 
(28).  In  their  study  of  emotional 
problems  of  six  children  subjected  to 
Munchausen  syndrome  by  proxy, 
McGuire  and  Feldman  noted  devel- 
opmental difficulties  such  as  feeding 
disorders  in  infants,  withdrawal  and 
hyperactivity  in  preschoolers,  and 
hysterical  symptoms  including  adop- 
tion of  Munchausen  behavior  in 
adolescents.  They  also  cite  11  of  12 
cases  with  apparent  psychological 
problems,  such  as  immaturity,  sym- 
biosis with  the  mother,  separation 
problems,  aggressiveness,  irritability, 
and  participation  in  the  deception. 

A significant  mortality  rate  is  as- 
sociated with  Munchausen  syn- 
drome by  proxy,  ranging  from  9% 
to  16.6%  (5,20).  Perhaps  the  most 
appalling  account  of  mortality  asso- 
ciated with  Munchausen  syndrome 
by  proxy  comes  from  Egginton,  who 
recounts  the  story  of  a New  York 
woman  who  factitiously  induced  ap- 
nea in  eight  of  her  nine  children, 
thereby  causing  their  deaths  (19). 

Perpetrators 

In  almost  every  case  of  Munchausen 
syndrome  by  proxy,  the  perpetrator 
has  been  the  child’s  mother.  Howev- 
er, the  literature  contains  two  ac- 
counts of  fathers  being  the  perpetra- 
tors and  one  of  Munchausen 
syndrome  by  proxy  being  carried  out 
by  the  child’s  babysitter  (9,29,21). 

A typical  picture  of  the  perpetrat- 
ing mother  is  one  who  appears  ex- 
tremely attentive  to  every  aspect  of 
the  child’s  care,  taking  up  residence 
in  the  hospital  and  refusing  to  leave 
the  child’s  presence  for  even  a mo- 
ment. Invariably,  this  mother  is  ex- 
ceedingly cooperative  about  medical 
procedures.  She  often  becomes  in- 
volved in  friendly  relationships  with 
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the  nursing  and  medical  staff  and 
with  the  parents  of  other  children  on 
the  pediatric  ward.  The  attachment 
that  the  staff  feels  for  this  seemingly 
exemplary  mother  of  an  unfortu- 
nately ill  child  often  makes  the  sub- 
stantiation of  the  diagnosis  of 
Munchausen  syndrome  by  proxy 
difficult  because  staff  members 
refuse  to  believe  that  this  mother  is 
capable  of  such  heinous  deception 
(30,31).  Often  the  mother  has  com- 
pleted some  form  of  training  in  nurs- 
ing or  a paramedical  profession  and, 
hence,  is  conversant  with  medical 
terminology.  Meadow  cited  that 
50%  of  the  mothers  in  his  review 
had  completed  some  nurse’s  train- 
ing, while  Rosenberg  noted  that 
27%  of  the  mothers  in  her  review 
were  similarly  educated  (32,5). 

Munchausen  syndrome  was  noted 
in  7 out  of  12  mothers  in  Meadow’s 
1982  study  (32).  Rosenberg  reported 
that  10%  of  the  mothers  in  her  study 
clearly  had  the  syndrome,  and  anoth- 
er 14%  exhibited  some  features  of  it 
(5).  Other  mothers  perpetrating  Mun- 
chausen syndrome  by  proxy  have 
manifested  symptoms  of  depression 
and  personality  disorders  (5).  Howev- 
er, these  mothers  are  usually  de- 
scribed as  affable  and  friendly,  and 
they  receive  “normal”  psychiatric 
evaluations  after  the  nature  of  their 
deception  comes  to  medical  attention. 

The  fathers  in  most  cases  of  Mun- 
chausen syndrome  by  proxy  were  de- 
scribed as  keeping  a “low  profile” 
(32).  Many  spent  long  periods  of  time 
away  from  their  families  because  of 
their  occupations  or  were  only  tan- 
gentially associated  with  their  fami- 
lies. These  fathers  were  seen  rarely  in 
the  hospital  and  were  only  involved 
peripherally  in  the  medical  care  of 
their  children.  They  appeared  com- 
pletely unaware  of  the  fact  that  the 
child’s  mother  was  fabricating  illness 
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in  the  child  and  were  usually  incredu- 
lous when  informed  (32). 

Although  the  dynamics  of  Mun- 
chausen syndrome  by  proxy  remain 
puzzling,  the  mother  appears  to  gain 
nurturance  vicariously  through  her 
sick  child  in  the  hospital  environ- 
ment (20,31).  The  whole  concept  of 
Munchausen  syndrome  by  proxy  is 
often  incomprehensible  to  many 
medical  and  legal  professionals,  only 
adding  to  the  frustration  in  manag- 
ing the  disorder. 

Recognition 

Only  50%  to  55%  of  medical  profes- 
sionals are  aware  of  Munchausen  syn- 
drome by  proxy  (30,33).  The  syn- 
drome, however,  encompasses  a 
spectrum  of  disorders  that  should  be 
recognized.  Libow  and  Schreier  have 
proposed  that  there  are  three  groups 
of  parents  — the  Help  Seekers,  the 
Doctor  Addicts,  and  the  Active  Induc- 
ers (34).  Help  Seekers  use  factitious 
illness  to  communicate  the  stresses 
they  are  experiencing  as  parents. 
However,  they  are  willing  to  accept  as- 
sistance in  dealing  with  the  underlying 
issues.  This  kind  of  presentation  usu- 
ally only  occurs  in  response  to  situa- 
tional difficulties.  Doctor  Addicts  are 
convinced  that  their  child  is  ill  despite 
medical  evidence  to  the  contrary,  and 
they  become  obsessively  preoccupied 
with  obtaining  treatment  for  their 
child’s  supposed  illness.  Their  decep- 
tion generally  does  not  go  beyond  re- 
porting factitious  symptoms.  The  chil- 
dren of  the  Doctor  Addicts  are  usually 
older  and  are  therefore  more  resistant 
to  direct  parental  assault  than  younger 
children.  The  Active  Inducers  are  the 
prototypical  perpetrators  of  Mun- 
chausen syndrome  by  proxy;  they  pur- 
posely induce  disease  in  their  children, 
who  are  usually  young  and  are  there- 
fore unable  to  resist  parental  interfer- 
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ence  or  to  serve  as  informants  of  their 
parents’  deception. 

Several  authors  have  documented 
warning  signals  based  upon  Mead- 
ow’s original  list  to  alert  the  clini- 
cian to  the  possibility  that  Mun- 
chausen syndrome  by  proxy  should 
be  included  in  the  differential  diag- 
nosis (21,32,35).  These  warning  sig- 
nals include  those  listed  below: 

• Persistent  or  recurrent  illness  that 
has  no  explanation; 

• Clinical  findings  and  history  that 
do  not  make  sense; 

• The  working  diagnosis  is  an  ex- 
tremely uncommon  disorder; 

• Specialists  consultants  and  expe- 
rienced clinicians  have  never  seen 
a case  like  it  before; 

• Symptoms  and  signs  disappear 
whenever  the  offending  parent/ 
caretaker  is  absent; 

• Seizures  that  are  unresponsive  to 
appropriate  medical  management; 

• Disorders  that  are  commonly 
fabricated,  such  as  seizures, 
bleeding,  CNS  depression,  apnea, 
fever,  vomiting,  and  diarrhea; 

• Polymicrobial  bacteremia; 

• Atypical  SIDS  or  “Near  Miss” 
SIDS; 

• A child  with  frequent  intolerance 
to  all  forms  of  medical  therapy; 

• Other  children  in  the  family  with 
puzzling  or  prolonged  medical  ill- 
nesses; 

• An  extremely  attentive  parent/ 
caretaker  who  refuses  to  leave 
the  child  alone; 

• A parent/caretaker  who  seems  to 
be  less  concerned  or  fearful  about 
the  child’s  illness  than  the  medi- 
cal staff  is; 

• A parent/caretaker  with  a previ- 
ous medical  background; 

• A parent/caretaker  with  a history 
of  an  illness  similar  to  that  of  the 
child; 
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• A caretaker  with  characteristics 
of  Munchausen  syndrome  or  a 
hysterical  personality  disorder. 

These  warning  signals  should  not  be 
overlooked.  When  several  of  these 
characteristics  are  noted,  the  physi- 
cian should  be  alerted  to  the  possibili- 
ty of  Munchausen  syndrome  by  proxy 
and  look  for  substantiating  evidence. 

Management 

The  therapeutic  aim  in  managing 
Munchausen  syndrome  by  proxy  is 
first  to  protect  the  child  from  further 
unnecessary  medical  procedures  and 
to  help  the  mother  gain  insight  into 
her  need  to  fabricate  illness  in  her 
child.  This  goal,  however,  is  often 
very  difficult  to  achieve.  Mothers 
perpetrating  the  Munchausen  syn- 
drome by  proxy  historically  have 
been  notoriously  lacking  in  insight 
and  also  resist  psychotherapy  (32). 
Most  cases  of  Munchausen  syndrome 
by  proxy  interface  with  the  legal  sys- 
tem, creating  pitfalls  in  their  effective 
management.  The  legal  system  has 
been  skeptical  of  this  disorder,  citing 
the  obvious  illogical  nature  of  the 
disorder  as  a defense  on  behalf  of  the 
mother  (31).  The  courts  often  make 
arrangements  that  are  clearly  not  in 
the  best  interests  of  the  child.  In 
Rosenberg’s  paper  the  diagnosis  of 
Munchausen  syndrome  by  proxy  had 
been  made  in  several  cases,  after 
which  the  children  were  returned  to 
the  care  of  their  parents,  ultimately 
to  die  because  of  parental  actions  (5). 

Clinicians  should  be  prepared  for 
difficulty  in  managing  any  suspected 
case  of  Munchausen  syndrome  by 
proxy.  Meadow  suggests  scrupulous 
documentation  of  suspected  fabrica- 
tion, substantiation  of  all  pertinent 
historical  and  psychosocial  data, 
rechecking  the  reliability  of  clinical 
signs,  and  awareness  of  temporal  re- 
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lationships  between  the  parents’  pres- 
ence and  the  child’s  signs  and  symp- 
toms (32,36).  The  clinician  should  be 
aware  that  medical  records  will  be 
submitted  as  evidence  and  must  sub- 
stantiate the  diagnosis.  Articles  on 
Munchausen  syndrome  by  proxy 
should  be  shared  with  judges,  attor- 
neys, and  CPS  caseworkers  to  edu- 
cate them  about  this  disorder. 

At  times,  quite  sophisticated 
methods  have  been  used  to  docu- 
ment Munchausen  syndrome  by 
proxy.  Although  ethical  concerns 
have  been  raised  about  methods 
such  as  video  surveillance  to  prove 
factitious  illness,  Epstein  et  al  and 
Frost  et  al  point  out  that  videotap- 
ing done  with  the  protection  of  the 
child  in  mind  is  in  fact  the  legal  and 
moral  responsibility  of  the  child’s 
physician  (37,38). 

Summary 

Munchausen  syndrome  by  proxy  is 
a condition  of  significant  morbidity 
and  mortality.  Because  of  the  puz- 
zling nature  of  this  disorder  and  the 
difficulty  in  diagnosis  and  treatment, 
physicians  and  other  health-care 
workers  should  be  educated  regard- 
ing etiology,  presentation,  and  man- 
agement of  this  elusive  disorder. 
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The  Texas  Skin  Cancer/Melanoma 
Project,  cosponsored  by  the  Texas 
Dermatological  Society  and  the 
Texas  Division  of  the  American 
Cancer  Society,  was  organized  to 
promote  awareness  of  skin  cancer. 
Through  a well-orchestrated  effort, 
the  citizens  of  Texas  were  educated 
about  prevention  and  early  detec- 
tion. On  one  day,  statewide  screen- 
ing was  conducted  at  55  sites  and 
11,151  patients  were  screened.  Polls 
conducted  before  and  after  the  pro- 
ject show  that  the  level  of  knowl- 
edge and  concern  about  skin  cancer 
increased  following  the  project.  Skin 
cancer  is  ideal  for  such  a public  edu- 
cation and  screening  project. 


Dr  Ramsdell,  Austin, 
Tex.  Ms  Kelly,  Ameri- 
can Cancer  Society, 
Dallas,  Tex.  Ms  Coody, 
M.D.  Anderson  Cancer 
Center,  Houston,  Tex. 
Mr  Dany,  American 
Cancer  Society,  Austin, 
Tex.  Reprints  are  not 
available. 
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During  1989,  the  Texas  Der- 
matological Society  joined 
forces  with  the  Texas  Divi- 
sion of  the  American  Cancer  Society 
to  cosponsor  an  ambitious  skin  can- 
cer screening  and  educational  pro- 
ject, The  Texas  Skin  Cancer/ 
Melanoma  Project.  Review  of  inci- 
dence figures  for  skin  cancer  indi- 
cates why  such  a project  was  consid- 
ered necessary.  Skin  cancer  is  the 
most  common  form  of  cancer  in  the 
United  States,  accounting  for  one 
third  of  all  cancer  (1).  According  to 
the  American  Academy  of  Derma- 
tology, one  out  of  seven  Americans 
will  develop  some  form  of  skin  can- 
cer. The  incidence  is  increasing 
rapidly,  particularly  for  malignant 
melanoma,  which  has  risen  by 
1,000%  since  the  1930s  (2). 

Skin  cancer  is  an  ideal  target  for 
such  a screening  and  educational  ef- 
fort. Because  the  skin  is  so  readily 
accessible,  large  numbers  of  patients 
can  be  quickly  screened  without  so- 
phisticated or  expensive  diagnostic 
procedures.  Patients  can  be  taught 
to  examine  their  own  skin  as  well. 
Skin  cancer  is  thus  easily  detectable, 
allowing  for  early  diagnosis  and 
treatment.  Finally,  because  we  un- 
derstand the  causes  of  most  skin 
cancers,  we  can  instruct  the  public 
in  ways  to  minimize  the  risks. 

Since  1984,  the  American  Acade- 
my of  Dermatology  has  encouraged 
dermatologists  to  participate  in  an- 
nual skin  cancer  screenings  each 
May.  These  efforts  have  become 
more  organized  each  year  and,  in 
1989,  culminated  in  Texas  with  the 
Texas  Skin  Cancer/Melanoma  Pro- 
ject, cosponsored  by  the  Texas  Der- 
matological Society  and  the  Texas 
Division  of  the  American  Cancer  So- 
ciety. The  goals  of  the  campaign 
were  to  educate  the  public  in  the 
prevention  and  early  detection  of 
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skin  cancer,  and  to  promote  a free, 
statewide  screening  project  held  on 
May  20,  1989. 

Materials  and  Methods 

The  Texas  Skin  Cancer/Melanoma 
Project  Task  Force  Committee  was 
created  to  serve  as  the  central  coordi- 
nating body  for  the  project.  This 
group  consisted  of  four  dermatolo- 
gists and  a number  of  American  Can- 
cer Society  volunteers  and  staff.  In 
addition  to  its  central  coordinating 
role,  this  committee  was  responsible 
for  planning  the  statewide  screening. 

The  Communications  Committee 
of  the  Texas  Division  of  the  Ameri- 
can Cancer  Society  provided  public 
relations  and  materials  for  publicity. 
An  independent  advertising  agency 
donated  time  and  materials  to  devel- 
op posters,  billboards,  pamphlets 
and  radio/television  public  service 
announcements.  A media  kit  with 
sample  press  releases  and  camera- 
ready  artwork  was  sent  to  each  of 
the  area  offices  in  the  Texas  Division 
of  the  American  Cancer  Society. 

The  Public  Education  Committee 
of  the  Texas  Division  of  the  Ameri- 
can Cancer  Society  targeted  adults  at 
the  work  site  and  young  children. 
Occupational  health  nurses  and 
American  Cancer  Society  volunteers 
provided  educational  programs  in  a 
number  of  different  work  places.  An 
educational  curriculum  was  devel- 
oped for  grades  kindergarten 
through  six,  and  this  was  introduced 
at  a statewide  conference  of  Texas 
educators  in  June  1989. 

Professional  education  was  pro- 
vided to  several  groups.  An  article 
about  cancer  appeared  in  Texas 
Medicine  (3).  Two  sets  of  educational 
slides  and  accompanying  tests  were 
developed  and  made  available 
statewide  through  the  local  American 
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Table  1.  Results  of  1989  Skin  Cancer/Melanoma  Project  (as  of  October  1,  1989). 


No.  of 

Location  Sites 

No. 

Screened 

Actinic 

Keratosis 

Basal 

Cell 

Carcinoma 

Dysplastic 

Nevus 

Melanoma 

Squamous 

Cell 

Carcinoma 

Suspicious 

Pigmented 

Lesion 

Other 

Normal/ 

Benign 

No. 

Referred 

El  Paso 

1 

105 

3 

4 

14 

Odessa 

1 

63 

Monahans 

1 

50 

Lubbock 

3 

1,119 

419 

74 

7 

3 

17 

49 

376 

Amarillo 

1 

390 

137 

73 

5 

14 

11 

197 

Austin 

1 

536 

72 

28 

3 

2 

55 

160 

Round  Rock 

1 

128 

25 

8 

1 

38 

38 

Taylor 

1 

35 

6 

6 

1 

13 

Georgetown 

1 

30 

3 

1 

1 

5 

San  Marcos 

1 

85 

15 

1 

2 

18 

Smithville 

1 

63 

10 

4 

4 

18 

Burnet 

1 

62 

17 

3 

7 

27 

San  Angelo 

1 

62 

5 

57 

5 

Waco 

1 

113 

21 

4 

1 

9 

3 

38 

Temple 

1 

77 

27 

7 

11 

18 

63 

Killeen 

1 

113 

28 

4 

40 

Bryan 

1 

208 

39 

14 

1 

2 

1 

1 

58 

San  Antonio 

1 

509 

82 

39 

18 

5 

5 

18 

7 

55 

188 

Corpus  Christi 

1 

McAllen 

1 

48 

21 

3 

1 

1 

1 

15 

Rio  Grande  City 

1 

24 

3 

1 

3 

17 

Houston  area 

16 

1,918 

474 

136 

61 

9 

10 

115 

Dallas 

6 

3,449 

614 

234 

149 

23 

46 

381 

Terrell 

1 

52 

8 

1 

3 

17 

23 

Sherman/Denison 

2 

346 

Tyler 

1 

268 

58 

37 

1 

4 

164 

Texarkana 

1 

106 

23 

5 

2 

1 

4 

71 

Longview 

1 

100 

Fort  Worth 

3 

862 

130 

56 

19 

12 

6 

70 

27 

320 

Abilene 

1 

230 

47 

16 

1 

12 

13 

12 

90 

Totals 

55 

11,151 

2,279 

755 

267 

59 

117 

711 

122 

1,035 

1,095 

Cancer  Society  offices.  Lectures  were 
provided  to  the  annual  convention  of 
the  Texas  Association  of  Occupation- 
al Health  Nurses  and  to  the  spring 
1989  meeting  of  the  Texas  Medical 
Association.  All  cosmetologists  in 
Texas  received  educational  materials 
and  were  asked  to  be  alert  to  signs  of 
skin  cancer  in  their  clients. 

To  evaluate  the  effectiveness  of  the 
project,  the  Texas  Poll,  an  indepen- 
dent survey  agency,  was  contracted  to 
perform  a precampaign  survey  in 
February  1989  and  a postcampaign 
survey  in  August  1989.  A total  of 
1,007  respondents  selected  randomly 
throughout  Texas  were  questioned  re- 
garding knowledge  and  attitudes 
about  sun  exposure  and  skin  cancer. 
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Results 

The  results  of  the  statewide  skin  cancer 
screening  are  shown  in  Table  1.  The  re- 
sponse from  dermatologists  was  sup- 
portive, with  participation  at  55  sites 
and  a total  of  11,151  patients  screened 
on  May  20,  1989.  The  results  showed 
755  patients  had  presumed  basal  cell 
carcinomas,  117  had  presumed  squa- 
mous cell  carcinomas,  59  had  pre- 
sumed malignant  melanomas,  and 
many  others  had  precancerous  or  suspi- 
cious lesions  detected.  We  emphasize 
that  these  represent  clinical  diagnoses 
unsubstantiated  by  histopathological 
confirmation.  Nevertheless,  the  figures 
indicate  a high  level  of  public  interest  in 
such  screenings  and  the  usefulness  of 
these  procedures  in  detecting  abnormal- 
ities that  require  follow-up. 


Results  of  the  Texas  Poll  are 
shown  in  Figs  1 through  5.  In  Febru- 
ary 1989,  53%  of  those  polled  re- 
sponded that  they  had  heard  “a  lot” 
about  skin  cancer.  Six  months  later, 
this  figure  had  climbed  considerably 
to  71%.  The  project  also  affected 
the  seriousness  with  which  Texans 
perceive  skin  cancer  (Fig  2).  During 
the  winter  poll,  57%  of  the  respon- 
dents believed  that  skin  cancer  could 
be  life-threatening,  as  opposed  to 
65%  in  the  summer  poll.  The  shift 
was  particularly  evident  in  those 
with  higher  incomes.  Public  sophisti- 
cation about  the  various  types  of 
skin  cancer  was  measured  by  asking 
respondents  to  identify  the  most  and 
least  serious  forms  of  skin  cancer 
(Fig  3).  The  percentage  of  respon- 
dents correctly  naming  malignant 
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Fig  1.  Responses  to  how  much  heard  about  skin  cancer  before  and  after  project. 


Nothing  6% 


Winter  1989 


Nothing  5% 


Summer  1989 


melanoma  as  the  most  serious  form 
rose  from  32%  to  39%.  The  per- 
centage identifying  basal  cell  carci- 
noma as  the  least  serious  form  in- 
creased only  slightly  from  11%  to 
14%.  This  discrepancy  can  probably 
be  explained  by  the  deliberate  em- 
phasis placed  on  malignant 
melanoma  during  the  project. 

A fairly  large  increase  was  seen 
also  in  the  number  of  individuals 
claiming  to  have  made  changes  in  the 
previous  year  or  so  to  reduce  skin 
cancer  risks  (Fig  4).  Overall,  33%  of 
those  surveyed  in  the  winter  poll  said 
that  they  had  made  a change,  and  that 
number  increased  to  44%  by  sum- 
mer.”^ Lastly,  the  percentage  of  re- 
spondents visiting  a doctor  to  check 
for  skin  cancer  increased  (Fig  5).  For 
instance,  22%  of  Anglos  responded  in 


“■  Texas  Poll  data 


the  initial  survey 
that  they  had  previ- 
ously seen  a doctor, 
at  some  time  in 
their  lives,  to  check 
for  skin  cancer.  Six  months  later,  an 
additional  4%  had  seen  a physician 
for  the  first  time  for  this  problem. 

Discussion/conclusion 

To  evaluate  objectively  any  change  in 
morbidity  or  mortality  from  a screen- 
ing project  such  as  this  would  require 
a randomized  clinical  trial  of  two  sep- 
arate groups  and  is  obviously  beyond 
the  scope  of  this  project.  However,  the 
success  has  been  demonstrated  by  the 
large  number  of  participants  screened, 
the  large  number  with  cancerous  or 
precancerous  lesions  requiring  follow- 
up, and  the  measurable  increase  in 
awareness  of  skin  cancer. 

That  skin  cancer  would  serve  as 
an  ideal  form  of  cancer  for  a project 
such  as  this  was  predictable.  Screen- 
ing is  most  successful  when  the  fol- 
lowing conditions  are  met  (4):  the 


disease  is  highly  prevalent  and  caus- 
es considerable  morbidity  and  mor- 
tality; the  natural  history  of  the  dis- 
ease is  known;  early  treatment 
results  in  decreased  morbidity  and 
mortality;  and  acceptable,  safe,  and 
inexpensive  screening  tests  exist. 
Certainly,  skin  cancer  satisfies  each 
of  these  criteria. 

Furthermore,  public  response  to 
screening  and  life-style  changes  to 
prevent  skin  cancer  can  best  be  pre- 
dicted by  the  Health  Belief  Model  (5). 
This  model  postulates  that  individu- 
als will  act  to  prevent  the  contraction 
of  illness  or  injury  provided  the  fol- 
lowing criteria  are  met:  they  perceive 
themselves  to  be  at  risk  for  the  condi- 
tion; they  think  the  condition  is  seri- 
ous; they  believe  that  the  recommend- 
ed action  will  be  efficacious  in 
preventing  the  condition;  and  they 
believe  that  the  benefits  to  be  gained 
by  performing  the  action  are  greater 
than  the  “cost”  associated  with  it. 

The  results  of  this  project  support 
these  postulates.  That  many  people 
perceive  themselves  at  risk  for  skin 


Fig  2.  Percentages  of  respondents  believing  skin  cancer  can  be  fatal,  by  income. 
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Fig  3.  Percentages  of  respondents  naming  correctly 
most/least  serious  types  of  skin  cancer. 
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cancer  is  evidenced  by  the  large 
turnout  at  the  screening.  That  they 
think  skin  cancer  is  serious  is  docu- 
mented by  the  Texas  Poll’s  finding 
that  65%  felt  skin  cancer  is  life 
threatening.  That  44%  had  made  a 
change  in  the  past  year  to  reduce 
their  risks  of  skin  cancer  demon- 
strates the  public’s  belief  that  mea- 
sures directed  at  risk  reduction  are 
effective  and  that  the  benefits  out- 
weigh any  “costs.”  Whether  efforts 
such  as  this  project  are  worthwhile 
for  other  types  of  cancer  will  depend 
upon  the  nature  of  the  cancer  itself 
and  public  perception  of  risk. 

We  have  learned  from  this  experi- 
ence that  the  public  is  responsive  to 
public  service  projects  conducted  in 
the  interest  of  better  health.  We  have 
documented  that  educational  efforts 
are  effective  and  worthwhile.  We 
have,  no  doubt,  saved  some  lives 
with  the  early  detection  of  malig- 
nant melanoma,  and  we  have  de- 
creased morbidity  through  early  de- 
tection of  nonfatal  skin  cancers.  We 
hope  to  have  prevented  cancers 
through  the  changes  in  attitudes  re- 
garding risk  prevention. 
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Fig  4.  Most  common  changes  made  to  reduce  risk  of  skin  cancer. 
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Fig  5.  Percentages  of  respondents  visiting  a doctot  to  check  for  skin  cancer,  by  ethnicity. 
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During  the  last  decade  the  number 
of  teenagers  involved  in  violent  be- 
havior and  drug  abuse  increased  sig- 
nificantly. Some  of  these  adolescents 
were  involved  in  Satanic  cult  activi- 
ties. Although  sensationalism  is  cre- 
ated by  isolated  incidents  like  the 
Matamoros  murders  and  Geraldo’s 
media  coverage  of  satanism,  our  ob- 
servation, in  a private  psychiatric 
hospital,  reveals  that  in  fact  adoles- 
cents involved  in  satanic  cults  do 
not  differ  from  other  adolescents 
admitted  with  a variety  of  other 
problems.  Psychodynamic  factors, 
family  dynamics,  and  treatment 
strategies  for  management  of  adoles- 
cents who  are  involved  in  satanic 
cult  activities  are  discussed. 
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seling Center,  1015 
S Henderson,  Fort 
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High-risk  adolescents  and  satanic  cults 

M.  Basheer  Ahmed,  MD 


Recently  we  have  seen  increas- 
ing numbers  of  teenagers 
with  such  behavior  problems 
as  violent  behavior  and  drug  abuse. 
Psychiatrists  and  mental  health  pro- 
fessionals as  well  as  police  officers 
confront  numerous  adolescents  who 
are  involved  in  bizarre  satanic  cult 
activities  that  range  from  gathering 
in  cemeteries  to  perform  benign  ritu- 
alistic activities  to  drinking  blood 
from  self-mutilation  and  animal  sac- 
rifices. Although  the  adolescent  pop- 
ulation has  declined  since  1980,  the 
data  from  police  and  other  resources 
indicate  that  the  number  of  teen- 
agers exhibiting  violent  behavior  has 
increased.  Most  of  these  teenagers 
are  alienated  with  feelings  of  isola- 
tion and  powerlessness;  they  are  in- 
volved in  heavy  drug  use  and  listen 
to  heavy  metal  music,  which 
glorifies  violence  and  encourages 
sexual  activities.  As  a result  these 
vulnerable  young  people  become  at- 
tracted to  satanic  cults.  Although 
sensationalism  is  created  by  isolated 
incidents  like  the  Matamoros  mur- 
ders (human  sacrifices)  and  Geral- 
do’s media  coverage  of  satanism, 
our  observation  in  a private  psychi- 
atric hospital  reveals  that,  in  fact, 
the  adolescents  involved  in  satanic 
cults  do  not  differ  from  other  ado- 
lescents admitted  with  a variety  of 
other  problems. 

A cult  can  be  defined  as  a group 
that  follows  a dominant  leader,  ac- 
cepts his  claims,  doctrines,  and  dog- 
ma, and  obeys  a set  of  determined 
commands  (1).  Satanic  cults  follow 
a system  of  religious  belief  that  pro- 
claims an  allegiance  to  the  devil. 
Specific  rituals  are  used  to  channel 
power  from  Satan  to  the  followers. 
Cult  activities  give  these  followers  a 
sense  of  belonging,  identification, 
and  power. 
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Adolescence  includes  the  period  of 
puberty  that  is  marked  by  bodily 
growth,  hormonal  changes,  and  de- 
velopment of  secondary  sex  charac- 
teristics. These  physical  changes  are 
followed  by  a long  and  difficult  peri- 
od of  emotional  maturation.  The 
outcome  of  adolescent  development 
is  the  result  of  interaction  between 
natural  growth  and  environmental 
experience.  Adolescents  vacillate 
among  divergent  moods,  points  of 
view,  and  relationships.  These 
teenagers  must  deal  with  pressure 
from  instinctual  drives  vs  external  in- 
hibitors. They  attempt  to  satisfy  cu- 
riosities and  to  test  limits.  They  ex- 
press defiant  and  rebellious  behavior 
to  achieve  individualism.  The  search 
for  identity  is  markedly  influenced  by 
peer  groups.  If  these  are  constructive 
social  groups  that  provide  creative 
outlets  for  adolescent  energy,  the 
result  is  a sense  of  meaningful  mem- 
bership in  the  community  and  iden- 
tification with  its  goals.  But  if  the 
peer  group  is  more  delinquent  with 
values  antagonistic  to  the  larger  soci- 
ety, the  result  is  likely  to  be  antisocial 
personality  organization  (2). 

The  family  system  remains  the 
crucial  guiding  influence  in  a child’s 
personality.  Parenting  that  provides 
clear  and  consistent  expectations  and 
structure  with  limits  promotes  the 
development  of  healthy  self-esteem 
and  a sense  of  competency.  Rigidity 
and  overprotectiveness  tend  to  cause 
passiveness  and  self-critical  attitudes 
in  adolescents.  Overpermissiveness 
tends  to  produce  a demanding  and 
defiant  adolescent.  Inconsistencies  in 
parenting  tend  to  result  in  disturbed 
behavior.  Dysfunctional  families  and 
ineffectual  parenting  are  the  major 
contributing  factors  in  the  develop- 
ment of  behavioral  problems. 

While  most  adolescents  grow 
normally,  about  15%  to  20%  of  vul- 
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iierable  teenagers  may  develop  mod- 
erate-to-severe  behavior  problems. 
Most  of  these  teenagers  are  involved 
in  drug  use  and  some  may  be  at- 
tracted towards  Satanic  cults.  These 
adolescents  may  be  looking  for 
something  that  will  give  them  a 
sense  of  identification,  belonging, 
power,  and  control. 

Several  factors  motivate  adoles- 
cents to  join  cults.  Curiosity  and  ex- 
pectations are  the  major  factors  in 
younger  teenagers  who  are  looking 
for  excitement  and  possibly  free 
drugs  to  get  high.  Resentment  and 
anger  towards  parents  and  authority 
figures  are  also  contributing  factors. 
The  feeling  of  alienation  from  the 
family  and  society  makes  teenagers 
more  vulnerable  to  becoming  at- 
tracted to  cult  activities.  The  youth 
identify  with  heroes  who  support 
such  emotions.  These  vulnerable 
adolescents  are  also  influenced  by 
heavy  metal  music,  which  promotes 
devil  worship.  While  under  the 
influence  of  drugs  such  as  am- 
phetamines, cocaine,  and  alcohol, 
these  youngsters  are  easily 
influenced  by  the  lyrics  of  heavy 
metal  music,  which  glorify  their  un- 
conventional attitudes  concerning 
sex,  violence,  hate,  and  the  occult 
(3).  The  study  by  Trostle  offers  sup- 
port to  the  hypothesis  that  a seg- 
ment of  today’s  youth  are  being 
influenced  by  witchcraft  and  the  oc- 
cult and  that  heavy  metal  music  is 
directly  correlated  with  this 
identification  (4).  Adolescents  who 
grow  with  low  self-esteem  and  poor 
ego  strength  develop  a sense  of  iden- 
tity with  cult  activities. 

Another  dynamic  factor  for  ado- 
lescents’ involvement  in  satanism  ap- 
pears to  be  “power Self-mutilation, 
animal  sacrifices,  and  ritual  drinking 
of  blood  give  them  a false  sense  of 
power  (5).  This  sense  of  power  is  en- 


hanced further  with  the  drug  use  and 
the  continuous  preoccupation  with 
heavy  metal  music  dealing  with  pow- 
er, sex,  and  satanism. 

The  dogma  of  freedom  of  choice 
and  will  means  doing  whatever  you 
want  with  no  God,  no  guilt,  and  no 
conscience.  Cults  provide  an  oppor- 
tunity to  satisfy  fantasies  and  offer 
escape  from  pressure  and  the  hard 
realities  of  life. 

Stages  of  involvement  in 
activities  of  satanic  cults 

Experimental  stage.  Vulnerable  ado- 
lescents (rebellious  children  with 
moderated  behavior  problems 
and/or  substance  abuse)  are  intro- 
duced to  cults  by  peers  or  lured  to- 
ward cult  activities  by  adolescent  or 
adult  recruiters.  The  youngsters  be- 
gin to  identify  with  these  groups  and 
show  unusual  preoccupation  with 
black  clothes,  darkness,  blood  and 
death,  heavy  metal  music,  satanic 
messages,  and  devil  worship. 

Excitement  stage.  Fear  and  cu- 
riosity are  replaced  with  excitement 
and  fun.  Completely  detached  from 
family  and  alienated  from  friends 
and  society,  the  adolescents  develop 
a sense  of  belonging  and  iden- 
tification with  the  cult  and  loyalty  to 
the  leader.  They  participate  in  rituals 
that  attain  religious  significance  and 
they  begin  to  participate  in  ritualistic 
animal  sacrifices. 

Involvement  stage.  The  adoles- 
cents regularly  attend  ritualistic  ac- 
tivities, including  animal  sacrifices 
and  drinking  of  blood.  They  assume 
leadership  roles  and  recruit  younger 
adolescents  by  offering  free  drugs 
and  indulgence  in  sexual  activities. 
They  engage  in  violent  and  some- 
times criminal  activities  without  feel- 
ings of  guilt.  These  youth  collect 
paraphernalia  and  literature  on  sa- 


tanic cults  and  magical  powers. 
They  experience  a false  sense  of  su- 
pernatural power. 

Final  stage.  A very  small  number 
of  adolescents  may  belong  to  highly 
organized  cult  groups  and  partici- 
pate regularly  in  highly  ritualistic  ac- 
tivities including  violence  and  sexual 
abuse.  They  believe  in  satanism  as  a 
highly  orthodox  religion. 

Warning  signs 

Considering  the  increasing  number 
of  vulnerable  youth  involved  in  sa- 
tanic cult  activities,  we  must  recog- 
nize adolescent  involvement  early. 
Psychiatrists,  physicians,  and  par- 
ents should  be  familiar  with  the 
warning  signs:  withdrawal  and 
alienation  from  family,  unusual  pre- 
occupation with  black  clothes  and 
darkness,  increased  interests  in  su- 
pernatural and  occult  literature,  in- 
creased rebellious  and  aggressive  be- 
havior, violence,  sexual  activity, 
frequent  drug  and  alcohol  use,  in- 
creased preoccupation  with  heavy 
metal  music  supporting  cult  activi- 
ties, drawings  of  satanic  symbols 
such  as  666,  upside-down  cross, 
pentagram,  circle  and  goat’s  head, 
and  the  satanic  bible. 

Diagnostic  categories 

Patients  involved  in  satanism  mani- 
fest symptoms  of  high  anxiety  and 
depression.  Few  patients  show  florid 
psychotic  symptomatology.  Most  of 
these  patients  satisfy  one  or  more  of 
the  following  diagnoses: 

Axis  I 

305.00  — Alcohol  Abuse 
305.20  — Substance  Abuse  Marijuana 
305.70  — Substance  Abuse  Amphetamines 
305.60  — Substance  Abuse  Cocaine 
305.90  — Conduct  Disorder,  Undifferentiated 
type 
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298.80  — Brief  Reactive  Psychosis 
296.30  — Major  Depression,  Recurrent 
319.00  — Adjustment  Disorder  with  De- 
pressed Mood 

Axis  II 

300.14  — Multiple  Personality  Disorder 
301.83  — Borderline  Personality  Disorder 

Treatment 

Adolescent  involvement  in  satanic 
cult  activities  reflects  the  presence  of 
deeper  psychopathology  and  a need 
for  appropriate  treatment.  Medica- 
tion should  be  considered  for  pa- 
tients who  are  diagnosed  as  suffer- 
ing from  major  depression,  bipolar 
disorder,  or  psychotic  conditions. 
Clinicians  often  face  difficulties  in 
developing  rapport  with  adolescents 
involved  in  satanic  cults  because  of 
their  conflicts  with  authority  figures, 
lack  of  trust,  and  allegiance  to  a cult 
leader.  Therefore,  organizing  a spe- 
cial-issue group  for  patients 
influenced  by  satanic  cults  offers 
several  advantages.  The  group  mem- 
bers identify  easily  with  one  another 
and  are  able  to  focus  on  the  special 
issues  unique  to  them,  such  as  the 
dangerous  consequences  of  joining 
the  cult  and  particularly  of  engaging 
in  the  cult  activities  that  may  make 
them  insensitive  to  pain.  These  may 
lead  to  serious  violent  and  criminal 
behavior.  The  group  should  also  fo- 
cus on  building  self-esteem  and 
stronger  ego  strength  to  deal  with 
serious  codependence  on  leaders  and 
members  of  the  cult.  Group  mem- 
bers are  encouraged  also  to  find  al- 
ternative activities  for  experiencing 
healthy  excitement  and  thrills.  Most 
adolescents  influenced  by  cult  activi- 
ties also  use  drugs  and  need  to  be  in 
a 12-step  substance  abuse  program. 
Adolescents  under  the  influence  of 
cult  activities  often  experience 
difficulty  in  accepting  the  concept  of 
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a higher  power  and  often  identify 
the  devil  as  a higher  power.  They  are 
encouraged  to  join  a “spiritual 
group”  to  discuss  the  importance  of 
spirituality  in  day-to-day  life  and  the 
importance  of  structure  and  disci- 
pline that  a church  can  offer. 

Therapeutic  involvement  of  fami- 
lies where  children  are  involved  in 
cult  activities  is  very  important. 
These  families  need  help  to  under- 
stand cults  to  deal  effectively  with 
the  situation  and  to  understand 
what  strategies  and  options  are 
available.  Adolescents  who  come 
from  dysfunctional  families,  particu- 
larly those  with  a history  of  child 
abuse  and  sexual  abuse,  are  hard  to 
treat.  If  the  home  environment  is  not 
healthy,  a long-term  residential  pro- 
gram is  a better  alternative. 

Conclusion 

Not  every  adolescent  with  long  hair 
who  uses  drugs  and  listens  to  heavy 
metal  music  is  engaged  is  satanic  ac- 
tivities. Most  involvement  in  cult  ac- 
tivities is  limited  to  attending  cult 
meetings  and  developing  a false 
sense  of  power  and  identification 
with  the  cult  group.  However,  some 
adolescents  who  come  from  dys- 
functional families  and  have  some 
underlying  psychiatric  problems  are 
vulnerable  and  prone  to  become  in- 
volved more  deeply.  This  may  lead 
to  serious  ritualistic  behavior  and 
possibly  criminal  activities. 

Activities  in  satanic  cults  may  be 
symptoms  of  an  underlying  psychi- 
atric disorder  and,  thus,  a detailed 
psychiatric  evaluation  is  needed  for 
appropriate  treatment.  These  pa- 
tients show  resistance  to  standard 
treatment  programs;  therefore, 
group  therapy  focusing  on  special 
issues  should  be  offered.  Group 
members  should  focus  on  their  code- 
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pendence  on  cult  leaders  and  help 
build  ego  strength  and  self- 
confidence  to  detach  themselves 
from  cults  and  to  find  alternative 
ways  to  experience  excitement  in 
life.  Physicians,  parents,  and  mental 
health  professionals  need  to  work 
together  to  identify  high-risk  adoles- 
cents so  that  early  intervention  and 
treatment  can  prevent  the  youth  of 
our  communities  from  further  de- 
struction. As  professionals,  we  also 
have  a responsibility  to  protect  the 
public  from  the  mass  hysteria  pro- 
duced by  sensationalist  media. 
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A case  of  extramammary  Paget’s 
disease  of  the  scrotum  is  presented. 
A patient  was  diagnosed  by  biopsy 
and  treated  for  squamous  cell  carci- 
noma in  situ  of  the  scrotum.  Fol- 
lowing surgery,  the  tumor  was 
found  to  be  extramammary  Paget’s 
disease.  Management  consisted  of 
treatment  with  5-fluorouracil  fol- 
lowed by  wide  local  excision.  The 
current  literature  is  reviewed  briefly. 
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A60-year-old  Latin-American 
male  in  whom  squamous  cell 
carcinoma  in  situ  of  the  scro- 
tum had  been  diagnosed  was  re- 
ferred to  the  surgery  clinic.  This  di- 
agnosis was  established  by  the 
biopsy  performed  by  a private  physi- 
cian and  the  initial  pathology  report 
rendered  by  the  pathology  depart- 
ment in  an  area  hospital.  The  patient 
stated  the  lesion  was  first  noticed  3 
years  earlier  and  started  as  a small 
erythematous  area.  It  now  covered 
the  entire  inferior  aspect  of  the  scro- 
tum and  was  associated  with  mild 
pruritus.  Past  medical  history  and 
review  of  systems  were  noncontribu- 
tory. Pertinent  clinical  findings  were 
limited  to  the  genitourinary  system. 
A large,  circular,  indurated  lesion 
was  approximately  5x6  cm  in 
largest  diameters.  This  lesion  pre- 
dominantly covered  the  inferior  as- 
pect of  the  scrotum  with  some  ex- 
tension onto  the  anterior  perineum. 
The  margins  were  raised  and  erythe- 
matous granulationlike  tissue  was 
present  in  the  center  of  the  tumor. 
The  penis  and  anus  were  not  in- 
volved. No  inguinal 
lymphadenopathy  was 
palpable.  Findings  of 
rectal  and  prostate  ex- 
amination were  nega- 
tive. Results  of  routine 
laboratory  examina- 
tions were  normal. 

The  patient  under- 
went a wide  local  exci- 
sion with  a 2 cm  mar- 
gin around  the  tumor. 

The  skin  incision  ex- 
tended through  the 
dartos  muscle,  and  the 
flap  of  tumor  was  sharply  resected 
off  the  testicles  and  anterior  per- 
ineum. The  testicles  were  left  with 
their  tunica  vaginalis  and  spermatic 
fascia  intact.  The  redundant  scrotum 


was  then  used  to  close  the  wound. 
The  patient  tolerated  the  procedure 
well  and  had  an  uncomplicated 
postoperative  course. 

Pathologic  examination  revealed 
extramammary  Paget’s  disease 
(EMPD).  The  tumor  was  composed 
of  clear  cells  with  enlarged,  ovoid, 
hyperchromatic  nuclei,  small  nucle- 
oli, and  frequent  mitoses.  Vacuolat- 
ed cytoplasm  was  abundant.  The 
cells  were  arranged  singly  and  in 
clusters  within  the  epidermis  (Fig  1). 
In  some  areas  the  entire  thickness  of 
epidermis  was  involved,  and  the 
Paget  cells  were  present  in  the  sweat 
ducts  and  hair  follicles.  However, 
the  deep  margin  of  excision  was  not 
involved.  The  lesion  extended  to  the 
posterior  surgical  margin. 

Discussion 

In  1874,  Sir  James  Paget  (1)  de- 
scribed Paget’s  disease  of  the  breast. 
In  1888,  Crocker  (2)  reported  a case 
of  Paget’s  disease  of  the  scrotum  — 
the  first  documented  case  of  EMPD. 
This  disease  has  been  reported  most 


Fig  1.  Paget’s  disease  is  composed  of  clear 
cells  with  enlarged,  ovoid,  hyperchromatic 
nuclei,  small  nucleoli,  and  frequent  mitoses. 
Vacuolated  cytoplasm  is  abundant.  The  cells 
are  arranged  singly  and  in  clusters  within  the 
epidermis. 
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often  in  areas  with  a high  density  of 
apocrine  glands,  such  as  the  anal- 
genital  region  (3,4).  The  disease  usu- 
ally presents  as  a slowly  enlarging, 
pruritic,  erythematous  plaque.  It  is 
often  confused  with  and  treated  as 
an  eczematous  dermatosis  (5-8). 
The  lesion  can  clinically  resemble 
squamous  cell  carcinoma  in  situ, 
squamous  cell  carcinoma,  basal  cell 
carcinoma,  or  amelanotic  melanoma 
(7-10).  The  average  duration  of 
symptoms  is  2 to  4 years,  as  in  our 
patient  (5-9).  Paget’s  disease  of  the 
scrotum  usually  afflicts  men  beyond 
the  fifth  decade  (11). 

EMPD  has  been  described  as  an 
intraepithelial  adenocarcinoma  (3,4). 
Investigators  suspect  that  Paget  cells 
arise  from  aberrant  differentiation  of 
a multipotent  stem  cell  in  the  embry- 
onic basal  cell  layer  of  the  epidermis 
(12).  Microscopically,  Paget’s  disease 
appears  as  previously  described 
(8,11).  The  cytoplasm  stains  positive 
with  periodic  acid-Schiff  (PAS) 
reagent,  mucicarmine,  and  Alcian 
blue  (11).  Our  tumor  specimen 
stained  positive  for  both  PAS  and 
mucicarmine.  An  Alcian  blue  stain 
was  not  performed.  To  ensure  that 
the  tumor  was  not  amelanotic 
melanoma  or  of  prostatic  origin,  we 
performed  S-100  antibody  and  pro- 
static acid  phosphatase  staining;  re- 
sults of  both  tests  were  negative. 

In  1963,  Helwig  and  Graham  re- 
ported 40  cases  of  EMPD  of  which  5 
were  of  scrotal  origin  (13).  In  1979, 
Jones  et  al  described  5 patients  with 
scrotal  Paget’s  disease  among  55  cas- 
es of  EMPD  (14).  The  largest  study 
of  EMPD  was  conducted  by  Chandra 
in  1985  (4).  He  described  196  cases 
of  EMPD  reported  in  the  English  lit- 
erature from  1962  to  1982.  Only  18 
cases  were  confined  to  the  penis, 
scrotum,  or  groin. 

EMPD  has  been  shown  to  be  as- 


sociated with  both  underlying  ad- 
nexal carcinoma  and  concurrent  in- 
ternal malignancy.  Though  less  fre- 
quently reported  than  Paget’s  disease 
of  the  breast,  underlying  adnexal 
adenocarcinoma  occurs  in  0%  to 
45%  of  the  cases  (4,13-15).  Dr 
Chandra’s  study  found  that  24%  of 
patients  had  subjacent  adnexal  ade- 
nocarcinoma, while  12%  had  con- 
current internal  malignancy  (4). 
Eorty-six  percent  of  the  patients 
with  underlying  adnexal  adenocarci- 
noma died  of  metastatic  carcinoma. 
Patients  without  underlying  adnexal 
carcinoma  had  a mortality  rate  of 
18%,  and  patients  with  a concurrent 
internal  malignancy  had  a much 
higher  mortality  rate  of  48%  (4). 
Despite  the  various  retrospective 
studies,  the  actual  incidence  of 
EMPD  and  an  associated  malignan- 
cy is  not  well  defined.  In  many  re- 
ported cases,  associated  malignancy 
was  neither  described  well  nor  de- 
scribed at  all  (16).  We  do  know  that 
the  incidence  of  concurrent  malig- 
nancy with  EMPD  is  greater  than  a 
chance  association. 

EMPD  has  been  treated  most  of- 
ten by  simple,  wide  surgical  excision 
(5,6,16,17).  Recurrence  rates  range 
from  12.4%  to  61.0%.  The  high  in- 
cidence of  recurrences  is  most  likely 
due  to  the  separate  foci  of  disease 
present  outside  the  clinically  appar- 
ent margins  (17).  Mohs  and  Blan- 
chard used  Mohs  microscopically 
controlled  surgery  on  five  patients 
with  EMPD  (18).  Patients  treated  in 
this  manner  were  free  of  disease  af- 
ter a 9-year  observation  period.  This 
form  of  treatment  appears  to  mini- 
mize the  risk  of  subclinical  involve- 
ment of  the  surrounding  skin  by 
evaluating  microscopically  all  surgi- 
cal margins  at  the  time  of  surgery. 

The  use  of  Mohs  surgery  in  con- 
junction with  topical  5-fluorouracil 
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(5-FU)  has  been  described  (17).  Top- 
ical 5-FU  has  been  shown  to  have  a 
selective  toxicity  in  premalignant 
and  malignant  epithelial  lesions 
(19,20).  5-FU  inhibits  deoxyribonu- 
cleic acid  (DNA)  and  ribonucleic 
acid  (RNA)  by  replacing  uracil  in 
normal  RNA,  rendering  a faulty 
RNA  molecule.  Premalignant  and 
malignant  cells  with  a high  mitotic 
rate  are  selectively  inhibited  produc- 
ing inflammation  and  necrosis  (21). 
This  inflammatory  response  was 
used  by  Eliezra  to  help  delineate  the 
extent  of  the  lesion,  aiding  in  the  re- 
section of  the  tumor  (17).  Pretreat- 
ment with  5-FU  would  maximize  the 
chance  of  obtaining  a tumor-free 
plane.  Because  of  involvement  of  the 
posterior  margin  of  the  resected  tu- 
mor in  our  patient,  further  surgery 
was  needed.  We  pretreated  the  pa- 
tient with  5-FU  and  followed  this 
with  a simple,  local  excision. 

The  patient  was  instructed  to  use 
5%  5-FU  once  a day  for  10  days  in  a 
5-cm  radius  around  the  healed  inci- 
sional scar.  The  5-FU  was  used  once 
a day  instead  of  twice  a day  as  previ- 
ously described  (17)  in  an  attempt  to 
limit  the  patient’s  discomfort  caused 
by  tenderness  and  burning  in  the  in- 
volved area.  Despite  the  lowered 
dose,  the  patient  developed  an  in- 
tense inflammatory  response  by  the 
sixth  day  of  treatment  with  5-FU. 

The  patient  was  taken  to  the  op- 
erating room,  and  numerous  punch 
biopsies  were  taken  from  the 
inflamed  area  that  had  been  treated 
with  5-FU.  All  biopsy  specimens 
were  free  of  tumor.  We  believed  the 
intense  inflammatory  response  was 
secondary  to  an  excessive  concentra- 
tion of  5-FU.  We  excised  the  previ- 
ous scar  and  approximately  2 cm  of 
skin  posterior  to  the  scar.  Frozen 
sections  were  obtained,  and  surgical 
margins  were  free  of  tumor. 
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Regional  lymph  node  dissection 
was  not  performed.  In  1979,  Jones  rec- 
ommended regional  lymph  node  dis- 
section when  Paget  cells  extended  into 
the  dermis  (14).  More  recently,  the  val- 
ue of  regional  node  dissection  in  men 
with  genital  Paget’s  disease  has  been 
questioned  (20,22).  Wada  and  Urabe 
reported  that  regional  lymph  node  dis- 
section was  not  performed  in  their  pa- 
tients without  palpable  lymphadenopa- 
thy,  even  if  the  tumor  has  been 
histologically  identified  as  invasive  car- 
cinoma (22).  They  do  perform  radical 
node  dissection  when  palpable 
adenopathy  is  present.  In  1989,  Perez 
et  al  recommended  regional  lymph 
node  dissection  only  when  clinically 
suspicious  nodes  were  present  (20).  Be- 
cause our  patient  had  no  palpable  lym- 
phadenopathy,  we  did  not  perform  the 
lymph  node  dissection.  Further  studies 
are  needed  to  correlate  the  efficacy  of 
regional  lymph  node  dissection  in  men 
with  genital  Paget’s  disease. 

In  summary,  this  paper  described 
a case  of  extramammary  Paget’s  dis- 
ease of  the  scrotum  that  was  original- 
ly diagnosed  by  biopsy  as  squamous 
cell  carcinoma  in  situ.  Following  sur- 
gical resection,  the  lesion  was  iden- 
tified as  EMPD.  Due  to  the  involve- 
ment of  the  posterior  margin  of  the 
lesion  with  tumor,  we  elected  to  use  a 
method  described  by  Eliezra  consist- 
ing of  5-EU  pretreatment,  then  wide 
local  excision  (17).  The  topical  5% 
5-EU  used  to  treat  the  patient  proved 
to  be  too  strong  and  produced  a gen- 
eralized, intense  inflammatory  re- 
sponse. Perhaps  1%  5-FU  applied 
once  a day  would  produce  a more  se- 
lective inflammation.  No  residual  tu- 
mor was  found  following  the  second 
operation.  We  are  contemplating  the 
use  of  periodic  5-PU  application  to 
the  scrotum  to  screen  for  local  sub- 
clinical  recurrences. 
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Allergy  Dermatology 


HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-Allergy-Nutrition-Stress) 

Established  in  1984.  (Concept  of  treatment  outlined  & published  in  International 
Rhinology  Supp.  2 1987)  S.  Hoover  MD 

(Oto-Rhino-laryngologist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recurrent 
Headaches  (namely:  Class,  Migraine,  Clusters,  tension,  premenstrual,  sinus, 
everyday,  and  headache  of  relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives, 
muscle-relaxants,  cafe-ergot,  methylsergide  nor  B Blockers 

1/45  N.  Frvyy.  7324  SW  Frwy  @ Fondren 

1 50  W.  Parker  Rd.  Arena  Tower  II  #755 

Houston,  TX  77076  Houston,  TX  77074 

713  694-8188 
FAX  713  650-1941 


CORPUS  CHRISTI  ALLERGY  & 
ASTHMA  CENTER 
JAMES  A,  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT;  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks 
Dorsal  Column  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
77082;  713  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 
XOCHITL  B.  SANCHEZ,  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 
Thermography,  Dorsal  Column  Stimulation 

7777  Forest  Lane  Suite  C-538  (214)  661  -4890 

Dallas,  Texas  75230  Answered  24  hours 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  641 1 Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients.  The  center's  total  management  of  each  patient's  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

JOSEPH  C.  GABEL,  MD 

Acting  Director 

ROBERT  A.  FINNEGAN,  MD  AuARON  CALODNEY,  MD 

Coordinator,  Outpatient  Services  Coordinator,  Inpatient  Services 

Diplomates  American  Board  of  Anesthesiology 


JOHN  ADNOT,  MD 

Mohs  Micrographic  Surgery  for  Skin  Cancer 

4200  S.  Hulen  #400 

Ft.  Worth,  Texas  76109;  817  377-0626 


DAVID  R.  WEAKLEY,  MD,  FAGP 
DENIS  L.  BEAUDOING,  MD 

Dermatology  and  related  Allergy 

Dermatologic  Surgery,  Cosmetic  and  Laser  Surgery 

Diseases  of  the  skin,  dermabrasion,  chemical  peeling,  collagen,  sclerotherapy, 
lipoinjection,  allergy  and  cosmetic  counseling 

Medical  City,  Dallas  Suite  21 4A,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661  -7460 


DERMATOLOGY  ASSOCIATES  OF 
SAN  ANTONIO 

James  Lewis  Pipkin,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 
Mucocutaneous  Virology 

1 08  Tendick,  San  Antonio,  Texas  78209; 

512  222-8651, 222-2001 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Family  Practice 

DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dalias  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  F/LAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment. biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache  — ■ 
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Hand  Surgery 


L.  LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


KENNETH  D.  GU\SS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas.  Texas 
75230;  214  661-4797 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIO  ASSOOIATES  OF  DALU^S 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Landry  Towers,  41 1 North  Washington.  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  81 16,  Dallas,  Texas  75230; 

214  661-7010 


REGIONAL  HAND  CENTER  FOR  WEST  TEXAS 
AND  EASTERN  NEW  MEXICO 
Royce  C.  Lewis,  Jr.,  MD 

3502  9th  Street,  Suite  G10 

Lubbock,  Texas  79415-3300;  806  744-7003 


Neurological  Surgery 


DOCTORS  SMITH,  WHEELER,  PARKER, 
AND  CRAVENS,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker.  MD 
George  F.  Cravens,  MD 

920  South  Lake.  Fort  Worth,  Texas  76104 
Telephone  81 7 336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
Gamma  Knife  Radiosurgery 

Charles  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

Morris  Sanders,  MD  Richard  H.  Jackson,  MD 


Presbyterian  Professional  Bldg.,  8230  Walnut  Hill  Lane.  Suite  610; 
Dallas,  Texas  75231 ; 21 4 369-7596 

St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd. .Suite  620 
Dallas,  Texas  75235;  214  637-0420 


Nuclear  Medicine 


NUCLEAR  MEDICINE  U\BORATORIES  OF  TEXAS 
HERBERT  0.  ALLEN,  MD,  FACNM 

Texas  Medical  Center,  641 1 South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology. 
Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.  MD,  FACNM.  Director — 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Occupational  Medicine 


OCCUPATIONAL  AND  ENVIRONMENTAL  MEDICINE  CENTER 

Diagnosis  & Treatment  of  Chemical  Exposures 
Occupational  and  Disability  Evaluations 
Tertiary  Care  in  a Major  Teaching  Hospital 

Physicians  Board  Certified  in  Occuptional  and  Pulmonary  Medicine 

Hermann  Hospital 
641 1 Fannin 
Houston,  Texas  77030 
713  797-3111 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

900  West  Randol  Mill  Rd,  Arlington.  Texas  7601 2:  81 7 695-6941  Metro  81 7 261  -9625 
7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas;  2 1 4 82 1 -4540 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


ROBERT  D.  GROSS,  MD,  FAAP 

Children’s  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 
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RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Diabetic  Retinopathy-Macuiar  Degeneration-Retinai  Detachment 

1200  Binz,  Suite  400,  Houston,  Texas  77004 
7 1 3 528- 1 1 22  or  1 -800-638-01 1 4 


Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 


W.Z.  Burkhead,  Jr,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Louis  J.  Levy.  MD,  PA,  Retired 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H,  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


J.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street,  Abilene,  Texas  79601 ; 915  677-6219 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.W.  Bendel,  Jr,  MD 

E.E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALU\S 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD  Kurt  W.  Rathjen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116 
Dallas,  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  AND  ANKLE  SURGERY  * DALU^S,  p.a. 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas,  Texas  75235  214  350-7500 


Richard  E.  Jones,  MD 
Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Kevin  Gill,  MD 
Marvin  E.  Van  Hal  MD 


Charles  E.  Cook,  MD 
Scott  O.  Paschal,  MD 
L T.  Johnson,  MD 
Kenneth  Driggs,  MD 
James  L.  Ough,  MD 


2001  N Mac  Arthur,  Irving,  Texas  75061  214  254-8000 

Mark  S.  Greenberg,  MD  Robert  E.  Bayles,  MD 

Charles  E.  Cook,  MD 


Physical  Medicine  & 
Rehabilitation 

WARM  SPRINGS  REHABILITATION  HOSPITALS 

Specialized  in-patient  and  out-patient  rehabilitation  programs  and 
electrodiagnotic  evaluation  for  adults  and  children. 


Brain  Injury 

Spinal  Cord  Injury 

Stroke  and  Neurological  Disorders 

Orthopedic 

Gonzales:  PO  Box  58,  Gonzales,  Texas  78629 
800/792-WARM,  51 2/672-6592 -Admissions  Coordinator 

Larry  Browne,  MD,  Medical  Director 

William  F.  Blackerby,  PhD,  Director  of  Brain  Injury  Systems 

Robert  McNew,  Administrator 

San  Antonio:  5101  Medical  Drive,  San  Antonio,  Texas  78229  800/451-1350 
512/691  -01 00-Admissions  Coordinator 


Alex  C.  Willingham,  MD,  Medical  Director 
William  F.  Blackerby,  PhD.  Director  of  Brain  Systems 
Rick  Marek,  Administrator 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

1 02  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation  care  for  persons  dis- 
abled by  injury  or  disease.  Inpatient  and  outpatient  services. 


Spinal  Cord  Injury 
Brain  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 
Restorative  Surgery 
Scoliosis 
Spina  Bifida 
Neuromuscular 


Accredited  by:  Joint  Commission  on  Accreditation  ot  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator:  713  797-5922  or  1 -800-44REHAB 
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Plastic  Surgery 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  iV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  Steven  M.  Flamiiton,  MD 

David  J.  Katrana,  DDS,  MD,  FACS 

Aesthetic,  Plastic.  Reconstructive  and  Hand  Surgery 

6560  Fannin.  Suite  750,  Houston,  Texas  77030;  713  795-5575 

PLAtSTIC  SURGERY  CENTER  OF  THE  SOUTHWEST 

Charles  A.  Wallace,  MD 

Plastic  and  Reconstructive  Surgery  Including: 

Burn  Care  Microsurgery  and  Replantation 

Birth  Defects  Complex  Reconstruction  (Breast  and  Facial) 

Presbyterian  Medical  Offices  North 
171 10  Dallas  North  Parkway.  Suite  100 

Dallas.  Texas  75248  214  380-7090  1 -800-299-9299 


Psychiatry 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  1 20 
Dallas,  Texas  75237;  214  296-6241 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  ABPN:  Psychiatry 
Diplomats,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II.  Suite  404 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231 ; 214  696-0964 

DAY  TREATMENT  CENTER  OF  DALLAS 

Gonzalo  A.  Aillon,  MD 
Medical  Director 

AN  ALTERNATIVE  TO  PSYCHIATRIC  HOSPITALIZATION 
1326  Stemmons  Avenue,  Dallas,  Texas  75208:  (214)  943-1878 

Pulmonary  Medicine 


TEXAS  LUNG  INSTITUTE 

Diagnosis  & Treatment  of  Pulmonary  Illness  & Injuries 

Occupational  Disability  Evaluations 

Toxic  Chemical  Exposures 

Tertiary  Care  in  a Major  Teaching  Hospital 

Physicians  Board  Certified  in  Occupational  and  Pulmonary  Medicine 

Hermann  Hospital 
6411  Fannin 
Houston,  Texas  77030 
713  797-3111 


Radiation  Oncology 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Ivledicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Uve  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FACS* 

ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 
Diplomates  American  Board  of  Surgery  and  Board 
of  Thoracic  Surgery 

• Also  certificate  of  special  qualification  in  general  vascular  surgery,  American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 

North  Hills  Fh-ofessional  Building  Suite  303 

4351  Booth  Calloway  Road,  North  Richland  Hills,  Texas  76180 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  R MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 


Urology 

C.F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESVVL. 

1101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $80  per  column  inch  per  month  and  listings  must  run 
for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for 
six  months’  advance  payment.  New  listings,  changes,  or  can- 
cellations should  be  sent  to  Mark  Bizzell,  TEXAS  MEDICINE, 
401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the 
month  preceding  publication  month. 
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For  excellent  response  in  the  treatment  of 
duodenal  ulcers... 


nizatidine 


has  the  right  answers 

■ Rapid  epigastric  pain  relief"'' 

■ Fast  and  effective  ulcer  healing"' 


*Most  patients  experience  pain  relief  with  the  first  dose. 

See  adjacent  page  for  references  and  brief  summary 
of  prescribing  information. 


NZ-2943-B- 149347 


1991,  ELI  LILLY  AND  COMPANY 


AXID®  (nizatidine  capsules) 

Briat  Summafy.  Consult  the  package  insert  tor  complete  prescrihing  Information. 
Indications  and  Usage:  1 Active  duodenal  ulcer -tot  up  to  8 weeks  of  treatment.  Most 
patients  heal  within  4 weeks. 

2 Maintenance  therapy -tot  healed  duodenal  ulcer  patients  at  a reduced  dosage 
oMSO  mg  h.s.  The  consequences  ot  therapy  with  Ax\ti  (or  longer  than  1 year 
are  not  known 

Contraindications;  Known  hypersensitivity  to  the  drug.  Because  cross  sensitivity  in 
this  class  ot  compounds  has  been  observ^.  H;-receptor  antagonists,  including  ki\6, 
should  not  be  administ^ed  to  patients  with  a history  ot  hypersensitivity  to  other 
Hj-receptor  antagonists 

Precautions;  General- 1.  Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastnc  malignancy. 

2.  Oo^e  should  be  reduced  in  padents  with  moderate  to  severe  renal  insufficiency 

3.  In  patents  with  normal  renal  tuncton  and  uncomplicated  hepatc  dysfuncton, 
the  dispositon  of  nizatidine  is  similar  to  that  in  normal  subjects. 

Laboratory  Tesfs-False-positive  tests  for  urobilinogen  with  Muttistix*  may  occur 
dunng  therapy. 

Drug  Interactions -Uo  interactions  have  been  observed  with  theophylline, 
chlordiazepoxide.  lorazepam,  lidocaine.  phenytoin.  and  warfarin.  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system,  therefore,  drug  interactons  mediated  by 
inhibiton  of  hepatc  metabolism  are  not  expected  to  occur.  In  patents  given  very 
high  doses  (3.900  mg)  of  aspinn  daily,  inaeased  serum  salicylate  levels  were  seen 
when  nizatdine.  150  mg  b.i.d.,  was  administered  concurently 
Caranogenesis.  Mutagenesis  Impairment  ot  Fertility -A  2-year  oral  carcinogenicity 
study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  tmes  the  recommended 
daily  therapeutc  dose)  showed  no  evidence  ot  a carcinogenic  etlecl  There  was  a 
dose-related  increase  in  the  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastric 
oxynbc  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a carcinogenic 
eftect  in  male  mice,  although  hyperplastic  nodules  of  the  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo.  Female  mice  given  the  high  dose  of  Axid 
(2,000  mg/kg/day,  about  330  times  the  human  dose)  showed  marginally  statistically 
significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  inwease  seen  in  any  of  the  other  dose  groups.  The  rate  of  hepatic  carcinoma 
in  the  high-dose  animals  was  within  the  historical  control  limits  seen  for  the  strain 
of  mice  used.  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  deaement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations)  The  occurrenre  of 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  of  a carcinogenic  eftect  in  rats,  male  mice,  and  female 
mice  (given  up  to  360  mg/kg/day,  about  60  times  die  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic  potential  tor  Axid. 

Axid  was  not  mutagenic  in  a battery  ot  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  ONA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
micronudeus  test 

In  a 2-generatton,  pennatal  and  postnatal  fertility  study  in  rats,  doses  of  nizatidine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic Effects -Pregnancy  Category  C-Oral  reproduction  studies 
in  rats  at  doses  up  to  300  times  die  human  dose  and  in  Dutch  Belted  rabbits  at 
doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect;  but  at  a dose  equivalent  to  300  times  the  human  dc^,  treated  rabbits 
had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic  arch,  and  cutaneous 
edema  in  1 fetus,  and  at  50  mg/kg,  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus.  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women.  It  is  also  not 
known  whether  nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant 
woman  or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  dunng  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers -Studies  in  lactating  women  have  shown  that  0.1%  of  an  oral 
doss  IS  seaeted  in  human  milk  in  proportion  to  plasma  concentrations.  Because  of 
growth  depre^on  in  pups  reared  by  treated  lactating  rats,  a deasion  should  be 
made  whether  to  discontinue  nursing  or  the  drug,  taking  into  account  the  importance 
ot  the  drug  to  the  mother. 

Pediatric  £/se-Safety  and  effectiveness  in  children  have  not  been  establi^ed. 

Use  in  Elderly  f^&e/r/s-Healing  rates  in  elderly  patients  were  simitar  to  those 
in  younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  test 
abnormalities.  Age  alone  may  not  be  an  important  factor  in  the  disposition  of 
nizatidine.  Elderly  patients  may  have  reduced  renal  function. 

Adverse  Reactions;  Clinical  tnals  of  varying  durations  induded  almost  5,(X)0  patients. 
Among  the  more  common  adverse  events  in  domestic  placebo-controlled  trials  of 
over  1.9(X)  nizatidine  patients  and  over  1,300  on  placebo,  sweating  (1%  vs  0.2%), 
urticaria  (0.5%  vs  <0.01%),  and  somnolence  (2.4%  vs  1.3%)  were  significantly 
more  common  with  nizatidine.  It  was  not  possible  to  determine  whether  a variety  of 
less  common  events  were  due  to  the  drug. 

Hepatic-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizatidine  occurred  in  some  patients.  In  some  cases, 
there  was  marked  elevation  (>500  lU/L)  in  SCOT  or  SGFT  and.  in  a single  instance, 
SGPT  was  >2,000  lU/L.  The  incidence  of  elevated  liver  enzymes  overall  and 
elevations  ot  up  to  3 times  the  upper  limit  ot  normal,  however,  did  not  significantly 
differ  from  that  in  plarabo  patients.  All  abnormalities  were  reversible  after  discontinuation 
of  Axid,  Since  market  introduction,  hepatitis  and  jaundice  have  been  reported.  Rare 
cases  of  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 
have  been  reported  with  reversal  ot  the  abnormalities  after  discontinuation  of  Axid. 

Cardiovascular -\t]  clinical  pharmacology  studies,  short  episodes  of  asymptomatic 
ventricular  tachycardia  occurred  in  2 individuals  administered  Axid  and  in  3 
untreated  subjects. 

C/VS- Rare  cases  ot  reversible  mental  confusion  have  been  reported. 
Endocnne-C\mca\  pharmacology  studies  and  controlled  clinical  trials  showed  no 
evidence  ot  antiandrogenic  activity  due  to  nizatidine.  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  on  nizatidine  and  those  on  placebo 
Gynecomastia  has  been  reported  rarely. 

Hemafo/ogrc- Fatal  thrombocytopenia  was  reported  in  a patient  treated  with 
nizatidine  and  another  H^-receptor  antagonist  This  patient  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs.  Rare  cases  ot  thrombocytopenic  purpura 
have  been  reported. 

/n/^umenfa/- Sweating  and  urticana  were  reported  significantly  more  frequently 
in  nizatidine-  than  in  placebo-treated  patients.  Ra^  and  exfoliative  dermatitis  were 
also  reported. 

Hypersensitivity- As  with  other  H^-receptor  antagonists,  rare  cases  ot  anaphylaxis 
following  nizatidine  administration  have  been  reported.  Rare  episodes  ot  hypersensitivity 
reactions  (eg.  bronchospasm,  laryngeal  edema,  r^,  and  eosinophilia)  have  been  reported. 

Offter-Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported. 
Eosinophilia,  fever,  and  nausea  related  to  nizatidine  have  been  reported. 

Overdosags;  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monitonng  and  supportive  therapy  Renal  dialysis  does  not  substantially  increase 
clearance  of  nizatidine  due  to  its  large  volume  of  distribution. 

PV  2091  AMP 
(091190) 
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Additional  information  available  to  the  profession  on  request 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


Qk  DO  YOU  KNOW 
iW  A DOCTOR- 
■ijr  WHO  NEEDS 
OUR  HELP? 


If  you  can  answer  "yes"  to  any  one  of  the  ques- 
tions below: 

Do  you  know  a doctor  who— 

• is  experiencing  problems  coping  with  patients 
or  with  the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 
—then,  you  may  know  a doctor  who  needs  our 
help.  If  you  feel  that  you,  a colleague,  a resident 
or  student  need  counseling  or  treatment,  won't 
you  give  us  an  opportunity  to  help?  (Strictly  con- 
fidential contacts  can  be  made  through  our 
HOTLINE.  Call  us  anytime.) 

HOTLINE:  (512)  370-1640 

TMA  Committee  on  Physician  Health 
and  Rehabilitation 

Edgar  P.  Nace,  MD,  Dallas,  Chairman 
(214)  381-7181,  ext.  278 

Gretchen  L.  Megowen,  MD,  Dallas,  Vice  Chairman 
(214)  696-8227 

Greer  W.  Craig,  MD,  El  Paso 
(915)  532-6591 

Roy  J.  Hotz,  Jr.,  MD,  Kingsville 
(512)  595-5556 

Robert  N.  Jones,  MD,  San  Antonio 
(512)  222-0196 

Herbert  C.  Munden,  Jr.,  MD,  Austin 
(512)  327-1679 

Elizabeth  L.  Stuyt,  MD,  Lubbock 
(806)  796-5375 

John  M.  Tahnadge,  MD,  Denton 
(817)  383-4660 

Georgia  A.  Thomas,  MD,  Houston 
(713)  792-2204 

Allan  McCorkle,  MD,  Lubbock, 

Resident  Representative 

(806)  743-2800 

Mrs.  Jack  Smith,  Corpus  Christi, 

Auxiliary  Representative 

(512)  991-1331 

Winston  Whitt,  Lubbock,  Student  Representative 
(806)  791-1127 

Erik  Severud,  Houston,  Alternate  Student  Representative 
(713)  741-1062 
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TexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


Classified 

Advertising 


Opportunities  Available 

Academics 


Physician  with  Texas  license  needed  to  practice 
general  medicine  at  Student  Health  Center.  Forty-hour 
week,  Monday-Friday.  Minimal  call  duty.  Fringe  benefits. 
Contact  Sheila  Meyer,  Director,  University  of  North  Texas 
Health  Center,  PO  Box  5158,  Denton,  TX  76203,  817 
565-2786.  Equal  Opportunity/Affirmative  Action 
Employer. 

Cardiology 


Cardiologist  — Invasive/Non-Invasive  BC/BE  to  join 
two  BC  cardiologists  located  in  southwest  Houston. 
Good  salary,  fringe  benefits,  partnership  after  two  years. 
Send  CV  to  P.  McKenzie,  7737  Southwest  Frwy.,  Suite 
900  Houston,  TX  77074. 

Metropolitan  Texas  — Invasive  Cardiologist  Excit- 
ing opportunity  exists  to  join  an  additional  cardiologist 
associating  with  a progressive  community  hospital  serv- 
ing 1 .2  million  people.  Latest  state-of-the-art  equipment, 
excelient  call  schedule  and  compensation  package.  High 
volume  practice  promises  rapid  start-up  time.  Consider- 
ation of  this  interesting  historic  community  offering  an 
appealing  climate  and  comprehensive  metropolitan 
amenities  is  a musti  Contact:  Stephen  Shasteen  at  1 - 
800-333-3910  or  404-641-6021,  or  send  CV  (in  confi- 
dence) to:  Tyler  & Company,  9040  Roswell  Rd,  Atlanta, 
GA  30350,  FAX  # 404-641  -6414. 

Dermatology 


Houston  — 60  physician  Internal  Medicine  group  has  a 
Dermatology  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hall,  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  TX  77030. 

Emergency  Medicine 


EMERGENCY  CARE 

Emergency  Physician  Practice  Opportunities 
Available  In  The  Following  Areas: 

• Ut)UMi)n.  Texas  • b)a.s[  Texas 

• UayiDwn.  Texas  • Arkansas 

• Pasadena.  Texas  • Other  OpjX)rtuniiies  Available 

Medical  Networks  has  excellent  career  and  part-time 
practice  opiX)rtunities  a\ailable  for  physicians  experi- 
enced in  emergency  medicine.  In  addition  to  paid 
SIM7S3.M  professional  liability  insurance,  our  attractive 
comjK’nsaiion  packages  range  up  to  S250,(K)t)  plus 
annually.  Hoiu;ly  rate-vs.-perceniage  arrangements  avail- 
able in  stjine  locations. 

See  our  classifted  ads  in  this  issue  for  more  details,  or 
ctintact;  ■ 

Plnlsician  Resoucces  Dejxirtment 
.Medical  Net\\;orks.,  Inc. 

P.O.  Hoxhh-iH  ■ ; 

Houston.  Texas  “"ild  -t-i-tS 


(713)  446-9696 


(800)  231-0223 


Needed:  Emergency  physicians  — North  Central 
Texas  area,  full  and  part-time.  For  an  application  call 
817-336-8600  or  write  Emergency  Medicine  Consul- 
tants, PA;  1525  Merrimac  Circle,  Suite  107,  Fort  Worth, 
TX  76107. 


Texas 
Medicus, 
P.A. 

Medicus  is  a group  of  career  emergaicy 
and  primary  care  specialists  who 
combine  high  standards  in  piiysician 
staffing  with  expertise  in  emergency 
department  and  primary  care  manage- 
ment. We  offer  outstanding  director- 
ship and  staff  opportunities  for  qualified 
physicians  with  lucrative  compensa- 
tion, incentives  and  paid  malpractice. 
We  cunently  staff  over  25  facilities  in 
ideal  locations  throughout  Texas  & 
Louisiana. 

Call  our  Recruiting  Department  today  or 
send  your  C.V.  for  career  opportunities  in: 

Texas  EastTexas 

Dallas,  Ft.  Worth  Hill  Country 

Houston  Area  North  Texas 

San  Antonio  Area 

Texas  Medicus,  P.A. 

4514  Cole  Ave,  Suite  804 
Dallas,  Texas  75205 
(800)  486-3763  (214)  522-9591 


Emergency  Physician  — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service  with 
guarantee.  Contact  Greater  Houston  Emergency  Physi- 
cians Associates,  P.O.  Box  7445,  Houston,  TX  77248; 
713-869-6235. 

San  Angelo  — Outstanding  opportunity  in  minor 
emergency/family  practice  ciinics.  Guaranteed  $100,000 
for  4-day  week,  1 3 hr.  days,  50  weeks/year.  Profit  shar- 
ing above  guarantee.  Contact  Wayne  Williams,  MD,  91 5- 
942-861 1 , Shamrock  Clinics,  4208  College  Hills,  San 
Angelo,  TX  76904. 


Dallas-Ft.  Worth 

Excellent  Emergency  Medicine  group 
com  mitted  to  q uality  patient  care  as  well  as 
individual  growth  and  professional  fulfillment 
desires  emergency  physicians  for  CAR  EER 
opportunities.  For  more  information,  please 
call  or  submit  CV  in  confidence  to: 

Jerry  Weissman,  Metroplex  Emergency 
Physicians,  841 1 Preston  Road,  Suite 695, 
LB  34,  Dallas,  Texas  7523 1,214  373- 1115. 


EmCare 


EmCare,  a progressive  physician  oriented  group  commit- 
ted to  excellence  in  emergency  medicine,  has  academic 
faculty,  directorship  and  staff  positions  available  for  well 
qualified  career  oriented  emergency  physicians.  Practice 
opportunities  include: 


■ Orlando,  FL 

■ St.  Cloud,  FL 

■ St.  Petersburg.  FL 

■ Albany.  GA 

■ New  Orleans,  LA 

■ Tupelo,  MS 

■ Las  Cruces,  NM 

■ Ithaca,  NY 


Rome,  NY 
Amarillo,  TX 
Athens,  TX 
Austin,  TX 
Dallas/Ft.  Worth,  TX 
Harlingen,  TX 
Tyler,  TX 
Waco,  TX 


Houston/Galveston,  TX 


EmCare  combines  the  flexibility  of  independent  contractor 
status,  competitive  guarantees  vs.  fee-for-service  remun- 
eration, providing  compensation  packages  of  $125,000  to 
$250,000  +.  Professional  liability  insurance  obtained,  with  the 
opportunity  to  establish  a secure  emergency  medicine 
practice.  Excellent  health,  life  and  disability  package  available 
to  Independent  contractors. 

For  details  on  EmCare  opportunities,  contact: 
Professional  Services/EmCare 
1717  Mam  Street,  Suite  5200  • Dallas,  Texas  75201 
(214)  761-9200  • (800)  527-2145 


West  And  South  Texas:  Excellent  opportunities 

available  in  Del  Rio  and  Weslaco.  These  moderately  busy 
level  II  hospitals  currently  have  openings  for  qualified 
physicians  interested  in  earning  $45-$65-i-  per  hour. 
Physicians  maintain  independent  contractor  status,  and 
receive  the  benefit  of  paid  $1  M/$3M  professional  liability 
insurance.  For  more  information  on  these  or  other 
opportunities  in  Texas,  contact  Sterling  Healthcare,  Inc. 
@ 1 -800-999-3728,  or  send  CV  to  8700  Crownhill,  Suite 
600,  San  Antonio,  TX  78209. 

San  Antonio:  Medical  Director  and  staff  postions 

available  for  Emergency  Physicians  who  are  BC/BE  in  a pri- 
mary care  specialty,  or  have  equivalent  emergency 
medicine  experience.  Excellent  compensation  packages 
include  paid  $1 M/S3M  professional  liability  insurance.  For 
more  information  on  these  or  other  opportunities  in  Texas, 
contact  Sterling  Healthcare,  Inc.,  1-800-999-3728,  or  send 
CV  to  8700  Crownhill.  Suite  600,  San  Antonio,  TX  78209. 

Outstanding  Emergency  Medicine  Opportunities 

— Sterling  Healthcare,  Inc.,  a progressive  physician-ori- 
ented group  committed  to  the  highest  standards  in 
emergency  medicine,  has  outstanding  opportunities  for 
qualified  physicians.  Present  opportunities  are  in  Level  II 
facilities  with  annual  patient  volumes  from  1 1 ,000  to 
26,000.  Compensation  packages  include  $1  M/$3M  pro- 
fessional liability  insurance,  plus  physicians  receive  the 
added  benefit  of  working  in  a flexible  environment  as 
independent  contractors.  To  obtain  more  information 
contact  Sterling  Healthcare,  Inc.,  8700  Crownhill,  Suite 
600,  San  Antonio,  TX  78209,  or  call  1 -800-999-3728. 

Family  Practice 


Tired  of  fighting  traffic?  A 350K  gross  PA  FR  No  on 

call,  HMO’s.  Equipped,  Staffed,  Freehold  2400  ft.  build- 
ing 1 hour  north  of  Dallas.  Includes  the  house  and  14 
acres  for  horses.  Enjoy  weekends  sailing  and  fishing  on 
huge  Lake  Texoma.  Consider  Exchange!  Dr.  Rakkar  903 
564-5688  and  F/AX  903  564-3048.  No  downpayment. 

Practice  in  the  mountains  of  Texas.  Small  college  town. 
One  a two  physicians.  Lease  a purchase  busy  practice.  Good 
income  potential.  81 7 927-1201  work  or  81 7 236-4224  home, 

Austin,  Texas  — Physician(s)  needed  for  full  time,  part 
time,  weekdays,  weekends  to  staff  a free  standing 
urgent  care  center.  Remuneration  commensurate  with 
experience.  Send  CV  and  application  to  Austin  Medicen- 
ter,  c/o  Sheila  Twyman,  Medical  Administrator,  6343 
Cameron  Rd.,  Austin,  TX  78723  or  call  512-467-2052 
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*Turn 

to  INTERIM’ 

For  attractive  locum  tenens 
opportunities  in  family  practice  and 
other  primary  care  specialties. 

variety  and  choice 
competitive  income 
paid  malpractice 

For  information,  call 

1-800-531-1122 

INTERIM 


NETWORK 

Regional  offices: 

New  Braunfels,  TX  • Denver,  CO 
Bellevue,  WA  • Phoenix,  AZ  • Chicago,  IL 
Ventura,  CA  • Oakland,  CA 


Dallas,  Texas  — Busy  solo  Family  Practice  available  in 
suburban  multi-specialty  building,  includes  COLA-certified 
lab,  X-Ray,  ECG,  computerized  business  office;  office 
practice  gross  $300-r,  with  minimal  to  no  call.  For  sale  by 
retiree  who  will  stay  through  transition.  Hospital  will  help 
with  guarantee.  Respond  with  CV  for  more  info  fo  Ad  Box 
780/Advertising,  401  West  15th,  Austin,  Texas  78701 . 


We're  offering  physicians  the  opportunity  to 
practice  medicine  , without  administrative 
headaches  that  go  along  with  it. 

LI  Competitive  guaranteed  income  with 
fee-for-service  potential 

□ Professional  liability  available 

LI  On-site  administrative/billing  personnel 
provided 

□ Excellent  health,  life  and  disability 
insurance  options  for  full-time  independent 
contractors 

For  additional  information  on  opportunities, 
specialties  and  nationwide  locations,  contact: 

Glenn  Farmer 

Chief  Operating  Officer 


Ryan  Tedrow 
Physician  Recruiter 


(800)  527-2145 
(214)761-9200 


GOVERNMENT  SERVICES,  INC. 
1717  Main  St.^  Suite  5200  ♦ Dallas,  TX 


Physician  needed  for  Saturday  family  practice  cov- 
erage in  Texas  cities,  some  weekdays  available.  Up  to 
$350  for  4-7  hours  coverage.  Contact:  Physician 
Recruitment,  6208  Montgomery  NE  Suite  D,  Alber- 
querque,  NM  87109. 

Fantily  Practice  — BE/BC  family  physician  needed  to 
join  with  4 other  famiiy  practitioners  in  a thriving  practice 
in  Beaumont,  Texas.  Modern,  full  service  clinic  offers  a 
guaranteed  salary  plus  percentage  of  production  and 
benefits.  Send  CV  to  Nancy  Bloomfield,  4010  College, 
Suite  200,  Beaumont,  TX  77707. 

Family  Practitioner  wanted  for  very  positive  and 
growing  group  practice.  New  clinic  facilities  adjacent  to 
hospital.  Major  specialties  available  for  referrals.  Great 
family  living,  community  of  15,000,  beautiful  homes  and 
security  in  which  to  raise  a family.  Contact  Administrator, 
MH-EC,  303  Sandy  Corner  Road,  El  Campo,  Texas 
77437,  1-409-543-6251. 

Houston  suburb  — Industrial  medicine/family  practice 
clinic  needs  third  physician.  Salary,  production  bonus 
and  full  benefits.  Partnership  offered.  For  details,  contact 
Practice  Dynamics,  11222  Richmond,  Suite  125,  Hous- 
ton, TX  77082:  800  933-091 1 . 

Opportunities  available  with  clinics,  groups,  and  solo 
in  Austin,  East  Texas,  and  central  Texas  and  other  square 
shooter  communities.  Contact  Jerry  Lewis,  The  Lewis 
Group®  1-800-666-1377. 

Internal  Medicine 


Gold  Mine  for  Internist  — Wanted,  aggressive  and 
energetic  physician,  BE/BC  to  do  consultations  tor  a group 
of  family  physicians.  Must  be  able  to  do  procedures.  Very 
competitive  fee  for  sen/ice  income  available,  including  ben- 
efits. Salary  is  based  on  percentage  of  collections  with  a 
base  salary  guarantee.  Send  CV  to  Nancy  Bloomfield, 
4010  College  St.,  Suite  200,  Beaumont,  TX  77707. 

Progressive  internist  needed  — Central  Austin, 
Texas.  Fully-staffed  and  furnished  attractive  office  space. 
Affability,  flexibility,  and  personality  a must.  Unbeatable 
deal,  very  flexible,  Anita  Bradley,  Office  Manager,  512 
477-3282. 

Houston  — 60  Physician  Internal  Medicine  group  has  an 
Internal  Medicine  position  available.  For  further  informa- 
tion, send  CV  to:  Robert  B.  Hall,  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  Texas  77030. 

Internal  Medicine  — Houston  — Join  prestigious 
SSG  in  Med-Center.  Competitive  compensation  pack- 
age. For  details,  contact  Practice  Dynamics,  11222 
Richmond,  Suite  124,  Houston,  TX  77082;  800  933- 
0911  or  71 3 531 -0911. 

Metropolitan  Texas  — Internal  Medicine  — Group 
Exciting  opportunity  to  join  3-member  IM  group  practice 
with  early  partnership  option.  Associate  with  a progres- 
sive hospital  serving  1 .2  million  people  in  an  inviting  his- 
toric community  offering  an  appealing  climate  and  com- 
prehensive metropolitan  amenities.  Excellent 
compensation  pkg.  and  call  schedule.  Contact:  Stephen 
Shasteen  @ 800  333-3910  or  404  641-6021,  or  send 
CV  (in  confidence)  fo:  Tyler  & Company,  9040  Roswell 
Rd,  Atlanta,  GA  30350,  FAX  404  641-6414. 

General  Internist  needed  to  join  tow  established 
internists  in  private  practice  in  San  Antonio.  Rapidly 
growing  practice;  no  HMO  affiliations.  Terms  of  associa- 
tion negotiable.  Please  reply  to  AD  Box  786,  TMA  Adver- 
tising, 401  West  15th,  Austin,  TX  78701 . 

Internal  Medicine  — Coastal  Southeast  TX  — Join 
busy  practice  with  built  in  referrals.  Can  be  expense 
sharing  with  hospital  guarantee  or  partnership.  For 
details,  contact  Practice  Dynamics,  11222  Richmond, 
Suite  125,  Houston,  TX  77082;  800-933-0911  or  713 
531 -091 1 . 


Locum  Tenens 

Permanent 
and  Locum  Tenens 
Placement  tor  Physicians 

Quality  opportunities 
for  Quality  doctors 

^ ^ Whitaker 

Medical  Services 

A Whitaker  Fellows  Company 

820  Gessner,  Suite  1 500 
Houston,  Texas  77024 
713-461-7281 

1 -800-444-5628 

Endorsed  by  the  Texas  Medical  Association 


Neurology 

Houston  — 60  Physician  Internal  Medicine  group  has  a 
Neurology  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hall.  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  TX  77030. 

OB/GYN 

Expanding  15-Physician  multi-specialty  group  has 
excellent  opportunity  for  an  OB/GYN  physician  in  friendly 
West  Texas.  Community  of  25,000.  Adjacent  to  a 153- 
bed  modern  hospital.  Excellent  guaranteed  salary  with 
no  first  year  expenses  in  addition  to  benefits.  Moving 
allowance  also  available.  Direct  inquiries  or  send  CV  to 
Linda  Baker,  Malone  & Hogan  Clinic,  1501  W.  11th 
Place,  Big  Spring,  Texas  79720.  915  267-6361 . 


SOUTH 

TEXAS 

Obstetrician/Gynecologist,  board 
eligible  or  certified,  to  join  an  incor- 
porated practice  of  2 board  certified 
Ob/Gyns.  Subtropical  Gulf  Coast 
area  with  excellent  water  sports, 
hunting  and  fishing  all  year  round. 
Gender  no  barrier.  Excellent  salary, 
full  range  of  benefits.  Send  CV  to 
Ad  Box  785/Advertising,  401  West 
15th,  Austin,  TX  78701. 


Oncology 

Houston  — 60  Physician  Internal  Medicine  group  has 
an  Oncology  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hall,  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  TX  77030. 
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Orthopedic 


Orthopedic  Surgeon  to  join  group  with  6 orthopods. 
Established  practice  in  north  Houston  suburbs,  excellent 
opportunity  with  salary  plus  incentive  leading  to  partner- 
ship in  one  year,  bonuses  and  paid  benefit  package. 
Send  resume  to:  Doctors,  9816  Memorial  Blvd,  Ste  102, 
Humble  TX  77338. 

Metropolitan  Texas  — Orthopedic  Surgeon  Excit- 
ing opportunity  to  join  a BC  orthopedist  housed  in 
attractive,  well-equipped  45  sq.  ft.  office,  including  physi- 
cal therapy  facilities.  Associate  with  a progressive  hospi- 
tal serving  1 .2  million  people  in  an  inviting  historic  com- 
munity offering  an  appealing  climate  and  comprehensive 
metropolitan  amenities.  Excellent  compensation  pkg. 
and  call  schedule.  Contact:  Stephen  Shasteen  at  800- 
333-3910  or  404-641-6021,  or  send  CV  (in  confidence) 
to:  Tyler  & Company,  9040  Roswell  Rd,  Atlanta  GA 
30350,  FAX  # 404-641  -641 4. 

College  Station,  Texas  — Orthopedic  Surgeon  — 

A well-respected  three  physician  group  in  this  university 
community  is  now  seeking  their  fourth  member.  Fellow- 
ship training  welcome,  but  not  required.  Two  members 
are  trained  in  Adult  Reconstruction  and  Total  Joints. 
Send  CV  to:  Gordon  Crawford,  Professional  Relations, 
Humana  Inc.,  Dept.  II- IOC,  PO  Box  1438,  Louisville,  KY 
40201-1438.  Or  call  Toll  Free  1-800-626-1590. 

Pediatric 


Fall  opening  for  BE/BC  pediatrician  in  thriving  group 
in  Corpus  Christi.  Take  over  busy,  very  lucrative  practice 
for  doctor  who  is  relocating  out  of  state.  Call  or  send  CV 
to:  Jeffrey  Hull,  MD,  3435  S.  Alameda,  Corpus  Christi, 
■1X78411.512  853-7311. 

Children  in  various  areas  of  Texas  need  pediatrician 
to  take  care  of  their  aches  and  pains.  Salary  incentive. 
Whatever  it  takes.  Jerry  Lewis  of  The  Lewis  Group  @ 1 - 
800-666-1377 

Physiatrist 


Coliege  Station,  Texas  — In  August  1990  the  com- 
munity's first  Physiatrist  established  practice  here  and  he 
is  already  overwhelmed.  Another  Physiatrist  is  now 
needed  to  associate.  Our  hospital  here  established  a 
Physical  Medicine  & Rehabilitation  Institute,  with  water 
therapy,  this  summer.  Send  CV  to:  Gordon  Crawford, 
Professional  Relations,  Humana  Inc.,  Dept,  11-1  OB,  PO 
Box  1438,  Louisville,  KY  40201-1438,  Or  call  Toll  Free  1 - 
800-626-1590. 

Primary  Care 


Residential  Center  for  developmentally  disabled 
seeks  primary  care  physician  to  join  practice  with  five 
other  physicians.  $87K  to  $97K,  if  B/C.  8-5  M-F;  rotat- 
ing call.  Continuing  education  opportunities;  excellent 
benefits  include  5 year  retirement,  sick/vacation  leave; 
health  insurance,  tax  sheltered  income,  on-campus 
housing,  student  loan  repayment  for  qualified  applicants, 
specialty  consultations  available  from  leading  hospital 
and  clinic.  Contact  Jack  Leath,  81 7 562-2821  ext.  721 . 

Pulmonary 


Houston  — 60  Physician  Internal  Medicine  group  has  a 
Pulmonary  Disease  position  available.  For  further  informa- 
tion, send  CV  to:  Robert  B.  Hall,  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  TX  77030. 

BD  Certified  Pulmonologist  swamped  with  patients 
wants  associate  possible  partnership  for  Dallas.  Great 
area,  great  opportunity.  Contact  Jerry  Lewis  @ 1 -800- 
666-1377. 

Radiology 


Radioiogy  — Immediate  opening  for  BE/BC  Radiologist 
in  Dallas  area  outpatient  practice.  All  modalities,  mostly 


neuroradiology.  Send  CV  to  5429  Vista  Meadow  Circle, 
Dallas,  TX  75248. 

Expanding  15-Physician  multi-specialty  group  has 
excellent  opportunity  for  a radiologist  in  friendly  West 
Texas  community  of  25,000.  Adjacent  to  a 153-bed 
modern  hospital.  Excellent  guaranteed  salary  with  no 
first  year  expenses  in  addition  to  benefits.  Moving 
allowance  also  available.  Direct  inquiries  or  send  CV  to 
Linda  Baker,  Malone  & Hogan  Clinic,  1501  W 11th 
Place,  Big  Spring,  TX  79720,  915  267-6361 . 

Houston  — 60  Physician  Internal  Medicine  group  has  a 
Diagnostic  Radiologist  position  available.  For  further  infor- 
mation, send  CV  to:  Robert  B.  Hall,  Administrator,  Diag- 
nostic Clinic  of  Houston,  6488  Fannin,  Houston,  TX  77030. 

Radiologist,  fyier,  Texas  — The  University  of  Texas 
Health  Center  at  Tyler,  Texas  Invites  applications  for  a clini- 
cal faculty  position  in  the  Department  of  Radiology.  Some 
teaching,  but  publishing  or  research  not  required.  A pro- 
gressive four-person  department  practices  general  radiol- 
ogy (including  interventional,  MRI,  and  SPECT)  and  per- 
forms approximately  27,000  exams  per  year.  New 
equipment,  flexible  work  hours,  very  light  call,  no  week- 
end schedule.  Year-round  tennis,  golf,  and  boating  are 
available  in  addition  to  excellent  schools.  Competitive 
first-year  salary  and  an  unsurpassed  benefits  package  are 
offered.  Send  CV  to  J.  R.  Shepherd.  MD,  University  of 
Texas  Health  Center  at  Tyler,  PO  Box  2003,  Tyler,  TX 
75710,  or  call  at  903  877-7100.  The  University  of  Texas 
Health  Center  at  Tyler  is  an  affirmative  action,  equal 
opportunity  employer.  Minorities  are  encouraged  to  apply. 

Groups  need  associates/partners.  Why  wait  until  1992 
to  find  out  vrfiat  is  available?  Just  do  it.  Desireable  locations. 
Jerry  Lewis  of  The  Lewis  Group  @ 1 -800-666-1377. 

Rheumatology 


Houston  — 60  Physician  Internal  Medicine  group  has  a 
Rheumatology  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hall,  Administrator.  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  TX  77030. 

Corpus  Christi  — There  is  now  an  opportunity  to 
establish  private  practice  in  offices  next  to  our  263-bed 
hospital  here  with  immediate  referrals  from  our  Humana 
Health  Care  Plan.  Competitive  financial  and  marketing 
assistance  will  be  offered.  Send  CV  to  : Gordon  Craw- 
ford, Professional  Relations,  Humana  Inc.,  Dept.  II-10A, 
PO  Box  1438,  Louisville.  KY  40201-1438.  Or  call  Toll 
Free  1-800-626-1590. 

Other  Opportunities 


Correctional  Healthcare 

Full  time  primary  care  Physicians  & Psychia- 
trists, statewide  adult  correctional  facility  loca- 
tions, competitive  salary/excellent  benefits/Phy- 
sician  student  repayment  program.  Inquirers: 
TDCJ,  Box  99,  Personnel  Annex,  Huntsville,  TX 
77342-0099  or  contact  Glynda  Baker. 

409  294-2755. 


Position  Available  — Seeking  BC/BE  Family  Practice, 
General  Internist,  Endocrinologist,  OB/GYN  to  join  estab- 
lished multi-specialty  clinic.  Excellent  benefits  and  guar- 
antee. Send  CV  to  Leroy  W.  Kitch,  Administrator,  Skinner 
Clinic,  124  Dallas  St.,  San  Antonio,  TX  78205. 


PRIVATE  PRACTICE  OPPORTUNITIES 

(In  oil  speclotties) 

Texas  & Sunbelt  States 


Coll  1 -800-284-4640 

Houston:  785-3722 
or  send  CV:  11140  Wesiheimer  g 


Suite  144 

Houston.  TX  77042 


Reuben 
r o n s t e i n 


& Associaics 


Houston  — 60  Physician  Internal  Medicine  group  has  a 
Gl  position  available.  For  further  information,  send  CV  to: 
Robert  B.  Hall,  Administrator,  Diagnostic  Clinic  of  Hous- 
ton, 6448  Fannin,  Houston,  Texas  77030. 

Practice  opportunities  available  in  communities 
within  60  mile  radius  of  Tyler,  Texas.  Both  clinic  and/or 
hospital  opportunities.  Affiliation  with  multi-hospital  sys- 
tem based  in  Tyler.  Send  resume  to  RO.  Box  908,  Mlne- 
ola,  Texas  75773,  or  phone  1 -800-828-8151 . 

Excellent  opportunity  for  a General  Physician  II 

at  an  84  bed  JCAHO  accredited  Hospital.  Requirements 
include  Licensed  to  practice  medicine  in  Texas  by  the 
State  Board  of  Medical  Examiners,  certified  or  eligible  for 
certification  by  an  American  Board  Specialty  (preferably 
internist/pulmonologist/family  practice).  Competitive 
salary,  educational  opportunities,  plus  other  excellent 
state  benefits  which  include  vesting  at  5 years.  Call  or 
write  to:  South  Texas  Hospital,  Attn:  Dalia  Tovar,  PO  Box 
592,  Harligen,  TX  78551 , 512  423-3420.  EEO/AA. 

Dallas  Area  — Begin  your  solo  practice  in  a service 
area  of  over  350,000  with  support  form  the  Baylor  Medi- 
cal Center;  or  begin  a solo  practice  as  part  of  a multispe- 
cialty group  as  they  expand  business  via  a satellite  office. 
Either  opportunity  offers  a competitive  salary  and  thriving 
practice  in  a “family  community".  Contact  Donna  McMa- 
hel  - 1-800-626-1857. 

Gastax>enterologist  — Join  busy  GE  in  coastal  commu- 
nity. High  first  year  salary  leading  to  partnership,  for  details, 
contact  Practice  Dynamics,  11222  Richmond,  Suite  125, 
Houston,  TX  77082;  800-933-091 1 or  713  531  -091 1 . 

IM/FP  — Clinic  focusing  on  Workman's  Comp/personal 
injury  patients  needs  associate.  Spanish  speaking  physi- 
cian preferred.  For  details  contact  Practice  Dynamics, 
11222  Richmond,  Suite  125,  Houston,  TX  77082;  800 
933-0911  or  713  531 -0911. 


Situations  Wanted 

Positions  Wanted 


Nurse  Practitioner  — Position  wanted.  Masters  pre- 
pared, bilingual  male,  45,  seeks  collegial  association  for 
minor  acute,  chronic  disease  management  with  empha- 
sis on  patient  education  and  wellness  promotion  in  a 
family  or  internal  medicine  practice  in  central  Texas  area. 
Additional  BS  Management,  x-ray  training,  diabetes  edu- 
cator, 512  371-0869. 

Experienced,  Fellow  American  Academy  of  Fam- 
ily Physicians,  interested  in  office  work.  Metroplex 
area.  Full  or  part-time.  Available  November  1st.  Fluent  in 
Spanish.  Reply  to  Ad  Box  788,  TMA  Adverlising,  401  W. 
15th,  Austin,  TX  78701. 

For  Sale  or  Lease 

Arts  & Antiques 


Art  For  The  Collector 

Important  Artists.  Originals,  Bronzes  and 
Prints.  19th  and  20th  Century  Artists:  G. 
Harvey,  P.  Salinas,  E.  Cortes,  Bev  Doolittle, 
Taos  Founders,  A.D.  Greer.  French  Street 
Scenes  and  others.  Call  or  Write:  One  Texas 
LTD,  11405  Maidenstone,  Austin,  TX  78759, 
(512)  250-1937.  Appraisals  also  offered. 


Offices 

Medical  office  space  (1600  s/ft  plus  343  s/ft  leaded 
x-ray/dev  room)  between  Dallas/Ft.  Worth  in  Euless,  TX 

continued  on  p 90 
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Medical  Practice 

■ Appraisal 

■ Brokerage 

■ Establishment 

■ Management 
Consulting 


Physician 
Resource 
Network 


Endorsed  by  the  Texas  Medical  Association 


CARDIOLOGY 


NORTHEAST  TEXAS 

Cardiology  group  seeks  BE/BC  Invasive  car- 
diologist for  associate  practice  in  NE  Texas  com- 
munity. Referral  area  of  200,000.  Modern 
medical  facilities  in  town  with  more  than  100 
physicians.  Progressive,  family-oriented  com- 
munity with  strong,  diversified  economy,  ex- 
cellenf  schools.  Many  social  and  recreational 
opportunities  Generous  compensation  and 
benefits  to  high  caliber  physician 
Contact:  Vicki  Truitt. 


DIAGNOSTIC  RADIOLOGY 


PANHANDLE 

Excellent  private  practice  opportunity  for  BC/ 
BE  radiologist  desirous  of  living  in  a community 
with  excellent  quality  of  life:  great  place  to  rear 
children.  New  hospital  with  state  of  the  art 
diagnostic  equipment,  including  CT.  Well-trained 
medical  community  supportive  of  effort.  Generous 
incentive  package  to  qualified  candidate. 
Contact:  Jim  Truitt. 


FAMILY  PRACTICE 


DALLAS 

Established  fee-for-senrice  practice  available 
for  assumption.  Full  scopie  of  family  medicine, 
except  OB.  Average  gross  $320K-l-  annually. 
Bilingual  (Spanish)  skills  helpful  Retiring 
physician  will  introduce.  Financing  available  to 
qualified  candidate  Contact:  Jim  Truitt 


WEST  TEXAS 

Board  certified  family  physicians  seek  asso- 
ciate lor  busy  practice.  OB  preferred  Friendly 
town,  good  schools.  Within  35  minutes  of 
larger  city.  Very  lucrative  financial  situation. 
Attractive  group  practice.  Contact:  Jim  Truitt. 


D/FW  METROPLEX 

Recently  trained,  BC  family  physicians,  sought 
for  private,  single  specialty  group  or  solo  (shar- 
ing call)  practice  in  growing,  northern  Met- 
roplex  area.  Modem  hospital  will  sponsor 
qualified  physicians.  Excellent  schools  and 
quality  of  life  in  this  popular  area 
Contact:  Vicki  Truitt. 


AMARILLO 

Well  established  FP  seeks  associate  for  prac- 
tice in  community  of  1 50,000-1-  No  OB.  356- 
bed  hospital  offering  competitive  incentive 
package.  Excellent  schools,  quality  of  life;  four 
season  climate.  Ideal  locatbn  for  outdoor 
sports  enthusiast.  Easy  access  to  snow  and 
water  skiing,  boating,  fishing,  and  more. 
Contact:  Jim  Truitt. 


FORT  WORTH 

Board  certified  family  physician  needed  for 
office-based  practice  in  community  health 
clinic.  No  evening  or  weekend  call.  Generous 
compensation  Academic  appointment  avail- 
able. Contact:  Vicki  Truitt. 


PANHANDLE 

Texas  community  of  8,000  (service  area  of 
20,000)  seeks  BC  FP  for  solo  pracfice,  sharing 
call  with  a young  well-trained  BC  FP  New  hos- 
pital, sound  economy,  good  schools.  Excellent 
quality  of  life  Abundant  outdoor  recreational 
opportunities  available.  Generous  incentive 
package  including  income  guarantee,  reloca- 
tion, office  space  and  more. 

Contact:  Jim  Truitt 


FORT  WORTH 

Single  specialty  group  and  solo  practice  op- 
tions available  for  board  certified  family  prac- 
titioner with  well-established  Metroplex  hos- 
pital. Competitive  incentive  package  will  be 
offered  to  qualified  candidates. 

Contact:  Barry  Strittmatter, 


GASTROENTEROLOGY 


NORTHEAST  TEXAS 

Three  busy  gastroenterologists  seek  fourth 
associate  for  group  practice  in  NE  Texas. 
Shared  call,  comprehensive  benefit  package, 
early  partnership  Modern  office  and  hospitals. 
Attractive  community  with  strong,  diversified 
economy  excellent  schools.  Many  social  and 
recreational  opportunities. 

Contact.  Vicki  Truitt 


INTERNAL  MEDICINE 


SOUTH  TEXAS 

Thirty  minutes  from  Padre  Island.  IM  group, 
specializing  in  critical  care,  seeks  fourth  com- 
patible associate  Great  climate  and  lifestyle 
Recreational  opportunities  abound.  Excellent 
income  potential  Contact:  Barry  Strittmatter 


PANHANDLE 

Excellent  private  practice  opportunity  for  BC/ 
BE  physician  in  community  of  8,000  (service 
area  of  20,000).  New  hospital  with  state  of  the 
art  diagnostic  equipment.  Well-trained  medical 
staff  supportive  of  this  effort  Many  outdoor  rec- 
reational opportunities  available.  Good  school 
system.  Excellent  quality  of  life  Generous 
incentive  package  Contact:  Jim  Truitt 


WEST  TEXAS 

Four  American  trained,  board  certified  inter- 
nists seek  compatible  associate  for  busy 
group  practice  in  Texas  community  of 
1 00,000  -I- . Office  adjacent  to  modern  hospital 
Excellent  call  arrangement,  salary  and  bene- 
fits. Full  associate  status  in  second  year 
Contact.  Jim  Truitt, 


THE  TEXAS  SPECIALISTS 


— Working  in  Texas  for  Texans,  since  1984 


NORTHEAST  TEXAS 

Two  Internists  seek  third  associate  for  busy  prac- 
tice in  NE  Texas  community  of  27.000  (referral 
area  of  200,000-r).  Progressive,  family-orienfed 
community  with  strong,  diversified  economy 
excellent  schools  Social  and  recreational  opjxx- 
tunities  abound  Modern  medical  facilities. 
Shared  call:  attractive  incentive  package 
Contact:  Vicki  Truitt. 


AMARILLO 

Busy  BC  IM  seeks  associate  tor  rapidly  expan- 
ding practice.  Fully  equipped  office  facilities 
356-bed  hospital  offering  competitive  incentive 
package.  Excellent  schools  and  quality  of  life: 
four  season  climate.  Ideal  location  for  the  out- 
door sports  enthusiast  Easy  access  to  snow 
and  water  skiing,  boating,  fishing,  etc. 

Contact:  Jim  Truitt 


NEUROLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  200,000  seeks 
BE/BC  neurologists  for  associate  practice  (or 
solo  sharing  call):  lee  for  service.  Modem  medi- 
cal facilities.  1 00-r  doctors  in  town  Progressive, 
family-oriented  community  with  strong,  diver- 
sified economy,  excellenf  schools.  Many  social 
and  recreatcnal  opportunities  Generous  incen- 
tive package  to  qualified  physician. 

Contact  Vicki  Tmitt. 

D/FW  METROPLEX 

Neurologist  needed  in  affluent  NE  Tarrant 
County  community.  On  campus  with  modern 
hospital.  Competitive  incentive  package  to 
qualified  candidate.  Excellent  schools  and 
quality  of  life  with  attractive  amenities  of  both 
Dallas  and  Fort  Worth,  Contact:  Vicki  Truitt. 


OBSTETRICS/GYNECOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  sen/ing  200,000  seeks 
BE/BC  OB/GYN  for  privafe  practice  (to  share 
call  vvith  three  other  OB/GYNs).  Progressive, 
family-oriented  community  with  strong  diver- 
sified economy,  excellent  shcools.  Many  social 
and  recreational  opjxirtunities  Competitive 
incentive  package  to  qualified  physician. 
Contact:  Vicki  Truitt 

DALLAS 

Spanish-speaking  OB/Gyn  needed  for  asso- 
ciate practice  in  North  Dallas  location.  Modern, 
325-bed  medical  center.  Attractive  location  For 
additional  details  contact:  Barry  Strittmatter 


ONCOLOGY 


NORTHEAST  TEXAS 

Oncology  group  seeks  BE/BC  medical 
oncologisi  for  associate  practice  in  NE  TX  com- 
munity with  referral  area  of  200,CXX)  Modern 
medical  facilities  in  town  with  more  than  100 
physicians.  New  cancer  center  under  construc- 
tion. Progressive,  family-oriented  community 
with  strong,  diversified  economy,  excellent 
schools.  Many  social  and  recreational  oppor- 
tunities, Generous  comjoensation  and  benefits  to 
high  caliber  physician.  Contact  Vicki  Truitt 


ORTHOPAEDIC  SURGERY 


DALLAS 

Modern,  acute  care  medical  center  (325-beds) 
recently  trained,  board  certified  orthopaedic 
surgeon  to  join  existing  practice  (or  solo  with 
coverage).  Senrice  area  greater  than  525,000 
Many  social  and  recreational  activities  avail- 
able. Incentive  package  to  qualified  physician. 
Contact:  Barry  Strittmatter 


OTOLARYNGOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  200,000'1- 
seeks  additional  otolaryngologist  for  pnvate 
practice  opportunity  Share  call  with  recently 
trained  BC  ENT  Progressive,  lamily-onented 
community  with  strong,  diversified  economy, 
excellent  schools.  Many  social  and  recreational 
opjxirtunities  C/ompetitive  incentive  package  to 
qualified  physician.  Contact:  Vicki  Truitt 


PEDIATRICS 


D/FW  METROPLEX 

Young  Amencan  trained,  BC  pediatrician  seeks 
associate  for  practice  in  affluent  suburban  com- 
munity in  the  heart  of  thriving  D/FW.  Office  on 
campus  with  modern  hospital.  Excellent 
schools  and  quality  of  life. 

Contact:  Vicki  Truitt. 


NORTHEAST  TEXAS 

Dynamic  group  of  Amencan  trained,  BC  pedia- 
tricians seek  fourth  associate  for  group  practice 
in  attractive  community  of  27,000  (referral  area 
200,000).  Progressive,  family-oriented  com- 
munity with  strong  diversified  economy, 
excellent  schools.  Social  and  recreational  oppor- 
tunities abound.  Modem  hospital  with  Level  II 
nursery  and  designated  pediatnc  care  unit. 
Shared  call:  excellent  income  and  benefits,  early 
partnership.  Contact.  Vicki  Truitt 


PULMONARY  MEDICINE 


WEST  TEXAS 

Four  man  group  of  American  trained,  board 
certified  internists  seeks  compatible  pulmonary 
medicine  associate  Community  of  1CI0,CXX3-i- 
Office  adjacent  to  modem  250-bed  hospital 
Shared  call,  excellent  income  and  benefits.  Full 
associate  in  second  year 
Contact:  Jim  Truitt. 


SURGERY 


SOUTH  TEXAS 

Within  one  hour  of  San  Antonio  South  Texas 
community  seeks  general  surgeon  for  service 
area  of  20,000.  Candidafe  must  be  willing  to  do 
some  primary  care,  initially.  Hunting,  fishing 
(fresh  and  salt  water)  and  other  recreational 
activities  abound.  Forty-two  bed  hospital  will 
offer  generous  incentive  package  to  qualified 
candidate  Contact:  Barry  Strittmatter 


NORTHEAST  TEXAS 

Regional  medical  center  serving  200,000-1- 
seeks  (non-cardiac)  thoracic/vascular  surgeon 
for  private  practice  opportunity  in  community  of 
27,000  Progressive,  family-onented  community 
with  strong  diversified  economy,  excellent 
schools.  Many  social  and  reaeational  oppor- 
tunities. More  than  1 00  doctors  in  town.  Shared 
call:  comjDetitive  incentive  package  to  qualified 
physician.  Contact:  Vicki  Truitt. 


UROLOGY 


D/FW  METROPLEX 

Urolrigist  needed  in  affluent  NE  Tarrant  County 
community.  On  campus  with  modern  hospital. 
Competitive  incentive  package  to  qualified  can- 
didate. Excellent  schools  and  quality  of  life  with 
attractive  amenities  of  bofh  Dallas  and  Fort 
Worth.  Contact:  Vicki  Truitt. 


Classified  Advertising 


Advertising  Directory 


TX  78701 . 


Houston  Extended  hours  Family  Practice 
available  for  purchase.  Phenomenal  growth 
cun/e  continues  with  1991  charges  to 
exceed  $1.8  Million. 

Contact:  The  RDI  Group,  1428  Irving  St., 
San  Francisco  CA  94122  (415)  661-3033. 


Business  and  Financial 
Services 

Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  cour- 
teous service.  Competitive  fixed  rate.  Physicians  Service 
Association.  Atlanta,  Georgia.  TOLL  FREE  1-800-241- 
6905.  Serving  MDs  for  over  1 0 years. 

Professional  Resume  Services  — Successfully 
serving  physicians  since  1 976.  All  levels  and  specialties. 
Curriculum  vitae  preparation.  Cover  letter  development. 
Career  planning.  Commitment  to  product  quality  and 
client  satisfaction.  Immediate  service.  Effective!  Profes- 
sional. Confidential.  Call  1 -800-933-7598  (24  hours). 
Alan  D.  Kirschen,  M.A. 


Cormed 

Complete  ICD-9-CM  Volume  I & II  Coding 
Software.  Instant  Complete  access  and 
retrieval  of  I CD  codes.  Works  on  most 
computers.  Recently  reviewed  in  JAMA. 

For  information  and  orders  call 
1-800-545-6965.  Corley  Medical  Systems. 
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Publication  of  an  advertisement  in  Texas 
Medicine  is  not  to  be  considered  an  endorse- 
ment or  approval  by  the  Texas  Medical  Asso- 
ciation of  the  product  or  the  service  involved. 


off  Airport  Freeway,  near  Flarris  HEB  and  NE  Community 
hospitals  in  Medical  complex  in  established  location; 
pharmacy  on  premises.  Call  Bill  Wyatt:  81 7 268-61 43  or 
817  481-5158. 

Practices 


Solo  Gynecology  Practice  In 

CARIBBEAN  MEDICAL  MEETINGS 

Beautiful  San  Antonio 

Feb.  1-8,  1992  Bonaire,  Dutch  Caribbean 

For  Sale 

May  2-9,  1992  Cayman  Brae,  Cayman  Islands 

Located  in  Hospital  attached  office 

24  Cat.  1 CME  Credits -Scuba  Diving  Program 

building  in  Medical  Center  in  North- 

O^iedical  O^ieminars. 

west  San  Antonio,  Texas. 

Phone  512  690-9800 

1-800-733-1660 

Selling  Your  Practice?  We  offer  practice  evaluations 
& brokerage,  physician  recruiting,  and  partnership  buy-in 
services.  We  can  help  you  make  the  right  decisions.  For 
a tree  brochure,  call  or  write:  Practice  Dynamics,  Dept  T. 
11222  Richmond,  Ste  125,  Flouston,  TX  77082:  713- 
531-0911. 


Texas:  Busy  solo  IM  practice  for  sale  in  Waco/TX. 
Physician  flexible  on  transition  period.  Current 
gross  receipts  $300,000  yr,  personal  income 
$145,00  yr.  Pleasant  community.  Two  hospitals. 
Fully  equipped/staffed,  Lab/X-Ray.  Medicare 
claims  filed  electronically.  Reason  for  Sale;  Retire- 
ment. Respond  to:  Doctors  Management  Services, 
1105  Wooded  Acres,  #220,  Waco,  TX  76710. 


Active  Pamily  Practice  Available  in  Dallas.  Reply 
to  Ad  Box  787,  TMA  Advertising,  401  West  15th.  Austin, 


UNSECURED  LOANS  $5,000  TO  $50,000. 

Deferred  principal  repayment  option  available  to  all  physi- 
cians. Financial  Resources  Company,  PO  Box  29302, 
Richmond.  VA  23229.  804  741-2841 . 

Continuing  Medicai  Education 


Advertising  Rates  & Data  — Regular  classified 
advertising  sells  for  $2.00  per  word,  minimum  25  words 
or  $50,  per  issue.  We  do  not  count  articles  (a,  an.  the). 
Display  classified  advertising  sells  for  $95  per  column 
inch,  per  month.  A variety  of  typefaces,  logos,  and  bor- 
ders may  be  used  In  display  classified  ads.  Ad  box  num- 
bers can  be  substituted  for  formal  addresses  upon 
request  at  no  extra  cost.  Name  and  address  of  ad  box 
number  listings  cannot  be  given  out  unless  specific  per- 
mission to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  box  number  holders  except  by  mail. 
Federal  laws  prohibit  references  to  race,  color,  religion, 
sex,  natural  origin,  or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  1st  of  the  month  pre- 
ceding publication.  Send  copy  to  Mark  Bizzell,  Classified 
Manager,  TEXAS  MEDICINE,  401  West  15th,  Austin. 
Texas  78701 . 
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BEAN 
AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


USAF 

Health  Professions 
Toll  Free  “STAT” 
1-800-423-USAF 


YOCON' 

YOHIMBINE  HCI 


OescripHim:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaaae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  It  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warniiq:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevabon  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug. '''2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ^ 3 
Dosage  and  Administaation:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ^ 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  ^h.  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  ^plied:  Oral  tablets  of  Yocon'*'  1/12  gr.  5.4  mg  in 


bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 

Referencos: 

1.  A.  Morales  et  al..  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis  i 
of  Therapeutics  6th  ed.,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983.  i 

4.  A.  Morales  etal..  The  Journal  of  Urology  128: 

45-47. 1982.  I 

Rev.  1/85 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 


219  County  Road 
Tenafly,  New  Jersey  07670 

(201)569-8502  1-800-237-9083 


TEXAS  PHYSICIAN 
PLACEMENT  SERVICE 


Save  yourself 
time  and 
frustration. 

Put  the  Texas  Physician  Placement 
Service  and  its  computer  data  bank  of 
practice  opportunities  and  physician 
applicants  to  work  for  you. 

• Fast,  personalized  service 

• Low  placement  fees 

• Free  service  for  physician  applicants 

• All  specialties  accepted 

• Urban  and  rural  placements 

• More  than  150  Texas  practice 
opportunities  currently  on  file 

A Texas-based  matching  service 
offering  Texas  practice  opportunities. 

Call  us  today  at  (512)  370-1403 

A joint  service  of 

Texas  Medical  Association  and 
Texas  Academy  of  Family  Physicians 


PHYSICIANS  CARING  FOR  TEXANS 


Integrated  Medical  System 


Sales  • Invitation  • Trairang  • Support 


Medical  Office  Management  Software 


Claimstronic  Software 

Patient  information  • Claims  • State- 
ments • A/R  • Reports  • Multi-com- 
pany • Multi-doctor  • Electronic 
Claims  • Graphs/Charts  • Word  Proc- 
essor. 


Billing  Service  (DFW  Area) 

Full  Service  • Fax  machine  provided 
Answer  patients  and  insurance  com- 
panies inquiries  • Statements  • Follow 
up  on  claims  • All  reports  • Monthly 
meetings 


UKE  MOST  PEOPLE  HER  AGE. 
SHE  BELONGS  IN  A HOME. 

HER  OWN. 


For  30  years,  it's  been  her  home.  But  now, 
she  could  end  up  in  a nursing  home.  Simply 
because  she  could  use  a hand  shopping  for 
groceries. 

Who  do  you  turn  to  when  you're  all  alone? 

She  got  help  through  a volunteer  shop- 
ping program  for  the  elderly.  They  got  help 
from  the  United  Way.  All  because  the 
United  Way  got  help  from  you. 

You  helped  support  a program  that 
provides  a volunteer  to  do  the  shopping  for 
a 79- year-old  woman.  A woman  w]io  wants 
nothing  more  than  to  live  out 
her  life  in  the  home  she  loves. 


It  brings  out  the  best 
in  allot  us. 


Protect  Your 
Assets, 
Practice  & 
License 


By  Subscribing  to: 


VOLUME  NO.  01 


COPYRIGHT  1992 


THE  HEALTHCARE 

LEGAL  REPORT 


/l,V  INFORMATIONAL  NEWSLETTER  FOR  IIF.AI.TIICARF.  PROFESSIOSAl.i 


trotect  yourself  by  subscribing  to  The  Healthcare 
Legal  Report.  A concise  monthly  newsletter  written 
by  legal  and  healthcare  professionals  featuring 
practical  and  useful  advice  in  the  following  areas; 

• Newest  Trial  Lawyer  Tricks 

• Legislative  'Watch 

• PRO/Medicare/Medlcaid  Regulations 

• Asset  Placement  and  Protection 

• Practice  Pointers  to  avoid  Liability 

• Self-preservation  in  Credentialing 
& State  Regulatory  Matters, 

• And  More. 


• Premier  Issue  January  1992!  • 


Yes!  1 want  to  protect  myself  from  the  hazardous  legal 
climate  with  a subscription  to  The  Healthcare  Legal  Report. 
Enclosed  is  my  $75  subscription  for  12  issues.  Make  payable 
and  Send  tO;  Medical  Information  Publishing  Company 

P.O.  Box  869-B  lacksonville.  FL  32201-0869 

(Check  method  of  payment  below) 
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□ Visa# Exp Name 
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OR  CALL  1(800)829-9855  Sc  ORDER  24HRS  - 7DAYS! 


Courses 


November 

Cardiology 

Nov  7-9,  1991 

Management  of  Complex  Congenital 
Heart  Disease.  Anaheim,  Calif.  Contact 
American  College  of  Cardiology,  Extramu- 
ral Programs,  Dept  5080,  Washington,  DC 
20061-5080  (1-800) 253-4636 

Emergency  Medicine 

Nov  9-10,  1991 

EMS  Quality  Assurance:  Strategies  for 
Optimizing  Patient  Care.  Chicago.  Con- 
tact American  College  of  Emergency  Physi- 
cians, PO  Box  619911,  Dallas,  TX  75261- 
9911  (1-800)  798-1822  or  (214)  550-0911 

Nov  14-15,  1991 

Pediatric  Advanced  Life  Support.  Temple. 
Contact  Scott  & White  Memorial  Hosp, 
Office  of  CME,  2401  S 31st  St,  Temple, 
TX  76508  (817)  774-4083 

Nov  21-22,  1991 

Advanced  Cardiac  Life  Support.  Temple. 
Contact  Scott  & White  Memorial  Hosp, 
Office  of  CME,  2401  S 31st  St,  Temple, 
TX  76508  (817)  774-4083 

Nov  16,  1991 

Diagnostic  Ultrasonography  for  Emergen- 
cy Medicine.  Chicago.  Contact  American 
College  of  Emergency  Physicians,  PO  Box 
619911,  Dallas,  TX  75261-9911  (1-800) 
798-1822  or  (214)  550-0911 

General  Practice 

Nov  16,  1991 

Care  of  the  Burn  Patient  in  the  Communi- 
ty Setting.  San  Antonio.  Contact  St.  Luke’s 
Lutheran  Hosp,  7930  Eloyd  Curl  Dr,  San 
Antonio,  TX  78229  (512)  692-8719 

Internal  Medicine 

Nov  1,  1991 

Issues  in  Medicine.  Houston.  Contact  Bay- 
lor College  of  Medicine,  Office  of  CME, 
One  Baylor  Plaza,  Houston,  TX  77030 
(713)  798-6020 

Obstetrics  and  Gynecology 

Nov  1-2,  1991 

Pelvic  and  Vaginal  Surgery.  San  Antonio. 
Contact  Scott  & White  Memorial  Hosp, 
Office  of  CME,  2401  S 31st  St,  Temple, 
TX  76508  (817)  774-4083 
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Nov  2,  1991 

Role  of  Genetics  in  Current  Obstetrics 
Practice.  Contact  Baylor  College  of 
Medicine,  Office  of  CME,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798-6020 

Nov  5-9,  1991 

Contemporary  Issues  & Practices  in  Ob- 
Gyn.  Dallas.  Contact  The  University  of 
Texas  Southwestern  Medical  Center,  Office 
of  CME,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)  688-2166 

Oncology 

Nov  19-23,  1991 

Advances  in  the  Biology  & Clinical  Man- 
agement of  Melanoma.  Houston.  Contact 
The  University  of  Texas  M.  D.  Anderson 
Cancer  Center,  Conference  Services,  Box 
131,  1515  Holcombe  Blvd,  Houston,  TX 
77030  (713)  792-2222 

Pediatrics 

Nov  21-23,  1991 

Burns  in  Children.  Houston.  Contact  The 
University  of  Texas  Medical  School  at 
Houston,  Office  of  CME,  1100  Holcombe 
Blvd,  HMB  15.1509,  Houston,  TX  77030 
(713)  792-5346 

Psychiatry 

Nov  2,  1991 

Divorce  in  Families.  Houston.  Contact 
Baylor  College  of  Medicine,  Office  of 
CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Nov  6-10,  1991 

Progress  in  Understanding  Post  Concus- 
sion Syndrome.  Dallas.  Contact  Southern 
California  Neuropsychiatric  Institute, 
6794  La  Jolla  Blvd,  La  Jolla,  CA  92037 
(619)  454-2102 

Nov  8-10,  1991 

Group  Therapy  Symposium.  San  Francis- 
co. Contact  University  of  California  at  San 
Francisco,  Extended  Programs  in  Medical 
Education,  Rm  Ls-105,  San  Francisco,  CA, 
94143-0742  (415)  476-4251 

Nov  9,  1991 

A Medical  Approach  to  Depressive  Disor- 
ders. Dallas.  Contact  The  University  of 
Texas  Southwestern  Medical  Center,  Office 
of  CME,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)  688-2166 
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Radiology 

Nov  1-3,  1991 

Diagnostic  Radiology  Update.  Dallas. 
Contact  The  University  of  Texas  South- 
western Medical  Center,  Office  of  CME, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)  688-2166 

Risk  Management 

Nov  2-3,  1991 

RM  Stat!  McAllen.  Contact  Medical  Risk 
Management,  Inc,  2500  City  West  Blvd,  Ste 
300,  Houston,  TX  77042  (713)  789-6518 

Nov  9,  1991 

Ob-Gyn  Risk  Management.  San  Antonio. 
Contact  Medical  Risk  Management,  Inc, 
2500  City  West  Blvd,  Ste  300,  Houston, 
TX  77042  (713)  789-6518 

Nov  15-16,  1991 

RM  Stat!  San  Antonio.  Contact  Medical 
Risk  Management,  Inc,  2500  City  West 
Blvd,  Ste  300,  Houston,  TX  77042  (713) 
789-6518 

Surgery 

Nov  1-2,  1991 

Trauma/Critical  Care  Symposium  for  the 
Primary  Care  Provider.  Dallas.  Contact 
The  University  of  Texas  Southwestern 
Medical  Center,  Office  of  CME,  5323  Har- 
ry Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Nov  15-16,  1991 

Surgery  Update.  Houston.  Contact  Baylor 
College  of  Medicine,  Office  of  CME,  One 
Baylor  Plaza,  Houston,  TX  77030  (713) 
798-6020 

December 

Cardiology 

Dec  8-11,  1991 

Williamsburg  Conference  on  Heart  Dis- 
ease. Williamsburg,  Va.  Contact  American 
College  of  Cardiology,  Extramural  Pro- 
grams, Dept  5080,  Washington,  DC 
20061-5080  (1-800) 253-4636 

Dec  11-13,  1991 

Interpretations  & Treatment  of  Cardiac 
Arrhythmias.  Contact  American  College  of 
Cardiology,  Extramural  Programs,  Dept 
5080,  Washington,  DC  20061-5080  (1- 
800)  253-4636 
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Dec  13-15,  1991 

Advances  in  Heart  Disease.  San  Francisco. 
Contact  American  College  of  Cardiology, 
Extramural  Programs,  Dept  5080,  Wash- 
ington, DC  20061-5080  (1-800)  253-4636 

Dec  13-15,  1991 

Cardiovascular  Symposium.  New  York. 
Contact  American  College  of  Cardiology, 
Extramural  Programs,  Dept  5080,  Wash- 
ington, DC  20061-5080  (1-800)  253-4636 

Internal  Medicine 

Dec  4,  1991 

Issues  in  Medicine.  Houston.  Contact  Bay- 
lor College  of  Medicine,  Office  of  CME, 
One  Baylor  Plaza,  Houston,  TX  77030 
(713)  798-6020 

Emergency  Medicine 

Dec  19-20,  1991 

Advanced  Cardiac  Life  Support.  Temple. 
Contact  Scott  & White  Memorial  Hosp, 
Office  of  CME,  2401  S 31st  St,  Temple, 

TX  76508  (817)  774-4083 

Internal  Medicine 

Dec  4,  1991 

Internal  Medicine  Series.  Houston.  Con- 
tact Baylor  College  of  Medicine,  Office  of 
CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Dec  6-7,  1991 

Gastroenterology  for  the  Primary  Care 
Physician.  Temple.  Contact  Scott  & White 
Memorial  Hosp,  Office  of  CME,  2401  S 
31st  St,  Temple,  TX  76508  (817)  774-4083 

Ophthalmology 

Dec  7,  1991 

Oculoplastic  Seminar.  Dallas.  Contact  The 
University  of  Texas  Southwestern  Medical 
Center,  Office  of  CME,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)  688-2166 

January 

Emergency  Medicine 

Jan  23-24,  1992 

Pediatric  Advanced  Life  Support.  Temple. 
Contact  Scott  & White  Memorial  Hosp, 
Office  of  CME,  2401  S 31st  St,  Temple, 

TX  76508  (817)  774-4083 

Family  Practice 

Jan  19-24,  1992 

Practical  Approaches  to  Common  Problems. 
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Park  City,  Utah.  Contact  Texas  Academy  of 
Eamily  Physicians,  8733  Shoal  Creek  Blvd, 
Austin,  TX  78766  (512)  451-8237 

Jan  24-16,  1992 

Advances  in  Family  Medicine.  League  City. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Practice  Management 
Workshops 


The  following  workshops  and  seminars  are 
sponsored  by  the  Texas  Medical  Associa- 
tion Department  of  Practice  Management 
Services.  Eor  further  information,  contact 
the  TMA  Department  of  Practice  Manage- 
ment Services,  401  W 15th  St,  Austin,  TX 
78701  (512)  370-1422. 

Nov-Dec,  1991 

How  To  Get  Started  in  Medical  Practice 
Nov  1-2,  Galveston;  Nov  6-7,  Dallas; 
Nov  8-9,  Temple;  Nov  15-16,  Lubbock; 
Dec  6-7,  Houston 

How  To  Run  A More  Profitable  Practice 
Dec  10,  Dallas;  Dec  11,  San  Antonio;  Dec 
12,  Houston;  Dec  17,  Tyler;  Dec  18,  Dallas 

Risk  Management 
Seminars 


The  following  course  is  sponsored  by  the 
Texas  Medical  Association  Risk  Manage- 
ment Department.  All  seminars,  unless 
otherwise  announced,  will  be  held  from  7 
pm-10  pm.  For  further  information,  con- 
tact the  TMA  Department  of  Risk  Man- 
agement, 401  W 15th  St,  Austin,  TX 
78701 (512) 370-1300. 

Oct  1991 

Malpractice  Proof  Your  Practice 
Oct  17,  San  Antonio;  Oct  29,  Lubbock 

Calendar  of  Meetings 


•Denotes  Texas  meeting 

October 

Oct  7-10,  1991,  Boston 
American  College  of  Emergency  Physicians 
Annual  Scientific  Assembly  and  CME  Sessions 
Contact  American  College  of  Emergency  Physi- 
cians, PO  Box  619911,  Dallas,  TX  75261-9911 
(1-800)  798-1822  or  (214)  550-0911 


Oct  9-13,  1991,  Washington,  DC 
American  Society  of  Internal  Medicine 
Contact  ASIM,  1101  Vermont  Ave,  NW, 
Ste  500,  Washington,  DC  20005  (202) 
289-1700 

Oct  21-24,  1991,  Chicago 

American  College  of  Surgeons  Annual 

Meeting 

Contact  ACS,  44  E Erie  St,  Chicago,  IL 
60611  (312)  664-4050 

Oct  24-26,  1991,  Boston 
American  Academy  of  Clinical  Psychia- 
trists Annual  Meeting 
Contact  AACP,  PO  Box  3212,  San  Diego, 
CA  92103  (619)  298-4782 

Oct  26-30,  1991,  San  Erancisco 
American  Society  of  Anesthesiologists  An- 
nual Meeting 

Contact  ASA,  515  Busse  Hwy,  Park  Ridge, 
IL  60068 (708) 825-5586 

Oct  26-30,  1991,  San  Francisco 
American  Academy  of  Child  & Adolescent 
Psychiatry  Annual  Meeting 
Contact  AACAP,  3615  Wisconsin  Ave,  NW, 
Washington,  DC  20016  (202)  966-7300 

Oct  27-Nov  1,  1991,  Washington,  DC 
American  Academy  of  Physical  Medicine 
and  Rehabilitation  Annual  Meeting 
Contact  AAPMR,  122  S Michigan  Ave,  Ste 
1300,  Chicago,  IL  60603-6107  (312)  922-9366 

November 

Nov  4—8,  1991,  San  Francisco 
American  College  of  Chest  Physicians 
Contact  ACCP,  911  Busse  Hwy,  Park 
Ridge,  IL  60068  (312)  698-2200 

Nov  5-10,  1991,  Los  Angeles 
American  Society  of  Cytology  Annual  Sci- 
entific Meeting 

Contact  ASC,  1015  Chestnut  St,  Ste  1518, 
Philadelphia,  PA  19107  (215)  922-3880 

Nov  7-9,  1991,  Orlando,  Fla 
Southern  Thoracic  Surgical  Association 
Contact  STSA,  1 1 1 E Wacker  Dr,  Chicago, 
IL  60601  (312)  644-6610 

Nov  15-20,  1991,  New  York 
American  College  of  Allergy  and  Im- 
munology Annual  Meeting 
Contact  ACAI,  800  E Northwest  Hwy,  Ste 
1080,  Palatine,  IL  60067  (312)  359-2800 

Nov  16-19,  1991,  Atlanta 
Southern  Medical  Association 
Contact  SMA,  35  Lakeshore  Dr,  Birming- 
ham, AL  35209  (205)  323-4400 
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Nov  16-19,  1991,  Cleveland 
Association  for  the  Adi'ancement  of  Medi- 
cal Instrumentation 

Contact  AAMI,  3330  Washington  Blvd, 
Ste  400,  Arlington,  VA  22201  (1-800)  332- 
2264, ext  217 

Nov  18-21,  1991,  Anaheim,  Calif 
American  Heart  Association 
Contact  AHA,  7320  Greenville  Ave,  Dal- 
las, TX  75231  (214)  373-6300 

Nov  15-16,  1991,  Austin 

•Texas  Medical  Association  House  of 

Delegates  Interim  Session 

Contact  Sharon  Walker  (House  of  Delegates 
business)  or  Mrs  Dale  Willimack  (meeting 
facilities  and  housing),  TMA,  401  W 15th 
St,  Austin,  TX  78701  (512)  370-1300 


Nov  17-22,  1991,  San  Antonio 
•Association  of  Military  Surgeons  of  the 
United  States  Annual  Meeting 
Contact  AMSUS,  9320  Old  Georgetown 
Rd,  Bethesda,  MD  20814  (301)  897-8800 

December 

Dec  1-6,  1991,  Chicago 

Radiological  Society  ^ North  America 

Scientific  Meeting 

Contact  RSNM,  1415  W 22nd  St,  Tower 
B,  Oak  Brook,  IL  60521  (312)  571-2670 

Dec  2-5,  1991,  Orlando,  Fla 

American  Medical  Association  House  of 

Delegates  Interim  Session 

Contact  AM  A,  512  N State  St,  Chicago,  IL 

60610  (312)  464-5000 


Dec  7-12,  1991,  Dallas 
•American  Academy  of  Dermatology  An- 
nual Meeting 

Contact  AAD,  1567  Maple  Ave,  Evanston, 
IL  (708)  869-3954 

January 

Jan  30-Feb  2,  1992,  Fort  Worth 

•Texas  Society  of  Pathologists  Annual 

Meeting 

Contact  TSP,  401  W 15th  St,  Austin,  TX 
78701 (512) 370-1510 


‘‘There  is  no  such  thing  as  a 
minor  burn. 


Donald  Novick,  M.D. 
Bum  Care  Associates 


If  you  practice  general  medicine  or  nursing,  it's  essential  to  stay  in  touch  with  state-of-the-art  medical 
practices  in  burn  care.  ^ 

In  an  intensive  one-day  conference,  you  can  earn  six  CME  credits  and  update  your  knowledge  with  the 
latest  thinking  on  the  identification  and  treatment  of  burns: 

• Assessing  and  evaluating  the  types  and  extent  of  burn  injuries 

• Understanding  proper  bum  care  management  techniques  in  an  office  setting  versus  the 
bum  unit  setting 

• Knowing  when  it's  appropriate  to  treat  the  patient  in  your  office  and  when  it  is 
necessary  to  involve  a specialist 

• Identifying  and  implementing  strategies  to  promote  maximum  rehabilitation  potential 


Care  of  the  Burn  Patient  in  the  Community  Setting 

Saturday,  November  16 
Wyndham  Hotel  Colonnade,  San  Antonio 

For  information  and  registration  materials, 
call  our  Education  Department  at  512/692-8719. 


ST.  LUKE'S 
LUTHERAN 
HOSPITAL 
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Get  your  next  new  car  from  us., 
a TM A endorsed  company! 


When  the  Texas  Medical  Association 
wanted  to  endorse  a car  company,  they  had 
some  requirements!  They  wanted  a company 
with  integrity,  volume  buying  power,  and 
above  all  SERVICE.  The  TMA  chose  Autoflex 
Leasing. 

Just  one  call  to  us  and  you  get  all  of  the 
above  and  more.  Our  "FLEXLEASE"  is  the 
best  lease  available,  and  it  includes  free  rent 
cars,  no  down  payment  & no  deposit.  You 
pick  out  the  car  of  your  choice  and  we  will 
deliver  it  to  your  home  or  office  the  next  day! 
Sound  simple?  It  is! 


Antoflex 


Since  tax  reform,  there  are  no  advantages 
to  owning  a car.  Interest  write  offs  and  invest- 
ment tax  credits  have  been  eliminated  and 
sales  tax  can  no  longer  be  deducted.  Call  one 
of  our  professionals  today  so  we  can  explain 
our  special  programs  created  exclusively  for 
TMA  members.  So  for  your  next  vehicle, 
whether  you  buy  or  lease,  choose  a company 
the  TMA  endorses.  Choose  Autoflex  Leasing. 
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PHYSICIANS  CARING  FOR  TEXANS 


CONTACT:  LOUIS  MURAD 
OR  PATRICK  MORRISSEY 


1-800-634-0304 


212  W.  Spring  Valley  • Richardson,  TX  750S1  • 214-234-1234 


Change  Your  Practice, 
Your  Address,  Your 
Phone,  Even  Your  State. 

But  Keep  Your  TM  AIT 

With  TMAIT,  you  can  keep  your  life, 
major  medical,  and  disability  insurance 
even  if  you  decide  to  change  your 
practice  from  solo,  group,  clinic,  or 
hospital.  Our  coverages  are  PORTAi^LE- 
meaning  once  you're  insured,  you 
can  take  most  of  your  insurance 
coverages  with  you  whether  you 
change  employers  or  retire.  You 
don't  have  to  re-qualify  and 
worry  about  your  insurability 
with  a new  insurance  company. 

TMAIT  lets  you  sign  up  for  all 
your  life,  health,  and  disability 
insurance  needs  at  one  time.  As  long 
as  terms  of  your  contract  are  met,  you 
can  keep  that  insurance  coverage 
regardless  of  your  age  and  health 
condition. 


For  as  long  as  you  practice  medicine 
and  belong  to  TMA,  TMAIT  can  provide 
you,  your  family  and  your  staff  with 
Major  Medical  and  Life  insurance 
and  can  provide  you,  the  physician, 
with  LHsahility,  Office  Overhead , 
and  Personal  Accident  insurance. 
Once  covered,  we'll  even  continue  to 
cover  you  and  your  family  if  you  leave 
Texas  as  long  as  you  maintain  an  Affi- 
liate Membership  in  TMA.  After  you 
retire  you  can  keep  your  major 
medical  and  life  insurance  coverages. 


I’MAIT  Insurance.  Offering  You  Safety, 
Financial  Stability,  Excellent  Service 
And  Reliability. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


Created  and  endorsed  by  the  Texas  Medical  Association 


To 


TexasMedical 

Association 


Underwritten  by  PRUCO  Life  Insurance  Company  of  Texas,  a subsidiary  of  The  PRUDENTIAL 


P.O.  Box  1707.  Austin, Texas  78767-1707 
In  Austin  370-1776  ■ In  Houston  224-5309 
1-800-880-8181  -63x  512/370-1799 
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Firearm-related 
mortality  in  Texas 

Last  year,  firearms 
surpassed  motor  vehicles 
as  the  leading  cause  of 
injury  mortality  in  Texas. 


Public  Health 
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Patti  J.  Patterson,  MD,  MPH;  Erik  K.  Svenkerud,  MD,  MPH  63 
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High-dose  thrombolytic  therapy  and  angioplasty  for  thrombosis  in  a 
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Blunt  rupture  of  the  heart  in  a child 

By  Jason  G.  Nirgiotis,  MD;  C.  Thomas  Black,  MD 83 


TexasMedical 

Association 


CME/Continuing  Education 
Directory 102 


PHYSICIANS  CARING  FOR  TEXANS 


TEXAS  medicine 


volume  87  NO.  11 


NOVEMBER  199  1 


3 


^ Vol  87  • November  1991 

Board  of  Publication 

Alan  C.  Baum,  MD,  Houston,  Chairman 
Harold  R.  High,  MD,  Cuero,  Vice  Chairman 
Hugh  Lamensdorf,  MD,  Fort  Worth,  Secretary 
E.  Rubin  Bernhard,  Jr,  MD,  San  Antonio 
j.  Forrest  Fitch,  MD,  McAllen 
Earl  L.  Grant,  MD,  Austin 
Byron  L.  Howard,  MD,  Dallas 
Ted  L.  Rankin,  MD,  Longview 
Victor  J.  Weiss,  Jr,  MD,  San  Antonio 
Sam  A.  Nixon,  MD,  Houston,  TMA  President 
William  G.  Gamel,  MD,  Austin,  TMA  President-Elect 
William  Gordon  McGee,  MD,  El  Paso,  TMA  Past  President 
Betty  P.  Stephenson,  MD,  Houston,  Secretary/Treasurer 
Mark  J.  Kubala,  MD,  Beaumont,  Speaker  of  the  House 
Bernard  W.  Palmer,  MD,  San  Antonio, 
Vice-Speaker  of  the  House 


Executive  Vice  President 

Robert  G.  Mickey,  Austin 


Division  of  Medical  Information 

Marilyn  M.  Baker,  Director 


Editorial  Staff 

401  W 15th  St,  Austin  78701 
Telephone  (512)  370-1300 

Kathryn  Trombatore,  Managing  Editor 
Laura  J.  Albrecht,  Associate  Editor 
Mark  Richardson,  Associate  Editor 
Ken  Ortolon,  Legislative  Affairs  Editor' 

Lynn  M.  Alperin,  Clinical  Articles  Editor 
Shari  Henson,  Production  Coordinator 
Karen  Saffell  Phipps,  Editorial  and  Production  Assistant 

Advertising  Staff 

401  W 15th  St,  Austin  78701 
Telephone  (512)  370-1300 

Mark  Bizzell,  Advertising  Manager 
Liz  Cook,  National  Representative 


Design  and  Art  Direction 

Puller  Dyal  & Stamper,  Inc,  Austin 


Editorial  Committee 

Glen  E.  Journeay,  MD,  Austin,  Chairman,  (512)  452-9527 
Timothy  E.  Field,  MD,  Jacksonville,  (903)  586-5993 
Julie  Graves-Moy,  MD,  Houston,  (713)  792-5252 
G.  Richard  Holt,  MD,  San  Antonio,  (512)  590-9124 
Eugene  M.  Hoyt,  Jr,  MD,  Houston,  (713)  797-9191 
Frederick  L.  Merian,  MD,  Yoakum,  (512)  293-3553 
Martin  N.  Raber,  MD,  Houston,  (713)  792-7765 
Fazlur  Rahman,  MD,  San  Angelo,  (915)  949-9555 
Giro  V.  Sumaya,  MD,  San  Antonio,  (512)  567-5247 
Luther  B.  Travis,  MD,  Galveston,  (409)  761-2538 
B.  David  Vanderpool,  MD,  Dallas,  (214)  823-2650 
Susan  Rudd  Wynn,  MD,  Fort  Worth,  (817)  731-7511 


Texas  Medicine  (ISSN  0040-4470)  is  published 
monthly  by  the  Texas  Medical  Association, 

401  W 15th  St,  Austin  78701. 

Copyright  © 1991  by  the  Texas  Medical  Association. 
Owned  and  issued  monthly  by  the  Association. 

Subscriptions 

401  W 15th  St,  Austin  78701 
c/o  Finance  Office 

Subscription  rates  are:  Members,  $20  per  year;  non- 
members and  institutions,  $40  per  year;  foreign,  $48  US 
currency;  single  copy,  $4  plus  $0.32  sales  tax. 


The  articles  published  in  Texas  Medicine  represent  the 
opinions  of  the  authors,  and  do  not  necessarily  reflect 
the  official  policy  of  the  Texas  Medical  Association. 

Publication  of  an  advertisement  is  not  to  be  considered 
an  endorsement  or  approval  by  the  Texas  Medical 
Association  of  the  product  or  service  involved. 


Second  class  postage  paid  at  Austin,  Texas. 


Postmaster: 

Send  address  changes  to  Texas  Medicine, 
401  W 15th  St,  Austin  78701. 


^BPA 

TEXAS  MEDICINE  VOLUME  87  NO.  11 


Texas  Medical  Association  presents 

Preparing  for  RBRVS: 
\bur  1992  Participation 


On  January  1, 1992,  almost  everything  physicians  once  knew  about 
Medicare  payment  goes  out  the  window.  With  the  beginning  of  the 
transition  to  a Medicare  Fee  Schedule,  the  medical  office  faces  not 
only  major  changes  in  fees,  but  a rewriting  of  the  ground  rules  that  is 
often  far-reaching:  New  visit  codes  that  include  time  measurements; 
A new  global  surgery  definition  that  virtually  eliminates  pa3rmentfor 
treating  complications;  A new  national  policy  on  payment  for  mul- 
tiple surgical  procedures;  The  use  of  average,  rather  than  actual, 
time  for  anesthesia  services  These  are  just  a small  sample  of  the  new 
rules  that  Medicare  will  impose  on  the  medical  office  in  1992. 

What  can  you  do  to  cope  vdth  these  changes?  TMA  is  offering  a series 
of  workshops  that  will  educate  you  and  your  staff  and  help  you 
maximize  your  Medicare  reimbursement. 

Schedule  (Subject  to  change) 


Tyler 

Nov.  19 

Fort  Worth 

Dec.  9 

Corpus  Christ! 

Nov.  25 

Abilene 

Dec.  10 

El  Paso 

Nov.  26 

Amarillo 

Dec.  11 

Lubbock 

Dec.  2 

Dallas  (evening) 

Dec.  12 

San  Antonio 

Dec.  4 

Dallas  (morning) 

Dec.  13 

Houston  (evening) 

Dec.  5 

Austin 

Dec.  16 

Houston  ( morning) 

Dec.  6 

Registration 

fee 

son,  $55  for  each  additional  person  from 
the  same  practice.  Non-members  or  office 
staff,  $90  per  person,  $75  for  each  addi- 
tional person  from  the  same  practice. 

These  RBRVS/Participation  workshops 
will  be  conducted  by  Harold  Whittington  of 
Harold  Whittington  & Associates  and  Bar- 
bara Harvey  and  other  senior  representa- 
tives of  the  Medicare  carrier.  Blue  Cross/ 
Blue  Shield  of  Texas. 

To  register  by  phone,  call  TMA 
Practice  Management  Workshops: 
(512)370-1422. 


Harold  Whittington 
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Letters 


Neither  ‘health-care 
providers’  nor  ‘clients’ 
will  do 

Bravo  to  Dr  Joel  E.  Reed  of 
Houston  for  pointing  out  that 
we  should  not  be  addressed  as 
“health-care  providers”  (Texas 
Medicine,  August  1991,  p 16).  We 
are  properly  called  “physicians”  or 
“doctors”  as  has  been  traditional 
through  the  years,  rather  than  some 
moniker  obviously  fashioned  by  bu- 
reaucrats. 

Similarly,  I would  make  the  plea 
that  those  for  whom  we  provide 
care  are  “patients,”  not  “clients.” 

For  some  curious  reason  that 
completely  escapes  me,  some  of  the 
very  best  nursing  schools  have  seen 
fit  to  instruct  their  graduates  to  refer 
to  those  under  their  care  as 
“clients.”  When  I receive  a request 
for  a signature  on  some  nursing  care 
document  that  refers  to  my  patients 
in  this  manner,  I carefully  change  the 
wording,  or  else  return  it  to  the 
nursing  agency  and  ask  that  they 
change  it  before  I will  sign  it. 

Although  we  are  assailed  on  all 
sides,  we  must  adhere  to  the  hon- 
ored traditions  of  our  profession. 

Lloyd  W.  Kitchens,  Jr,  MD,  FACP 
3320  Live  Oak,  Ste  600 
Dallas,  TX  75204 

Health-care  worker: 
why  the  fuss? 

As  the  spouse  of  a health-care 
worker  (oops,  I mean  doctor)  I 
always  enjoy  reading  Texas  Medicine 
to  get  a doctor’s  perspective  on  im- 
portant current  medical  issues.  How- 
ever, the  recent  commentary  by  Dr 
Reed  was  shocking  both  for  its  petti- 
ness and  arrogance.  In  these  days  of 
skyrocketing  medical  costs,  inequities 


in  medical  care,  and  near  epidemic 
proliferation  of  AIDS,  it  is  astound- 
ing to  me  that  the  issue  (non-issue?) 
of  being  labeled  a health-care  worker 
versus  doctor  merits  much  thought, 
let  alone  a forum  in  this  magazine.  It 
is  this  pompous  attitude  that  has 
served  to  alienate  the  medical  profes- 
sion from  the  society  that  it  is  sup- 
posed to  serve.  Please,  let  us  get  our 
priorities  in  order. 


Adel  Youakim 
8100  Cambridge 
Houston,  TX  77054 


HIV-I  testing  not 
covered 

■ recently  had  an  HIV-I  test  per- 
formed in  compliance  with  cur- 
rent well-publicized  recommenda- 
tions and  in  order  to  relieve  any 
possible  concern  by  my  future  surgi- 
cal patients. 

My  health  insurance  is  with  the 
Texas  Medical  Association  Insurance 
Trust.  They  denied  coverage  of  this 
test  for  reason  #19:  “Services  ordered 
by  the  insured  are  not  covered.” 

I feel  that  my  TMA  colleagues 
should  be  warned  of  this  reason  for 
denying  coverage.  In  summary,  don’t 
order  your  own  HIV-I  test. 

Donald  R.  Pohl,  MD 
11811  North  Freeway,  Suite  610 
Houston,  TX  77060 


In  response 

The  TMAIT  Major  Medical 
plan  allows  benefits  for  rea- 
sonably necessary  medical  services 
to  diagnose  or  treat  an  illness  or  in- 
jury. However,  the  plan  excludes 
from  coverage  all  services  ordered 
by  the  insured  physician  for  himself 


or  herself  and  for  other  family  mem- 
bers. This  policy  conforms  to  the 
code  of  ethics  of  the  medical  profes- 
sion that  physicians  not  treat  them- 
selves or  members  of  their  families. 
The  plan  further  excludes  services 
for  patients  in  whom  an  illness  or 
symptoms  are  not  present  and  a di- 
agnosis is  not  applicable. 

Ronald  J.  Pinkenburg,  MD 
Chairman  of  the  Board,  TMAIT 
PO  Box  1707 
Austin,  TX  78767-1707 

Theft,  murder, 
and  drug  warfare: 
a novel  solution 

The  alarming  increase  in  crime 
in  our  cities  and  rural  areas, 
despite  great  effort  and  expense  to 
curb  it,  requires  serious  considera- 
tion of  different  solutions. 

The  vast  majority  of  crimes  are 
committed  to  obtain  money  or  prop- 
erties to  exchange  for  money.  Why 
do  these  criminals  need  so  much 
money?  Primarily  to  obtain  drugs 
from  other  criminals  at  high  cost.  At- 
tempts to  stop  the  import  and  manu- 
facture of  these  drugs,  or  to  imprison 
the  offenders,  have  failed  and  will 
continue  to  fail  as  long  as  the  dealer’s 
financial  reward  is  so  great. 

Taking  the  reward  out  of  drug 
dealing  would  cancel  the  need  for 
drug  users  to  burglarize  our  homes, 
steal  our  cars,  or  rob  us  at  gunpoint. 
If  the  cost  of  drugs  was  just  the  low 
cost  of  producing  them,  drug  users 
could  obtain  them  with  their  own 
money,  instead  of  yours. 

Free  or  low-cost  drugs  would 
save  multimillions  in  expenses  for 
prisons  and  law  enforcement,  which 
have  yielded  little  benefit  so  far.  As 
distasteful,  radical,  or  immoral  as  it 
may  seem,  providing  drugs  to  ad- 
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Table  1 . Texas  Department  of  Health  supplemental  fluoride  dosage  recom- 
mendations by  patient’s  age  and  the  fluoride  content  of  the  water  supply  (ex- 
pressed in  parts  per  miilion). 


Patient’s  age 

0.3  ppm 

0.3-0.7  ppm 

0.7  ppm 

0-2  yrs 

0.25  mg/day 

O mg/day 

O mg/day 

2-3  yrs 

0.50  mg/day 

0.25  mg/day 

O mg/day 

3-16  yrs 

1 .OO  mg/day 

0.50  mg/day 

O mg/day 

diets  at  minimal  costs  would  dra- 
matically reduce  the  crime  in  our 
cities  almost  overnight.  There  would 
be  no  drug  hustlers  on  our  streets  or 
in  school  yards.  Drug  users  would 
not  need  to  rob  or  kill  to  support 
their  very  expensive  habits. 

Even  the  mechanics  of  this  solu- 
tion are  not  so  complex.  Govern- 
ment-sponsored drug  stations,  avail- 
able in  all  areas,  could  sell  the 
formerly  illegal  drugs  to  registered, 
card-carrying  addicts  for  5 cents, 
rather  than  $500. 

I do  not  believe  we  can  continue 
to  function  with  the  increasing  crime 
problem,  and  our  current  efforts  do 
not  offer  a solution.  Although  gov- 
ernment distribution  of  drugs  is,  by 
the  very  nature,  imperfect,  low-cost 
narcotics  for  those  who  choose  to 
live  this  way  would  take  the  power- 
ful profit  motive  away  and  derail  the 
greatest  impetus  to  crime  that  civi- 
lization has  ever  witnessed.  Al- 
though this  would  surely  present 
problems  for  our  society,  the  prob- 
lems would  be  much  more  manage- 
able when  compared  to  the  insolv- 
able  problems  we  face  today. 

If  we  can’t  run  through  the  line, 
let’s  pass. 

Martin  F.  Scheid,  MD 
427  W 20th  St, 
Houston,  TX  77008 


Water  fluoridation  — 
more  isn’t  better 

Recently  a select  panel  of  CDC 
scientists  reviewed  all  credible 
studies  about  water  fluoridation  and 
strongly  endorsed  it  as  the  corner- 
stone of  dental  public  health.  The 
panel  indicated  that  community  water 
fluoridation  is  very  effective  and  com- 
pletely safe.  Even  with  this  endorse- 
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ment,  however,  we  should  consider 
the  effects  of  overdoing  a good  thing. 

The  issue  is  fluorosis  — various 
degrees  of  mottling  or  discoloration 
of  the  teeth  that  can  occur  with  ex- 
cessive ingestion  of  fluoride  before 
the  teeth  erupt. 

Recent  studies  conducted  by  the 
National  Institute  of  Dental  Re- 
search have  revealed  that,  along 
with  still  significant  dental  caries  re- 
duction rates,  the  percentage  of  chil- 
dren who  evidence  fluorosis  has 
grown  from  10%  in  the  1940s  to 
22%  in  1987.  While  all  but  1%  of 
this  increase  falls  in  the  very  mild, 
mild,  or  moderate  category  and, 
therefore,  is  noticeable  only  to  a 
trained  dental  technician  and  is  in 
no  way  detrimental  to  health,  the  is- 
sue deserves  attention. 

Since  the  fluorosis  increase  occurs 
nationwide  without  regard  to  the 
level  of  fluoride  in  the  water,  it  ap- 
pears likely  that  its  primary  cause  is 
the  inappropriate  use  of  highly 
fluoridated  toothpaste  and  other  hy- 
giene products  — products  that  are 
not  meant  to  be  swallowed,  but  are. 

However,  another  likely  source  of 
overfluoridation  may  be  the  fluoride 
supplements  prescribed  for  pediatric 
patients  without  full  consideration 
of  the  child’s  total  fluoride  exposure. 
A physician  must  ascertain  the  level 
of  fluoride  in  a child’s  drinking  wa- 
ter supply  before  prescribing  a 
fluoride  supplement.  This  can  be  de- 
termined by  asking  local  water  sup- 
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ply  officials  or  by  having  a sample  of 
the  patient’s  private  water  supply 
analyzed  in  the  physician’s  office  by 
a staff  member  of  the  nearest  Texas 
Department  of  Health  regional  den- 
tal office.  This  service  is  provided  to 
physicians  at  no  cost. 

After  the  fluoride  level  in  the  wa- 
ter is  known.  Table  1 can  be  used  to 
determine  the  amount  of  fluoride 
supplement,  if  any,  to  be  prescribed. 

No  further  dental  benefits  accrue 
with  additional  fluoride  consump- 
tion after  the  optimal  level  is  at- 
tained. This  is  another  situation 
wherein  the  familiar  adage  applies 
— more  is  not  better. 

Donald  R.  Crow,  DDS 
Chief,  Bureau  of  Dental  and 
Chrome  Disease  Prevention 
Texas  Department  of  Health 
1100  W49th  St 
Austin,  TX  78756-3199 


Express  your  point  of  view  in  Texas 
Medicine. 

To  submit  a letter,  send  it  to  Texas  Medicine, 
TMA,  401  W 15th  St,  Austin  78701.  Please 
type  letters  you  submit  for  pubxlication,  and 
keep  the  length  to  400  words  or  less.  If  neces- 
sary, you  may  include  a few  references,  prefer- 
ably less  than  five.  Letters  are  published  at  the 
discretion  of  the  managing  editor  and  editori- 
al advisors,  and  are  subject  to  editing  and 
abridgment.  Letters  represent  the  opinions  of 
the  authors  and  do  not  necessarily  reflect  the 
policies  of  the  Texas  Medical  Association. 
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December  Texas 
Medicine  to  pay  tribute 
to  UTMB 

In  recognition  of  the  centennial  of 
The  University  of  Texas  Medical 
Branch  (UTMB)  at  Galveston,  the 
Journal  section  of  the  December 
Texas  Medicine  will  be  devoted  to 
articles  by  authors  from  UTMB. 

Byron  J.  Bailey,  MD,  Wiess  pro- 
fessor and  chairman  of  the  depart- 
ment of  otolaryngology  at  UTMB,  is 
guest  editor  of  the  special  section. 

The  articles  scheduled  for  publi- 
cation are: 

“Leaders  of  The  University  of 
Texas  Medical  Branch  at  Galve- 
ston,” by  J.  Andrew  Grant,  MD. 

“Renal  transplantation  in  chil- 
dren: experience  of  23  years  at  the 
children’s  renal  center  of  The  Univer- 
sity of  Texas  Medical  Branch  at 
Galveston,”  by  Luther  B.  Travis, 
MD;  Alok  Kalia,  MD;  Kristene  K. 
Gugliuzza,  MD;  and  Rajendra  N.  Sri- 
vastava,  MD. 

“The  Ilizarov  technique  in  the 
treatment  of  osteomyelitis,”  by  Ja- 
son H.  Calhoun,  MD;  Diane  M. 
Anger;  and  Jon  Mader,  MD. 

“A  new  intravascular  membrane 
oxygenator  to  augment  blood  gas 
transfer  in  patients  with  acute  respi- 
ratory failure,”  by  J.B.  Zwischenberg- 

Delegates  set  to  take 
action 

The  Texas  Medical  Association 
House  of  Delegates  will  meet 
November  15-16  at  the  Doubletree 
Austin  Hotel. 

For  information,  contact  Sharon 
Walker,  TMA,  401  W 15th  St, 
Austin,  TX  78701,  (512)  370-1325. 


Upfront 


er,  MD,  and  Charles  S.  Cox,  Jr,  MD. 

“Multidisciplinary  treatment  of 
facial  skin  cancer,”  by  Karen  H. 
Calhoun,  MD,  and  Richard  F.  Wag- 
ner, MD. 

“Obstructive  sleep  apnea,”  by 
Samuel  T.  Kuna,  MD. 

“Recent  advances  in  clinical  car- 
diac electrophysiology,”  by  David  L. 
Ware,  MD,  and  Marvin  W.  Kronen- 
berg,  MD. 

“UTMB  celebrates  100  years  of 
service  to  Texans,”  by  Dr  Bailey  and 
Thomas  N.  James,  MD,  MACP, 
president  of  UTMB. 

TMA  award 
competition  seeks  top 
medical  stories 

Texas  Medical  Association  is 
calling  on  all  reporters  to  sub- 
mit their  best  1991  health  or  medical 
stories  to  its  35th  Anson  Jones 
Award  competition.  The  association 
also  is  calling  on  physicians  to  en- 
courage worthy  reporters  to  compete 
for  the  coveted  award.  The  Anson 
Jones  Award  recognizes  excellence  in 
communicating  health  and  medical 
information  to  the  public. 

A “call  for  entries”  will  be  mailed 
in  early  November  to  Texas  radio 
and  television  stations  and  newspa- 
pers; consumer  magazines;  and  com- 
pany, trade,  chamber,  and  associa- 
tion employee  publications.  County 
medical  societies  also  will  receive  a 
copy.  The  deadline  for  entries  is  Jan- 
uary 13,  1992. 

Persons  in  the  medical  field  or 
from  medical  and  health-related  in- 
stitutions are  not  eligible  for  the 
competition. 

The  media  award,  a project  of  the 
TMA  Council  on  Communication,  is 
named  for  Anson  Jones,  MD,  a 
pioneer  Texas  physician  who  served 


the  Republic  of  Texas  with  distinc- 
tion as  a member  of  Congress,  secre- 
tary of  state,  and  its  last  president. 

Winners  in  each  of  13  categories 
receive  a $500  cash  award  and 
framed  certificate.  Spanish  language 
entries  now  may  he  submitted  in  a 
new  category  for  the  growing  number 
of  media  that  cater  to  Spanish-speak- 
ing Texans.  Winners  will  be  recog- 
nized at  the  TMA  Annual  Session 
next  May  in  San  Antonio.  Citations 
of  merit  may  be  awarded  as  well;  each 
merit  citation  winner  receives  a 
framed  certificate  from  a county  med- 
ical society  in  a local  ceremony. 

Additional  information  and  entry 
forms  are  available  from  the  TMA 
Public  Relations  Department,  401 
W 15th  St,  Austin,  TX  78701, 
phone  (512)  370-1389. 

Texas  Medicine  adds 
two  new  voices 

Laura  Albrecht  and  Mark 
Richardson  have  been  named 
associate  editors  of  Texas  Medicine. 
Ms  Albrecht  will  write  and  edit  the 
Law  and  Public  Health  sections  of  the 
magazine.  Mr  Richardson  will  handle 
the  Medical  Economics  and  Science 
& Education  sections.  Both  editors 
also  will  write  in-depth  cover  stories. 

Ms  Albrecht  is  the  former  editor 
of  RDH,  The  National  Magazine 
for  Dental  Hygiene  Professionals. 
She  also  has  8 years  of  newspaper 
writing  experience. 

Mr  Richardson,  formerly  a com- 
munications specialist  with  the 
Texas  Department  of  Commerce, 
has  more  than  10  years  of  newspa- 
per writing  experience.  He  also  has 
managed  his  own  publications  and 
marketing  firm. 
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A Legacy  of 

Caring 

Endowment: 

It’s  more  than 
a slogan 

By  Barbara  Langham* 

t’s  the  little  tragedies  we  see  in 
I the  office  everyday  — the  13- 
year-old  who  didn’t  understand  how 
someone  gets  pregnant,  the  22-year- 
old  who  has  just  tested  HIV-positive.” 

With  that  statement,  William  M. 
Rutledge,  MD,  family  practice  physi- 
cian in  Orange,  explains  why  he  and 
hundreds  of  other  physicians  across 
Texas  have  contributed  to  the  first 
phase  of  a fundraising  campaign  to 
create  a permanent  endowment  in  the 
Texas  Medical  Association  Education 
and  Research  Foundation.  Interest 
earned  from  the  new  “A  Legacy  of 
Caring  Endowment”  will  support 
public  health  and  medical  education 
programs  aimed  largely  at  averting 
health  “tragedies”  that  often  result 
from  ignorance  or  misinformation. 

The  campaign,  which  by  mid- 
September  had  surpassed  its  first 
goal  of  $2  million  in  lead  gifts  and 
had  reached  $2.8  million  in  pledges, 
is  entering  a second  phase  that  in- 
volves the  entire  TMA  membership. 
In  November,  all  TMA  physicians 
will  receive  information  in  the  mail 
inviting  them  to  make  contributions. 

“Physicians  understand  the 
needs,”  said  state  campaign  chairman 
Max  Butler,  MD,  of  Houston.  “They 
realize  that  the  endowment  will  be- 
come a major  driving  force  in  the 
state,  and  they  want  to  be  part  of  it.” 

Many  individuals  and  organiza- 
tions have  donated  gifts  of  $50,000 


“■Ms  Langham  is  an  Austin-based  education 
and  human  resources  writer. 
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Leaders  set  the 
pace  at  TMA  1991 
Fall  Leadership 
Conference 


Eager  to  help  organized 
medicine  confront  an 
overabundance  of  chal- 
lenges, more  than  700 
physicians  participated  in 
TMA’s  1991  Fall  Leader- 
ship Conference  held  in  Austin,  September  14. 

It  was  no  surprise  that  two  key  topics  were  Medicare’s  resource-based  rel- 
ative value  scale  (RBRVS)  and  the  ethical  issue 
of  mandatory  HIV  testing  of  physicians. 

While  saying  that  the  basic  RBRVS  concept 
remained  solid,  American  Medical  Association 
Executive  Vice  President  James  S.  Todd,  MD, 
criticized  the  Health  Care  Financing  Adminis- 
tration for  turning  the  “budget-neutral  con- 
cept into  a budget-cutting  tool.”  He  called 
RBRVS  a “survival  issue  for  our  profession” 
and  stressed  the 
need  for  physi- 
cians to  maintain  unity.  “We  cannot  al- 
low the  RBRVS  to  pit  physician  against  physi- 
cian, state  society  against  state  society,  specialty 
against  specialty,”  said  Dr  Todd. 

Discussing  the  volatile  issue  of  mandatory 
HIV  testing,  AMA  Board  of  Trustees  member 
Nancy  W.  Dickey,  MD,  Richmond,  Tex, 
stressed  that  the  AMA  is  opposed  to  manda-  f I' 
tory  testing  because  it  is  not  an  efficient  way 
to  avoid  transmission  of  HIV.  But  she  added  that  health-care  work- 
ers and  physicians  should  be  tested  when  it  is  appropriate  and  that  physi- 
cians must  help  determine  which  exposure-prone  procedures  should  not  be 
performed  by  HIV-infected  physicians  and  health-care  workers. 


to  date.  “It  sounds  magnanimous,  but 
it  really  isn’t,”  said  Dr  Rutledge,  a 
major  contributor.  “A  truly  magnani- 
mous gesture  would  be  to  give  one 
day  a week  to  a public  health  clinic 
— and  all  doctors  have  done  some  of 
that,”  he  added.  In  fact,  a recent 
TMA  survey  showed  that  in  1989 
Texas  physicians  provided  nearly  $1 
billion  in  charity  care,  with  no  expec- 
tation of  payment.  (They  provided 
another  $948  million  in  unpaid  care, 
which  they  wrote  off  as  bad  debts.) 

But,  Dr  Rutledge  pointed  out,  the 
endowment  earnings  will  fund  educa- 
tional programs,  something  sorely 
needed  in  Texas.  “The  state  can’t  af- 
ford to  do  everything,”  he  said,  noting 
the  woeful  inadequacy  of  the  state’s 
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preventive  health  and  welfare  systems. 

“The  more  we  educate,  the  more 
we  can  improve  health  care,”  said  Dr 
Butler.  As  an  example,  he  explained 
how  the  Harris  County  Medical  Soci- 
ety recently  spent  $100,000  to  pub- 
lish educational  materials  on  prevent- 
ing AIDS.  No  one  can  say  absolutely 
that  the  materials  have  saved  a per- 
son’s life,  he  said,  “but  I’ve  got  to 
think  they’ve  done  some  good.”  If 
the  booklets  keep  only  one  person 
from  contracting  the  virus,  they  are 
worth  the  expense,  since  hospital 
treatment  for  one  AIDS  patient  costs 
well  over  $100,000.  “And  that 
doesn’t  take  into  account  the  savings 
in  human  suffering,”  he  added. 

Actually,  AIDS  education  is  only 
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Program  priorities 

riorities  for  endowment  fui 
ing  were  identified  by  th 
TMA  Board  of  Trustees,  the  TMA 
Education  and  Research  Foundation 
Board,  as  well  as  councils,  commit- 
tees, and  the  House  of  Delegates  as 
those  having  highest  opportunity  for 
improving  health  and  meeting  the 
criteria  for  a 501(c)(3)  tax-exempt 
organization. 

Priority  programs  that  may  re- 
ceive funding  as  money  becomes 
available  from  the  endowment  are: 

Public  health 

• border  health; 

• adolescent  health; 

• AIDS  prevention; 

• anti-tobacco  education. 

Medical  information  and  education 

• continuing  medical  education 
materials  to  update  physicians  on 
wellness  and  disease-prevention 
issues; 

• the  Information  Response  Sys- 
tem, a computerized  data  base  to 
answer  questions  about  health  is- 
sues and  services; 

• a mentor  program  to  maintain 
and  enhance  quality  of  care  in 
small  and  rural  hospitals; 

• an  educational  program  to  re- 
cruit promising  students  into 
medicine  and  health  careers; 

• a book  on  the  history  of  medicine 
in  Texas; 

• a physician  recruitment  and  case 
management  program  to  improve 
patient  access  to  health  care  in 
rural  areas;  and 

• informational  materials,  includ- 
ing a subscription  newsletter,  on 
pertinent  health  topics. 


io 


one  of  several  priority  areas  that 
need  funding.  As  the  endowment 
grows,  money  will  go  to  as  many  pri- 
ority programs  as  possible.  The  first 
to  receive  funding,  however,  will  be 
border  health  and  adolescent  health. 

‘Slowly  ticking  time  bomb’ 

The  2,000-mile  border  across  the 
southern  United  States  represents  a 
“slowly  ticking  time  bomb,”  accord- 
ing to  Laurance  Nickey,  MD,  direc- 
tor of  the  El  Paso  City-County 
Health  Unit.  Hordes  of  immigrants 
seeking  work  at  the  border  have  set- 
tled in  shanty  towns,  known  as  co/o- 
nias,  with  grossly  inadequate  water 
and  sewage  systems.  In  addition,  tons 
of  chemicals  and  sewage  are  regular- 
ly dumped  into  the  Rio  Grande.  As  a 
result,  ground  water  has  become  con- 
taminated,  segments  of  the  Rio 
Grande  are  too  polluted  for  human 
contact,  and  diseases  such  as  hepati- 
tis and  tuberculosis  occur  at  two  to 
three  times  the  national  average. 

Equally  frightening,  a cholera 
epidemic  that  has  claimed  2,000 
deaths  in  Peru  is  sweeping  north- 
ward. “It’s  just  a matter  of  time  be- 
fore it  hits  the  colonias,”  says 
Catherine  Edwards,  PhD,  director  of 
the  TMA  public  health  and  scientific 
affairs  department.  Although 
cholera  responds  rapidly  to  tetracy- 
cline, this  antibiotic  is  not  widely 
available  in  Latin  American  coun- 
tries. Furthermore,  the  massive  diar- 
rhea that  accompanies  the  disease  so 
severely  dehydrates  its  victims  that 
they  can  die  unless  rehydrated  with- 
in the  first  24  hours.  “Many  people 
don’t  know  that,”  Dr  Edwards  said. 

To  prevent  cholera  and  other  dis- 
eases, border  residents  need  to  learn 
how  to  make  their  water  safe  until 
cities  can  build  proper  water  and 
sewage  facilities.  They  also  need  im- 
munizations, information  about  sani- 
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tary  practices,  and  other  standard 
public  health  measures  that  most  Tex- 
ans take  for  granted.  Already  TMA 
has  called  public  attention  to  border 
health  problems  by  establishing  an 
annual  border  health  conference;  the 
association  has  also  worked  for  pas- 
sage of  state  water  bonds  to  bring  ad- 
ditional water  hookups  to  the  colo- 
nias.  As  a next  step,  TMA  plans  to 
establish  the  Border  Health  Project 
Fund  to  respond  to  immediate  needs. 

“Border  problems  are  not  just  iso- 
lated to  the  million  or  so  people  who 
live  there,”  said  TMA  President  Sam 
Nixon,  MD,  of  Houston.  Because  of 
modern  transportation,  “whatever 
affects  the  border  will  soon  affect  the 
people  in  Chicago.”  He  believes  that 
TMA  serves  as  a catalyst  in  bringing 
together  federal  and  state  agencies, 
charities,  agriculture,  and  industry  to 
address  border  issues. 

Adolescents  at  risk 

Although  medical  science  has  virtual- 
ly eliminated  the  threat  of  polio  and 
other  childhood  diseases,  adolescents 
growing  up  in  Texas  face  grave  health 
risks.  Youth,  especially  young  men, 
are  more  likely  to  die  of  car  wrecks, 
homicide,  or  suicide  than  any  disease. 
Alcohol  consumption  continues  to  es- 
calate. In  one  recent  survey,  13%  of 
Texas  high  school  seniors  said  they 
went  to  class  “drunk”  at  least  once 
during  the  previous  year. 

By  age  17,  probably  half  of  both 
boys  and  girls  are  sexually  active.  As 
a result,  AIDS  is  increasing  among 
teens,  and  the  rate  of  unwanted 
pregnancies  remains  high.  Every  half 
hour  in  Texas,  a teen  mother  (17  or 
younger)  gives  birth. 

“Adolescents  are  highly  sensitive 
— to  fears,  shame,  loss,  infringe- 
ments on  their  self-esteem,”  said  Dal- 
las psychiatrist  Byron  Howard,  MD, 
a member  of  the  TMA  Board  of 
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Trustees  who  chairs  the  North  Texas 
Campaign  Commitee.  That  inner  tur- 
moil becomes  “aggravated”  through 
alcohol  and  substance  use.  Conse- 
quently, when  drinking  or  using  drugs, 
teenagers  may  engage  in  behavior  they 
might  otherwise  avoid,  sometimes 
with  calamitous  results. 

“Most  people  don’t  realize 
the  interplay  of  substance  abuse  with 
unwanted  pregnancies  and  suicides,” 
said  Dr  Howard,  but  “it’s  there  in 
80%  to  90%  of  the  cases.”  He  be- 
lieves a massive  campaign  is  needed 
to  educate  parents,  teachers,  health- 
care professionals,  and  the  public 
about  preventing  substance  abuse 
and  improving  mental 
health  in  adolescents. 

As  a starting  point, 
the  TMA  Adolescent 
Health  Task  Force 
proposes  a compre- 
hensive resource  di- 
rectory and  toll-free 
youth  services  num- 
ber that  school 
officials  and 
professionals  could  use  in  assisting 
adolescents  and  their  families. 

Leadership  on  ‘compelling’  issues 

The  compelling  issues  facing  med- 
icine in  the  1990s  clearly  point  to  a 
need  for  public  health  and  education- 
al programs.  But  “medicine  has  al- 
ways faced  compelling  issues,”  said 
Jesse  D.  Cone,  MD,  family  practice 
physician  in  Odessa.  Before  the  turn 
of  the  century,  for  example,  Texas 
had  frequent  outbreaks  of  malaria, 
typhoid,  smallpox,  and  other  dis- 
eases. Few  towns  had  adequate  hos- 
pitals, and  physicians  could  practice 
without  a license.  “Physicians  have 
always  had  to  identify  the  challenges 
and  inform  the  public  about  disease.” 

Today  is  no  different.  “TMA  is 
the  only  organization  in  Texas  that 


addresses  public  health  as  a whole,” 
said  Bernard  Palmer,  MD,  otolaryn- 
gologist in  San  Antonio.  “We  have 
the  greatest  credibility  of  any  medi- 
cal organization — with  the  legisla- 
ture, the  governor,  the  business  com- 
munity, and  the  general  public.” 

That  leadership  role  became  more 
apparent  when  the  TMA  House  of 
Delegates  approved  a strategic  plan 
for  the  1990s  and  identified  program 
priorities.  To  do  everything  the  dele- 
gates wanted,  the  TMA  board  real- 
ized that  “the  operating  budget  was- 
not  enough,”  said  TMA  Executive 
Vice  President  Bob  Mickey.  The 
board  also  realized  that  the  solu- 
tion would  have  to  be  long-term; 

hence,  the  idea  of  an 
endoment,  a fund  that 
would  continue  to 
produce  income  with- 
out eroding  its  base, 
began  to  evolve. 

“This  is  not  the 
usual  charity  giv- 
ing, where  the  mon- 
ey is  spent  the 
next  year,”  said  Dr 
Howard.  Instead,  the  endowment 
means  “leaving  a legacy,  a gift  that  is 
handed  down  year  after  year.”  The 
fund  was  named  “A  Legacy  of  Car- 
ing” in  keeping  with  the  TMA  theme, 
“Physicians  Caring  for  Texans.” 

In  kicking  off  fundraising  efforts 
last  fall,  campaign  leaders  divided 
the  state  into  17  regions,  each  with 
its  own  committee.  More  than  250 
physicians  volunteered  as  committee 
members  and  personally  solicited 
contributions  from  other  physicians 
in  their  regions. 

Jim  Rohack,  MD,  a cardiovascu- 
lar surgeon  in  College  Station  and 
member  of  the  Central  Texas  Cam- 
paign Committee,  believes  three  key 
points  were  crucial  in  obtaining  con- 
tributions: (1)  members  favored  the 


IVpes  of  gifts 

All  gifts  to  the  endowment  are 
tax-deductible.  Physicians 
should  check  with  their  financial  ad- 
visors to  obtain  the  best  tax  advan- 
tages. Gifts  may  take  several  forms, 
including: 

• outright  gift  of  cash  or  cash 
pledge,  payable  over  3 to  5 
years; 

• stocks,  bonds,  or  other  securities; 
• real  estate  or  other  property; 

• life  insurance,  fully  or  partially 
paid  policies  as  well  as  new 
policies; 

• bequest; 

• trust;  and 

• life  income  plan  or  gift  annuity. 


creation  of  an  endowment  fund  over 
a dues  increase;  (2)  donations  could 
be  deducted  from  income  taxes;  and 
(3)  donors  would  receive  recognition. 

“Within  the  profession,  recogni- 
tion means  something,”  Dr  Rohack 
said.  The  thought  of  “walking  into 
your  association’s  building  and  see- 
ing your  name  on  a plaque  has  a 
nice  ring  to  it  — you  feel  good 
about  it.” 

The  campaign  will  recognize 
donors  at  four  levels:  Benefactor, 
$50,000  or  more;  Patron,  $20,000 
to  $49,999;  Honor  Roll,  $5,000  to 
$19,999;  and  Friend,  $1,000  to 
$4,999.  Donors  who  give  at  these 
levels  will  have  their  names  dis- 
played prominently  on  the  donor 
wall  in  the  new  TMA  building  in 
Austin.  In  addition,  donors  who 
pledge  $5,000  or  more  by  April  1, 
1992,  will  receive  special  recognition 
as  “Founders”  of  the  A Legacy  of 
Caring  Endowment  Fund. 

Some  physicians  took  the  cam- 
paign to  their  clinics  and  group  prac- 
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dees.  For  example,  Capitol  Anesthe- 
siology Associates  of  Austin  pledged 
a large  cash  gift  over  several  years  in 
keeping  with  its  corporate  philoso- 
phy of  “turning  part  of  our  reward 
back  into  the  system,”  said  James  P. 
McMichael,  MD.  The  group,  which 
enjoys  a significant  record  of  con- 
tributing to  local  health  causes,  cast 
aside  the  amount  originally  proposed 
and  chose  a larger  amount.  Giving  as 
an  organization,  said  Dr  McMichael, 
is  “less  painful  than  writing  a per- 
sonal check.” 

Some  contributions  reflect  a fami- 
ly “legacy  of  caring.”  Dr  Cone,  who 
chairs  the  Odessa/Midland  Cam- 
paign Committee,  gave  a substantial 
contribution  and  later  discovered 
that  son  Jeff,  a neurosurgeon  in 
Amarillo,  gave  an  equally  large  do- 
nation. “I  didn’t  solicit  Jeff’s  help,” 
Dr  Cone  said.  “He’s  just  oriented 
that  way.  Maybe  it’s  family  values.” 

Nick  N.  Shroff,  MD,  a urologist 
in  Midland,  and  Nalin  H.  Tolia, 
MD,  an  ophthalmologist  in  Odessa, 
decided  that  the  campaign  would  be 
a perfect  vehicle  for  demonstrating 
the  commitment  and  caring  of 
physicians  from  India  who  have 
made  Texas  their  home.  As  a result, 
Drs  Shroff  and  Tolia  and  other  lead- 
ers of  the  Texas  Indo-American 
Physicians  Society  (TIPS)  are  con- 
ducting a special  campaign  to  raise 
$2  million  in  insurance  gifts  for  the 
endowment.  “We  care  for  Texas  pa- 
tients as  much  as  anyone,”  said  Dr 
Tolia.  “The  ultimate  beneficiary  is 
your  neighbor,  my  neighbor.” 

Gifts  of  life  insurance  offer  an  af- 
fordable way  to  be  generous.  The 
donor  assigns  a policy,  whether  it  is 
completely  paid,  partially  paid,  or 
newly  purchased,  to  the  foundation 
and  immediately  gets  recognition  for 
the  policy’s  full  face  value.  Physi- 
cians may  buy  new  policies,  special- 


ly designed  for  charitable  fundrais- 
ing, from  their  own  agents  or 
through  the  foundation. 

A gift  of  life  insurance  is  one  way 
that  some  physicians  have  chosen  to 
honor  family  members.  For  exam- 
ple, Dr  Palmer  bought  a life  insur- 
ance policy  on  his  daughter,  Patricia, 
a San  Antonio  physician,  and  named 
the  TMA  Education  and  Research 
Foundation  as  a beneficiary. 

When  purchasing  life  insurance 
through  the  foundation,  a donor  may 
pay  the  premiums  in  a lump  sum  or 
spread  them  over  3 to  5 years.  The 
rate  depends  on  the  insured’s  gender, 
age,  and  smoking  habits,  but  general- 
ly it  represents  only  a fraction  of  the 
policy’s  face  value. 

Giving  insurance  stretches  a 
donor’s  capacity  to  give.  “It’s  a way 
that  younger  physicians  can  partici- 
pate without  becoming  strapped 
financially,”  said  Dr  Rutledge. 

Donors  sometimes  react  with  sur- 
prise when  they  learn  how  easy  a 
purchase  can  be.  Under  the  founda- 
tion plan,  the  policies  are,  in  insur- 
ance jargon,  “simplified  issue,” 
which  means  that  the  insured  usual- 
ly need  not  obtain  a physical  exami- 
nation. One  merely  signs  a state- 
ment that  one  is  in  good  health. 

Insurance  gifts  provide  tangible 
support  for  the  fund’s  purpose  and 
ensure  long-term  funding.  They  also 
have  “living”  cash  value,  since  a 
death  does  not  have  to  occur  before 
the  foundation  has  access  to  them. 

Besides  insurance  and  cash,  dona- 
tions may  take  a variety  of  forms. 
(See  “Types  of  gifts,”  p 11.)  Cam- 
paign officials  encourage  gifts  of  all 
sizes,  including  memorials  and  trib- 
utes that  honor  relatives,  friends, 
and  business  associates.  “We  hope 
that  physicians  will  remember  the 
endowment  now  and  in  the  future 
when  they  wish  to  make  a commem- 


How  do  I give? 

For  further  information  on  con- 
tributing to  A Legacy  of  Car- 
ing Endowment,  see  the  brochure  to 
be  mailed  to  TMA  members  in 
November,  or  contact  the  TMA  Re- 
source Development  Department, 
401  W 15th  St,  Austin,  TX  78723, 
phone  (512)  370-1370. 


orative  gift,”  said  Sharon  Bettis, 
TMA  resource  development  director. 

Foundations  and  corporations 
also  will  be  asked  to  support  pro- 
jects in  key  program  areas. 

But  TMA  members  must  demon- 
strate their  commitment  first.  “If 
doctors  won’t  support  our  efforts  at 
starting  an  endowment,”  said  Ted 
Rankin,  MD,  Longview,  cochair  of 
the  Northeast  Texas  Committee,  “we 
can’t  ask  others  to  help  build  it.” 

Physicians  form  a frequent  target 
of  fundraising.  “I  had  five  charity 
solicitations  in  one  day’s  mail,”  said 
Dr  Butler.  Furthermore,  government 
regulation,  taxes,  and  day-to-day 
business  hassles  can  sometimes  dis- 
courage an  altruistic  bent.  “It  takes 
a real  effort  to  rise  above  that  per- 
sonally,” said  Dr  Cone.  “A  doctor 
might  say,  ‘To  heck  with  it.  I’ll  just 
put  my  money  in  my  sock.’  This 
calling  has  risen  above  that.” 

Most  donors  view  the  endow- 
ment as  a way  to  enlarge  the  scope 
of  TMA’s  service  to  the  public.  The 
public  service  mission  sometimes 
gets  overlooked,  said  Dr  Rohack, 
because  socioeconomic  issues  “seem 
to  get  better  press  in  Austin.” 

Most  physicians  spend  their  time 
“quietly  doing  their  jobs,”  said  Dr 
Cone.  With  the  endowment,  “We’re 
making  a strong  statement  to  our  pa- 
tients that  we’re  in  there  pitching.” 
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TMA  President 
Sam  A.  Nixon,  MD, 
Houston,  left, 
thanks  James  P. 
McMichael,  MD, 
Austin,  for  the 
pledge  given  by 
Capitol  Anesthesi- 
ology Associates 
of  Austin. 


A reception  honoring  “A  Lega- 
cy of  Caring”  endowment 
campaign  donors  and  campaign  vol- 
unteers was  held  at  the  Stouffer 
Austin  Hotel  during  the  TMA  1991 
Fall  Leadership  Conference  in 
September.  This  was  the  first  event 
honoring  donors. 


LaDon  W.  Homer, 
MD,  Fort  Worth, 
congratulates 
Margie  B. 

Peschel,  MD,  Fort 
Worth,  on  the  suc- 
cess of  the  Fort 
Worth/Midwestern 
Campaign  Com- 
mittee she 
cochaired. 


C.  Mike  Jones,  MD,  San  Angelo,  left,  presented 
a gift  for  the  campaign  from  his  Angelo  Clinic 
Association  to  Max  C.  Butler,  MD,  Houston, 
state  campaign  chairman. 


Adib  R.  Mikhail, 
MD,  Houston,  left, 
and  Byron  L. 
Howard,  MD,  Dal- 
las, chairman  of 
the  Dallas/North 
Texas  Campaign 
Committee,  dis- 
cuss the  various 
ways  to  make 
gifts  to  the 
campaign. 


J.  James  Rohack,  MD,  College  Station,  left,  Byron 
L.  Howard,  MD,  Dallas,  chairman  of  the 
Dallas/North  Texas  committee,  and  Ted  L.  Rankin, 
MD,  Longview,  cochairman  of  the  East  Texas  and 
Northeast  Texas  committees,  with  the  campaign 
goal  chart  and  list  of  A Legacy  of  Caring  donors. 


Mark  J.  Kubala,  Jr,  MD, 
Beaumont,  left,  cochairman 
of  the  Southeast  Texas  Com- 
mittee, Mrs  Kubala,  William 
T.  Hill,  MD,  Houston,  and  Max 
C.  Butler,  MD,  Houston,  state 
campaign  chairman,  cele- 
brate the  success  of  the  en- 
dowment campaign. 


John  D.  Bonnet, 
MD,  Temple,  left, 
and  Harold  R. 
High,  MD,  Cuero, 
compare  notes  on 
their  respective 
local  campaigns. 
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Contributors  TO  THE  ItxAS  Medical  Association 
Education  and  Research  Foundation 

“A  LEGACY  OF  CARING"  ENDOWMENT  FUND 

Contributors  committing  $1,000  or  more  to  the  "A  Legacy  of  Caring" 
Endowment  Fund  through  September  30, 1991  are  listed  by  donor  category. 


BENEFACTOR 

Gifts  of  $50,000  or  more 

George  G.  Alexander,  M.D. 

Angelo  Clinic  Association 
LarrieW,  Arnold,  M.D. 

Charles  W.  Bailey,  Sr.,M.D.  and 
Charles  W.  Bailey,  Jr.,  M.D. 

E>r.  and  Mrs.  Phil  H.  Berry 
Harold  C.  Boehning,  M.D. 

Dr.  and  Mrs.  Max  C.  Butler 
Jeffrey  D.  Cone,  M.D. 

Dr.  and  Mrs.  J.  D.  Cone 
James  W.  Cottingham,  M.D. 

Dr.  and  Mrs.  Dennis  J.  Factor 
William  G.  Gamel,  M.D. 

Dr.  and  Mrs.  William  T.  Hill 
Dr.  and  Mrs.  LaDon  W.  Homer  and 
Dr.  and  Mrs.  Kevin  S.  Homer 
Dr.  and  Mrs.  Byron  L.  Howard 
Dr.  and  Mrs.  Richard  J.  Joseph 
Dr.  and  Mrs.  Mark  J.  Kubala 
Dr.  and  Mrs.  Thomas  H.  McConnell 
Dr.  and  Mrs.  Adib  R.  Mikhail 
Robert  G.  Mickey 
Bernard  W.  Palmer,  M.D.  and 
Patricia  Lee  Palmer,  M.D. 

Leonard  Riggs,  Jr.,  M.D. 

J.  James  Rohack,  M.D. 

William  M.  Rutledge,  M.D. 

Jerry  W.  Sayre,  M.D. 

Dr.  and  Mrs.  Anthony  P.  Sertich,  Jr.  and  Trey 
John  H.  Smith  M.D.  and  Shannon  Smith,  M.D. 

Herbert  L.  Steinbach,M.D  and  Sandra  Steinbach,  M.D. 
Betty  P.  Stephenson,  M.D. 

Charles  T.  Stephenson,  M.D. 

Dr.  and  Mrs.  Barry  Uhr 

Texas  Indo-American  Physicians  Society 

Sudhir  Amaram,  M.D. 

Sajjadul  and  Nasreen  Islam 

Dr.  and  Mrs.  and  Sambasiva  Rao  Marupudi 

Sujani  and  Jayaram  Naidu 

Dr.  and  Mrs.  Mahendra  J.  Patel 

U.  Prabhakar  Rao,  M.D. 

Leena  and  Nick  Shroff,  M.D. 

Kamal  and  Nalin  Tolia 

PATRON 

Gifts  of  $20,000  to  $49,999 

Senator  Betty  and  Dr  Andy  Andujar 
Jim  Bob  Brame,  M.D. 

Capitol  Anesthesiology  Associates  of  Austin 

Dallas  Academy  of  Medicine 

Allen  R.  Garcia,  M.D.  and  Manuel  M.  Garcia,  M.D. 

Art  and  Delores  Jansa 

Jack  Bennett  Lee,  M.D.,  J.D. 

Wm.  L.  McGavran,  III,  M.D. 

Ronald  J.  Pinkenburg,  M.D. 

San  Antonio  Head  and  Neck  Surgery 

Dr  and  Mrs.  G.  Douglas  Tatum  and  Dr.  Leslie  Tatum 

Dr.  and  Mrs.  James  M.  Watts 

HONOR  ROLL 

Gifts  of  $5,000  to  $19,999 

Dr.  Joe  and  Mary  Abell 
James  A.  Allums,  M.D. 

Ruth  M.  Bain,  M.D. 

Ann  L.  and  Richard  L.  Ballard 
Charles  D.  Bessire,  M.D. 

Joaquin  G.  Cigarroa,  Jr.,  M.D. 

Howard  R.  Dudgeon,  Jr.,  M.D. 

Mylie  E.  Durham,  Jr.,  M.D. 

Dr.  and  Mrs.  Jack  L.  Eidson 
Galveston  County  Medical  Society 
Patrick  E.  Gibson,  M.D. 

Roland  and  Rosemary  Goertz 
Earl  L.  Grant,  M.D. 

R.  M.  Hampton,  M.D. 

R Moss  Hampton,  M.D. 

William  M.  Hibbitts,  M.D. 


Burton  W.  Hink,  Jr.,  M.D. 

Dr.  Gerald  H.  and  Audrey  Holman 
Walter  Kim  Howard,  M.D. 

Dr.  and  Mrs.  J.  Daniel  Johnson 
H.  W Kilpatrick,  III,  M.D. 

Billie  and  Braswell  Locker 
Randal  B.  Macurak,  M.D. 

James  C.  Mann,  Jr.,  M.D. 

Terrance  A.  McBumey,  M.D. 

Medical  and  Surgical  Clinic  of  Tyler 
Vernon  L.  Medlin,  M.D. 

Robert  D.  Moreton,  M.D. 

Dr.  and  Mrs.  Sam  A.  Nixon 
Otolaryngology  Head  & Neck  Surgery 
Associates  of  Texarkana 
Radiology  Associates  of  Abilene 
Ted  L.  Rankin,  M.D. 

Jack  S.  Rice,  Jr.,  M.D. 

Dr.  and  Mrs.  Ed  W.  Schmidt 
Jagdish  Chandra  Sharma,  M.D. 

Dr.  Joe  Ed  and  Mary  Lynn  Smith 
J.  Marvin  Smith,  III,  M.D. 

Dr.  and  Mrs.  Perry  C.  Talkington 
Dr.  and  Mrs.  Charles  R.  Tanner 
Larry  D.  Tatum,  M.D. 

Fenwick  L.  Watts,  M.D.,  PA 
Rocky  and  Susan  Wilcox 
Drs.  Ralph  and  Susan  Wynn 
Bruno  Ybarra  Family 
Anonymous  Doners 

FOUNDERS 

Those  giving  to  the  initial  Campaign  at  the 
Benefactor,  Patron  and  Honor  Roll  level  will  be 
given  special  recognition  In  the  new  building  as 
Founders  of  the  "A  Legacy  of  Caring" 
Endowment  Fund. 


FRIEND 

Gifts  of  $1,000  to  $4,999 

Abilene  Anesthesia  Group,  P.A 
Dr.  Juan  and  Olga  Amell 
Anesthesia  Care  Inc.  of  Fort  Worth 
Dr.  and  Mrs.  Harold  T.  Baber 
Ravinder  R.  Bachireddv,  M.D. 

Joseph  S.  Bailes,  M.D. 

Betty  S.  Ball,  M.D. 

Richard  P.  Baltz,  M.D. 

Alan  C.  Baum,  M.D. 

Robert  Bernstein,  M.D. 

Sharon  and  Richard  Bettis 
James  William  Black,  Jr.,  M.D. 

George  L,  Bohmfalk,  M D. 

Burnett  & Associates  Anesthesia 

Tiny  Butler 

Chris  Butschek,  M.D. 

Clyde  M.  Caperton,  M.D. 

Cardiology  Consultants  of  Abilene 
Cardiovascular  Associates  of  Harlingen 
Dr.  and  Mrs.  David  Carlson 
Robert  P.  Carroll,  Jr.,  M.D. 

Dr.  and  Mrs.  Fred  F.  Castrow,  II 
Ralph  Cepero,  M.D. 

Christopher  S.  Chenault,  M.D. 

Dr.  and  Mrs.  Gerardo  A.  Chica 
Karamat  U.  Choudhry,  M.D. 

Margaret  G.  Cigarroa,  M.D. 

Ricardo  G.  Cigarroa,  M.D. 

Mark  R.  Coffman,  M.D. 

Dr.  and  Mrs.  Frank  Cohen 
Charles  Max  Cole,  M.D. 

Ben  M.  Colletti,  M.D. 

Dr.  and  Mrs.  Joseph  H.  Crumbliss 
John  M.  Dodge,  M.D.,  F.A.C.O.G. 
Marshall  K.  Dougherty,  M.D. 

Elwood  J.  Eichler,  M.D. 

Dr.  and  Mrs.  R.  F.  Ellzey 
Albert  B.  Finch,  M.D. 

Dr.  and  Mrs.  Joseph  M.  Finley 
James  Forrest  Fitch,  M.D. 


Ted  Forsythe,  M.D. 

Gastroenterology  Assodates  of  Abilene 
Dr.  and  Mrs.  Mario  O.  Gonzalez 
James  M.  Graham,  M.D. 

L.  Don  Greenway,  M.D. 

Dr.  and  Mrs.  M.  W.  Haisten 
Richard  J.  Hausner,  M.D. 

Richard  Herron,  M.D. 

Harold  R.  High,  M.D. 

Ching  Ho,  M.D. 

Charles  E.  Hollingsworth,  II,  M.D. 

L.  Shannon  Holloway,  M.D. 

Sim  Hulsey,  M.D. 

M.  Reza  Jahadi,  M.D. 

Dr.  and  Mrs.  Frederick  Joyce 
Art  L.  Klawitter,  M.D. 

Rebecca  A.  Knapp,  M.D. 

Michael  D.  Korenman,  M.D. 

Frank  A.  Krull,  M.D. 

Hugh  Lamensdorf,  M.D. 

Percy  E.  Luecke,  Jr.,  M.D. 

Dr.  Fred  R.  Lummis,  Jr. 

C.  Bruce  Malone,  M.D. 

Michael  B.  Martin,  M.D. 

Rodney  B.  Martin,  M.D. 

James  R.  McDaniel,  M.D. 

M.  Dwain  McDonald,  M.D. 

Dr.  and  Mrs.  Wm.  Gordon  McGee 
Dr.  and  Mrs.  H.  E.  McKay 
John  D.  Milam,  M.D. 

James  D.  Murphy,  M.D. 

Dr.  B.  C.  Muthappa 

Dr.  and  Mrs.  Durwood  Neal 

Thomas  E.  Neal,  M.D. 

Dennis  E.  Newton,  M.D. 

Dr.  and  Mrs.  John  W.  Nichols 

Gladys  Fashena  M.D.  & Floyd  Norman  M.D. 

Dr.  and  Mrs.  Alan  R.  Paul 
John  C.  Pearce,  M.D. 

Margie  B.  Peschel,  M.D. 

Henry  David  Pope,  Jr.,  M.D. 

Doctors  Powell,  Short  and  Lee,  P.A. 

Jane  Preston,  M.D. 

Robert  W.  Prevost,  M.D. 

Professional  Association  for  Pediatrics  of  Abilene 
Dr.  and  Mrs.  M.  E.  Ramirez 
Raul  Ramos,  M.D. 

Garry  F.  Rust,  M.D. 

John  A.  Schuchmann,  M.D. 

Dr.  and  Mrs.  Hugh  C.  Sheffield,  Jr. 

John  G.  Short,  M.D. 

Chester  J.  St.  Remain,  Jr.,  M.D. 

Dr.  William  and  Sarah  Strinden 
Dr.  and  Mrs.  Leigh  Taliaferro 
Erlinda  M.  Tan,  M.D. 

Dr.  and  Mrs.  R.  M.  Tenery,  Jr. 

Texarkana  Radiology  Associates 
Texas  Medical  Association  Auxiliary 
George  Thannisch,  M.D. 

Stanley  E.  Thompson,  M.D, 

Trammell  Crow  Company 
Carl  O.  Trusler,  M.D. 

Dr.  and  Mrs.  Domingo  H.  Useda 
Ali  Vagefi,  M.D. 

James  M.  Vaughn,  M.D. 

Dr.  and  Mrs.  Raul  Vela 
Drue  O.  D.  Ware,  M.D. 

Webb-Zapata-Jim  Hogg  CMS 
Dr.  and  Mrs.  James  D.  Webster 
Victor  J.  Weiss,  Jr.,  M.D. 

Paul  H.  Wick,  M.D. 

J.  S.  Wilkenfeld,  M.D. 

James  E.  Williams,  Jr.,  M.D. 

C.  Lincoln  Williston 

Dr.  Vince  and  Lisa  Wiseman 

James  O.  Wright,  III,  M.D. 

Tom  D.  Young,  M.D. 

Anonymous  Donors 

Future  donors  who  give  at  these  levels  will  be 
regularly  published  In  Texas  medicine. 


Permanent  recognition  will  be  given  on  a wall  display  in  the  new  TMA  building  to  donors  at  these  levels. 


Please  see  Brief  Summary  of  Prescribing  Information  on  adjacent  page. 


Glaxo/^^ 


CONDENSED  BRIEF  SUMMARY 


Zantac'^  150  Tablets 
(ranitidine  hydrochloride) 

Zantac'^^  300  Tablets 
(ranitidine  hydrochloride) 

Zantac'^'  Syrup 
(ranitidine  hydrochloride) 

The  following  is  a brief  summary  only  Before  prescribing,  see  com- 
plete prescribing  information  in  Zantac'^  product  labeling. 
INDICATIONS  AND  USAGE:  Zantac^>  is  indicated  in 

1 Short-term  treatment  of  active  duodenal  ulcer.  Most  patients  heal 
within  four  weeks 

2 Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced 
dosage  after  healing  of  acute  ulcers. 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg. 
Zollinger-Ellison  syndrome  and  systemic  mastocytosis) 

4 Short-term  treatment  of  active,  benign  gastric  ulcer.  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treatment 
has  not  been  demonstrated 

5.  Treatment  of  gastroesophageal  reflux  disease  (GERD). 
Symptomatic  relief  commonly  occurs  within  one  or  two  weeks  after 
starting  therapy  and  is  maintained  throughout  a six-week  course  of 
therapy 

In  active  duodenal  ulcer:  active,  benign  gastric  ulcer,  hypersecreto- 
ry states,  and  GERD,  concomitant  antacids  should  be  given  as  need- 
ed for  relief  of  pain 

CONTRAINDICATIONS:  Zantac'®'  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug 
PRECAUTIONS:  General;  1 Symptomatic  response  to  Zantac®  ther- 
apy does  not  preclude  the  presence  of  gastric  malignancy  2 Since 
Zantac  is  excreted  primarily  by  the  kidney,  dosage  should  be  adjusted 
in  patients  with  impaired  renal  function  (see  DOSAGE  AND  ADMINIS- 
TRATION) Caution  should  be  observed  in  patients  with  hepatic  dys- 
function since  Zantac  is  metabolized  in  the  liver 
Laboratory  Tests:  False-positive  tests  for  urine  protein  with 
Multistix  may  occur  during  Zantac  therapy,  and  therefore  testing 
with  sulfosalicylic  acid  is  recommended. 

Drug  Interactions:  Although  recommended  doses  of  Zantac  do  not 
inhibit  the  action  of  cytochrome  P-450  enzymes  in  the  liver,  there 
have  been  isolated  reports  of  drug  Interactions  that  suggest  that 
Zantac  may  affect  the  bioavailability  of  certain  drugs  by  some  mecha- 
nism as  yet  unidentified  (eg.  a pH-dependent  effect  on  absorption  or 
a change  in  volume  of  distribution) 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  B:  Repro- 
duction studies  have  been  performed  in  rats  and  rabbits  at  doses  up 
to  160  times  the  human  dose  and  have  revealed  no  evidence  of 
impaired  fertility  or  harm  to  the  fetus  due  to  Zantac  There  are,  how- 
ever. no  adequate  and  well-controlled  studies  in  pregnant  women 
Because  animal  reproduction  studies  are  not  always  predictive  of 
human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  Zantac  is  secreted  in  human  milk  Caution  should 
be  exercised  when  Zantac  is  administered  to  a nursing  mother 
Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS;  Headache,  sometimes  severe,  seems  to  be 
related  to  Zantac'®  administration.  Constipation,  diarrhea,  nausea/ 
vomiting,  abdominal  discomfort/pain,  and,  rarely,  pancreatitis  have 
been  reported  There  have  been  rare  reports  of  malaise,  dizziness, 
somnolence,  insomnia,  vertigo,  tachycardia,  bradycardia,  atrioven- 
tricular block,  premature  ventricular  beats,  and  arthralgias  Rare 
cases  of  reversible  mental  confusion,  agitation,  depression,  and  hal- 
lucinations have  been  reported,  predominantly  in  severely  ill  elderly 
patients  Rare  cases  of  reversible  blurred  vision  suggestive  of  a 
change  in  accommodation  have  been  reported 

In  normal  volunteers,  SGPT  values  were  increased  to  at  least  twice 
the  pretreatment  levels  in  6 of  12  subjects  receiving  100  mg  qid  intra- 
venously for  seven  days,  and  in  4 of  24  subjects  receiving  50  mg  qid 
intravenously  for  five  days.  There  have  been  occasional  reports  of 
hepatitis,  hepatocellular  or  hepatocanalicular  or  mixed,  with  or  with- 
out jaundice.  In  such  circumstances,  ranitidine  should  be  immediate- 
ly discontinued  These  events  are  usually  reversible,  but  in  exceeding- 
ly rare  circumstances  death  has  occurred 
Blood  count  changes  (leukopenia,  granulocytopenia,  thrombocy- 
topenia) have  occurred  in  a few  patients.  These  were  usually 
reversible.  Rare  cases  of  agranulocytosis,  pancytopenia,  sometimes 
with  marrow  hypoplasia,  and  aplastic  anemia  have  been  reported 
Although  controlled  studies  have  shown  no  antiandrogenic  activity, 
occasional  cases  of  gynecomastia,  impotence,  and  loss  of  libido  have 
been  reported  in  male  patients  receiving  Zantac,  but  the  incidence  did 
not  differ  from  that  in  the  general  population 
Incidents  of  rash,  including  rare  cases  suggestive  of  mild  erythe- 
ma multiforme,  and,  rarely,  alopecia,  have  been  reported,  as  well  as 
rare  cases  of  hypersensitivity  reactions  (eg,  bronchospasm,  fever, 
rash,  eosinophilia),  anaphylaxis,  angioneurotic  edema,  and  small 
increases  in  serum  creatinine. 

OVERDOSAGE;  Information  concerning  possible  overdosage  and  its 
treatment  appears  in  the  full  prescribing  information. 

DOSAGE  AND  ADMINISTRATION:  (See  complete  prescribing  infor- 
mation in  Zantac®  product  labeling  ) 

Dosage  Adjustment  for  Patients  with  Impaired  Renal  Function;  On 
the  basis  of  experience  with  a group  of  subjects  with  severely 
impaired  renal  function  treated  with  Zantac,  the  recommended 
dosage  in  patients  with  a creatinine  clearance  less  than  50  ml/min  is 
150  mg  or  10  ml  (2  teaspoonfuls  equivalent  to  150  mg  of  ranitidine) 
every  24  hours  Should  the  patient's  condition  require,  the  frequency 
of  dosing  may  be  increased  to  every  12  hours  or  even  further  with 
caution  Hemodialysis  reduces  the  level  of  circulating  ranitidine 
Ideally,  the  dosage  schedule  should  be  adjusted  so  that  the  timing  of 
a scheduled  dose  coincides  with  the  end  of  hemodialysis. 

HOW  SUPPLIED:  Zantac®  300  Tablets  (ranitidine  hydrochloride 
equivalent  to  300  mg  of  ranitidine)  are  yellow,  capsule-shaped  tablets 
embossed  with  "ZANTAC  300”  on  one  side  and  "Glaxo”  on  the  other 
They  are  available  in  bottles  of  30  (NDC  0173-0393-40)  tablets  and 
unit  dose  packs  of  100  (NDC  0173-0393-47)  tablets 
Zantac®  150  Tablets  (ranitidine  hydrochloride  equivalent  to  150 
mg  of  ranitidine)  are  white  tablets  embossed  with  "‘ZANTAC  150"  on 
one  side  and  "‘Glaxo"  on  the  other  They  are  available  in  bottles  of  60 
(NDC  01 73-0344-42)  and  1 00  (NDC  01 73-0344-09)  tablets  and  unit 
dose  packs  of  100  (NDC  0173-0344-47)  tablets 
Store  between  15°  and  30°  C (59°  and  86°  F)  in  a dry  place. 
Protect  from  light.  Replace  cap  securely  after  each  opening. 

Zantac'®  Syrup,  a clear,  peppermint-flavored  liquid,  contains  16  8 
mg  of  ranitidine  hydrochloride  equivalent  to  15  mg  of  ranitidine  per  1 
ml  in  bottles  of  16  fluid  ounces  (one  pint)  (NDC  0173-0383-54), 

Store  between  4°  and  25°  C (39°  and  77°  F).  Dispense  in  tight, 
light-resistant  containers  as  defined  in  the  USP/NF. 
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You  Practice  Medicine 

We’ll  Run  The  Business 


“After  years  of  study,  I honestly  believed 
that  I was  ready  to  go  into  practice.  I 
thought  that  knowledge  and  experience 
in  medicine  was  all  that  Fd  need  to  be  a 
success  out  there.  But,  no  one  ever 
mentioned  that  Fd  have  to  be  an  expert 
at  insurance,  law  and  collections... Fm  a 
doctor,  with  a substantial  amount  of 
money  and  time  invested  in  being  the 
best  that  I can  be.  It  didn’t  take  long  for 
me  to  realize  that  the  time  spent  in 
managing  my  business  was  time  taken 
away  from  the  really  important  things  in 
life;  my  patients,  my  family,  and 
myself.” 

“That’s  why  I chose  group  practice  with 
Kelsey-Seybold  Clinic.  I don’t  have  to 
deal  with  the  administrative  headaches 
that  have  made  practicing  medicine  so 
difficult.  My  associates  are  highly 
respected  professionals  from  a variety  of 
fields,  so  when  I need  the  support,  it’s 
always  there.” 

“Kelsey-Seybold  Clinic  offered  me  a 
competitive  salary,  flexible  benefit 
package,  and  a practice  style  to  fit  my 
goals  and  lifestyle.  Within  their  multi- 
speciality group  I found  many  options; 
fourteen  urban/suburban  clinics  in 
Houston  and  several  locations  outside 
Texas.  I decided  to  be  a part  of  the 
Kelsey-Seybold  family  at  The  Texas 
Medical  Center  in  Houston.  It  offered 
the  kind  of  pace  that  I was  looking  for 
professionally,  and  put  me  right  in  the 
center  of  the  most  dynamic  and  fun  city 
in  the  Southwest.” 

“Group  practice  with  the  physicians  at 
Kelsey-Seybold  Clinic  lets  me  do  what  I 
do  best . . . practice  medicine.” 

Kelsey-Seybold  Clinic  currently  has 
openings  in  selected  specialties.  Please 
call  to  learn  if  our  style  of  practice  is 
right  for  you.  We  will  be  happy  to 
discuss  our  opportunities  and  answer 
your  questions. 


Kelsey-Seybold  Clinic,  RA. 

Al  Czerwinski,  M.D.  - Medical  Director 
1709  Dryden 

Medical  Towers,  18th  Floor 
Houston,  Texas  77030 
1-800-231-6421 


Newsmakers 

Abdul  All,  MD,  Houston  cardiolo- 
gist, has  completed  a trip  to 
Ecuador,  at  the  invitation  of  the 
Ecuadorian  government,  to  study 
the  cholera  epidemic. 

Michael  S.  Brown,  MD,  and  Joseph 
L.  Goldstein,  MD,  have  been  elected 
into  membership  of  the  Royal  Soci- 
ety of  London,  the  oldest  and  most 
prestigious  scientific  society  in 
Britain.  Dr  Brown  is  director  of  the 
Center  for  Genetic  Diseases,  and  Dr 
Goldstein  is  chairman  of  the  Depart- 
ment of  Molecular  Genetics,  both  at 
The  University  of  Texas  Southwest- 
ern Medical  Center  at  Dallas.  Drs 
Brown  and  Goldstein  were  chosen 
for  their  joint  work  in  elucidating 
the  mechanisms  controlling  choles- 
terol metabolism  in  mammals. 

Lewis  E.  Foxhall,  MD,  of  HouStOn, 
has  been  elected  president  of  the 
Texas  Academy  of  Family  Physi- 
cians. Other  new  officers  include 
Ken  Davis,  MD,  of  Conroe,  pres- 
ident-elect; Jim  Randles,  MD, 
of  Waco,  vice-president;  Roland 
Goertz,  MD,  of  Corpus  Christi,  trea- 
surer; and  William  Featherston, 
MD,  of  Dallas,  parliamentarian. 


Please  let  Texas  Medicine  know 
about  your  honors  and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  sec- 
tion are:  TMA  member;  election  or  appoint- 
ment to  an  office  of,  or  honors  from,  a na- 
tional or  state  organization;  or,  space 
permitting,  recognition  at  the.  local  level. 
Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  editor. 
Submit  items  for  consideration,  with  photos  if 
possible,  to  People,  Texas  Medicine,  401  W 
15th  St,  Austin,  TX  78701. 


Sam  A.  Nixon,  MD,  TMA  president 
and  Houston  family  practitioner, 
was  elected  chairman  of  the  Ameri- 
can Medical  Association’s  Council 
on  Medical  Education  during  the 
council’s  recent  meeting  in  Chicago. 

Walter  D.  Wilkerson,  Jr,  MD,  of 

Conroe,  has  been  named  Texas 
Family  Physician  of  the  Year  by  the 
Texas  Academy  of  Family  Physi- 
cians. With  this  honor.  Dr  Wilker- 
son will  become  a nominee  for  the 
American  Academy’s  Family  Doctor 
of  the  Year  in  1992. 

Obituaries 


Farris  Peel  Allison,  MD,  86;  Beaumont; 
University  of  Arkansas  School  of 
Medicine,  1934;  died  August  23, 
1991. 


Chapman  Walter  Bertinot,  MD,  64; 

Houston;  Tulane  University  School 
of  Medicine,  1949;  died  August  22, 
1991. 


Charles  Roy  Burroughs,  MD,  64; 

Andrews;  University  of  Illinois  Med- 
ical Center,  1951;  died  May  25, 
1991. 

Robert  Beverly  Crouch,  MD,  66; 

Houston;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1950; 
died  August  28,  1991. 

J.  Bruce  Edwards,  MD,  71;  Dallas; 
Baylor  University  College  of 
Medicine,  1944;  reported  deceased. 

Carlos  Robert  Hamilton,  MD,  83; 

Houston;  Tulane  University  School  of 
Medicine,  1932;  died  August  1,  1991. 

Herbert  Thomas  Hayes,  MD,  99; 

Houston;  The  University  of  Texas 


Medical  Branch  at  Galveston,  1918; 
died  September  1,  1991. 

Milton  Littell,  MD,  82;  Houston; 
Baylor  University  College  of 
Medicine,  1935;  died  August  4, 
1991. 

Imelda  Rose  Mabrie-Hall,  MD,  35; 

Houston;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1980; 
died  August  14,  1991. 

Harry  Allen  Miller,  MD,  76; 

Brownsville;  University  of  Minneso- 
ta Medical  School,  1940;  died  in 
June  1991. 

Carl  Franklin  Page,  MD,  65;  Lub- 
bock; The  University  of  Texas  Medi- 
cal Branch  at  Galveston,  1955;  died 
August  26,  1991. 

Dorab  J.  Patel,  MD,  63;  Arlington; 
University  of  Bombay,  India,  1952; 
died  July  30,  1991. 

Daniel  R.  Smith,  MD,  68;  Galveston; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1948;  died 
July  20,  1991. 

John  Mastin  Travis,  Jr,  MD,  75; 

Beaumont;  Baylor  University  Col- 
lege of  Medicine,  1942;  died  August 
5,  1991. 

Joseph  Sidney  Weycer,  MD,  55; 

Houston;  University  of  Wisconsin 
Medical  School,  1961;  died  August 
24,  1991. 
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in  less  time  than  your 
insurance  check  wUI 
take  to  reach  you. 


. . . It’s  smoother  sailing  with  EClaimsDirect: 


Healthcare  Communications  can  help  you  discover  the 
rich  new  world  of  insurance  claims  submission! 
EClaimsDirect  is  so  simple  and  sure,  it  even  comes  with 
a money-back  guarantee.  Explore  the  alternatives 
yourself.  Paper  claims  can  take  60-150  days  for  pro- 
cessing. With  EClaimsDirect,  you'll  get  your  money  in 
less  than  two  weeks.  EClaimsDirect  allows  you  to  com- 


municate directly  with  Medicare  and  Blue  Cross/Blue 
Shield;  automatically  checks  submittals  for  accuracy; 
reports  approval  or  denial  back  to  you  within  hours  and 
utilizes  the  simplicity  of  the  Macintosh® computer. 
Discover  the  profit  potential  of  office  automation  and 
EClaimsDirect!  Call  for  a FREE  demonstration  today; 
(800)888-4344,  extension  161. 
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Law 


CDC  to  list  exposure- 
prone  procedures  for 
HIV-infected  physicians 

As  part  of  its  implementation 
of  guidelines  on  preventing 
transmission  of  the  HIV  virus  from 
health-care  workers  to  patients,  the 
Centers  for  Disease  Control  are  ex- 
pected this  month  to  release  a list  of 
exposure-prone  procedures  that 
should  not  be  performed  by  HlV-in- 
fected  physicians 
or  other  health- 
care workers. 

The  list  will  be 
issued  on  the  heels 
of  action  by  the 
Texas  Legislature, 
which  passed  a 
measure  this  past 
summer  address- 
ing the  issue  of 
HIV-infected 
health-care  work- 
ers. In  a section  of 
House  Bill  7,  ap- 
proved during  a 
special  session  of 
the  72nd  Legisla- 
ture, state  law- 
makers outlined 
regulations  for  the  prevention  of 
transmission  of  HIV  by  infected 
health-care  workers. 

The  measure  specifies  standards 
for  infection  control  and  limits 
physicians’  and  other  health-care 
workers’  ability  to  perform  expo- 
sure-prone  invasive  procedures. 
However,  the  legislation  does  not  list 
specific  procedures  labeled  as  “expo- 
sure-prone,”  leaving  it  up  to  health 
professional  associations  or  health 
facilities  to  designate  such  proce- 
dures. “I  think  a lot  of  people  are 
going  to  take  a wait-and-see  atti- 
tude,” said  Hugh  Barton,  TMA  as- 
sistant general  counsel.  “A  lot  of 


hospitals  are  going  to  wait  and  see 
what  the  CDC  says.  They  are  going 
to  interpret  the  CDC  guidelines  as 
the  standard  of  care.” 

The  Texas  bill  specifies  that  all 
health-care  workers  should  adhere 
to  universal  precautions  for  infec- 
tion control,  that  workers  positive 
for  HIV  or  hepatitis  B should 
perform  exposure-prone  proce- 
dures only  under  circumstances 
spelled  out  by  an  expert  review 
panel,  and  that 
HIV-and  hepatitis 
B-infected 
health-care  work- 
ers must  notify 
prospective  pa- 
tients of  their 
seropositive  status 
and  obtain  pa- 
tients’ consent  be- 
fore performing 
exposure-prone 
procedures. 

According  to 
Mr  Barton,  the 
law  strictly  pro- 
hibits health-care 
workers  with  ex- 
udative lesions  or 
weeping  dermati- 
tis from  all  direct  patient  care  and 
from  handling  patient-care  equip- 
ment and 

devices  used  in  performing  invasive 
procedures  until  the  condition 
resolves. 

The  act  does  not  mandate  testing 
of  health-care  workers  for  HIV  and 
hepatitis  B,  but  states  that  those 
who  perform  exposure-prone  proce- 
dures should  know  their  HFV  status. 

According  to  CDC  spokesman 
Chuck  Fallis,  the  agency  plans  to  is- 
sue a list  of  specific  exposure-prone 
procedures  on  November  15  in  its 
Morbidity  and  Mortality  Weekly 
Report.  The  CDC  is  gathering  input 


The  act  does 
not  mandate 
testing  of  health- 
care workers 
for  HIV  and 
hepatitis  B,  but 
states  that  those 
who  perform 
exposure-prone 
procedures 
should  know 
their  HIV  status. 
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from  about  two  dozen  medical,  sur- 
gical, and  dental  groups  to  deter- 
mine the  procedures  to  include  on 
the  list. 

The  CDC  currently  defines  expo- 
sure-prone  procedures  as; 

1.  digital  palpitation  of  a needle  tip 
in  a body  cavity  or  the  simultane- 
ous presence  of  the  health  work- 
er’s fingers  and  a needle  or  other 
sharp  instrument  or  object  in  a 
poorly  visualized  or  highly 
confined  anatomic  site;  or 

2.  any  procedure  that  presents  a 
recognized  risk  of  percutaneous 
injury  to  the  worker  and,  if  such 
an  injury  occurs,  presents  a likeli- 
hood that  the  worker’s  blood  will 
contact  the  patient’s  body  cavity, 
subcutaneous  tissues,  or  mucous 
membranes. 

The  CDC’s  issuance  of  a list  of 
exposure-prone  techniques  may  not 
necessarily  mean  HIV-infected  physi- 
cians cannot  perform  certain  proce- 
dures, says  Mr  Barton. 

“For  many  procedures,  there  are 
several  recognized  techniques,”  said 
Mr  Barton.  “One  technique  may  be 
exposure-prone,  whereas  another 
may  not.  So,  a surgeon  who  is  HIV- 
positive  may  be  able  to  perform  pro- 
cedures that  would  be  exposure- 
prone  under  one  technique  and  not 
under  another.  It  may  be  a simple 
matter  of  changing  technique,  rather 
than  ceasing  to  perform  the  proce- 
dure altogether,”  he  said. 

Mr  Barton  adds  that  the  guide- 
lines may  also  increase  the  use  of 
surgical  devices  that  limit  physician- 
patient  contact  in  invasive  proce- 
dures and  could  spur  the  develop- 
ment of  technology  designed  to 
minimize  exposure. 
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The  physician’s 
guide  to 
medical  waste 
regulations, 
part  II 

Lynne  M.  Sehulster,  PhD,  M(ASCP) 

Infectious  Diseases  Program, 

Epidemiology  Division, 

Texas  Department  of  Health 

Leonard  E.  Mohrmann,  PhD,  CPC 

Special  Wastes  Branch, 

Bureau  of  Solid  Waste  Management, 

Texas  Department  of  Health 

C.J.  Francisco  III,  JD 

TMA  Assistant  General  Counsel 

Because  there  has  been  so  much 
activity  in  the  last  2 years  in 
the  area  of  medical  waste  regulations 
at  the  state  and  federal  levels,  the 
practitioner  may  be  confused  about 
what  kinds  of  waste  are  subject  to 
regulations  as  well  as  how  waste  is  to 
be  transported  and  treated.  In  Texas, 
the  major  sources  for  rules  regarding 
medical  waste  are  the  Texas  Depart- 
ment of  Health  (TDH)  and  the  feder- 
al Occupational  Safety  and  Health 
Administration  (OSHA).  This  article, 
the  second  in  a series  of  three  Texas 
Medicine  articles  on  the  topic,  dis- 
cusses how  wastes  from  health-care 
facilities  are  to  be  handled.  Part  one, 
published  in  the  August  1991  issue, 
addressed  what  is  considered  medical 
waste  and  the  kind  of  facilities  sub- 
ject to  regulations  regarding  the 
treatment  of  medical  waste.  Part 
three,  which  will  be  published  in 
December,  reviews  the  rules  govern- 
ing the  disposal  and  transport  of 
medical  waste. 
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Q:  How  are  special  wastes  from 
health-care  related  facilities 
(SWHCRF)  and  other  regulated 
medical  wastes  handled  within 
a facility? 

A:  The  OSHA  standard  provides,  in 
part,  that  SWHCRF  and  other 
regulated  medical  wastes  be 
placed  in  containers  to  avoid 
leakage  and  employee  contact 
with  the  waste  items.  Sharps,  in- 
cluding disposable  syringes  and 
needles,  scalpel  blades,  and  other 
sharp  items  go  in  puncture- 
resistant  containers.  Such  con- 
tainers must  be  readily  accessible 
for  sharps  disposal,  and  they 
must  be  designed  so  that  the  con- 
tents are  not  released  should  the 
container  be  knocked  over.  Re- 
ceptacles with  SWHCRF  or  other 
regulated  medical  wastes  are  to 
be  tagged  or 
otherwise  la- 
beled clearly 
with  the  “BIO- 
HAZARD” 
symbol  and 
language  to 

that  effect  (1).  Biohazard  symbol 

Q:  What  are  the  recommended  meth- 
ods of  treatment  for  SWHCRF? 

A:  Treating  SWHCRF  prior  to  its  re- 
lease from  the  facility  simplifies 
medical  waste  management. 
Once  an  item  is  discarded,  it  be- 
comes waste.  The  first  responsi- 
bility of  the  generator  facility  is 
to  discard  wastes  properly.  It  is 
important  not  to  mix  other  types 
of  waste  with  SWHCRF,  for  once 
this  has  happened,  the  entire  con- 
tents of  the  waste  receptacle  must 
be  considered  SWHCRF,  which 
generally  requires  treatment  be- 
fore the  waste  is  disposed.  There- 
fore, in  order  to  keep  disposal 
costs  to  a minimum,  SWHCRF 
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shall  be  segregated  from  ordinary 
rubbish  and  garbage.  Other  regu- 
lated medical  wastes  can  be  com- 
bined with  SWHCRF  and  dis- 
posed of  as  such  if  a facility  so 
chooses.  SWHCRF  may  be  treat- 
ed on-site  or  off-site.  On-site  is 
defined  as  a facility  consisting  of: 

1.  any  contiguous  structures,  or 
portion  thereof,  that  are  oper- 
ated by  one  entity; 

2.  any  structures  located  on  con- 
tiguous properties  that  are  op- 
erated by  one  entity;  and 

3.  any  combination  of  structures 
operating  as  a single  entity  un- 
der a license  issued  by  the  de- 
partment (TDH). 

The  purpose  of  decontaminating 
or  treating  SWHCRF  is  to  reduce 
the  microbial  load,  thereby  mini- 
mizing the  potential  for  transmit- 
ting infection  due  to  mishandling. 
The  process  is  essential  for  render- 
ing the  waste  safe.  It  should  be  re- 
membered, however,  that  the  treat- 
ment of  SWHCRF  does  not  imply 
that  all  waste  should  be  sterilized 
or  made  free  of  all  forms  of  micro- 
bial life.  Such  an  approach  to 
waste  treatment  is  costly  and  im- 
practical, as  it  is  difficult  to  verify 
the  effects  of  such  treatment,  and 
the  wastes  are  ultimately  destined 
for  less  than  sterile  environments, 
such  as  landfills  and  sanitary  sewer 
systems  (2). 

There  are  five  methods  cur- 
rently approved  for  treatment  for 
SWHCRF.  These  are:  chemical 
disinfection;  incineration;  encap- 
sulation (only  for  sharps  in 
containers);  steam  sterilization 
(autoclaving);  and  thermal  inact- 
ivation. Table  1 (printed  in 
part  one  of  this  series;  Texas 
Medicine,  August  1991,  p 53) 
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outlines  the  treatment  methods 
that  may  be  used  for  each  of  the 
various  major  categories  and  sub- 
categories of  SWHCRF.  Also  in- 
cluded are  statements  of  the  min- 
imum standards  that  must  be  met 
for  the  treatment  methods  to  be 
successful. 

Q:  What  are  the  requirements  for 
packaging  SWHCRF? 

A:  Packaging  requirements  differ  de- 
pending on  whether  or  not  the 
waste  is  treated.  As  mentioned 
above,  the  main  purpose  of  treat- 
ing SWHCRF  is  to  significantly 
reduce  the  microbial  load  activity 
of  any  infectious  material  pre- 
sent. In  many  instances,  however, 
this  decontamination  process 
may  not  alter  the  overall  appear- 
ance of  the  waste.  Packaging  the 
waste  properly  accomplishes  sev- 
eral objectives:  to  help  differenti- 
ate treated  from  untreated 
SWHCRF;  to  make  storage  easi- 
er; to  provide  for  clean  and 
efficient  transport  of  the  waste; 
and  to  facilitate  waste  handling 
by  solid  waste  workers. 

There  are  no  specific  require- 
ments concerning  packaging 
for  the  following  categories  of 
treated  SWHCRF,  other  than  that 
the  packaging  or  container  be 
disposable: 

1.  microbiological  wastes; 

2.  blood,  blood  products,  body 
fluids; 

3.  lab  specimens  of  blood  or  tis- 
sue; and 

4.  animal  bedding. 

Sharps  present  the  greatest  prob- 
lem in  SWHCRF  disposal.  Sharps 
must  be  placed  in  puncture-resis- 
tant containers  or  packaging  for 
treatment  and/or  disposal.  Other 
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regulated  medical  wastes  within 
a facility  will  most  likely  be 
contained  in  receptacles  or 
bags  marked  with  the  word 
“BIOHAZARD.”  From  the  per- 
spective of  the  rules  regarding 
SWHCRF,  other  regulated  medi- 
cal wastes  may  be  discarded  as 
routine  solid  waste,  provided  that 
the  wastes  are  not  mixed  with 
SWHCRF  and  that  they  are  tak- 
en from  the  facility  in  containers 
labeled  to  indicate  that  the 
wastes  contained  therein  are  not 
SWHCRF  (3). 

Packaging  untreated  SWHCRF 
enables  the  waste  to  be  transport- 
ed safely  and  efficiently.  For 
SWHCRF  other  than  sharps,  un- 
treated waste  is  to  be  placed  first 
into  plastic  bags  of  this  type: 
ASTM  Standard  No.  D 1709-85, 
using  a 165  gram  dart.  The  bag 
and  its  contents  are  then  placed  in 
an  outer  rigid  container  construct- 
ed of  material  that  meets  or  ex- 
ceeds the  strength  of  a 200  lb  C- 
flute  board.  If  the  SWHCRF 
contains  free-flowing  liquids  in 
containers,  then  absorbent  materi- 
al sufficient  to  absorb  15%  of  the 
liquid  volume  must  be  added.  Ab- 
sorbent material  (1  cup  per  6 cu- 
bic feet)  should  also  be  added  to 
packages  of  SWHCRF  consisting 
of  empty  containers  that  once 
held  free  liquids. 

To  package  untreated  sharps, 
place  them  first  into  the  punc- 
ture-resistant container,  then  the 
plastic  bag,  and  finally  the  rigid 
outer  container.  Absorbent  mate- 
rial is  added  as  needed  (4). 

Q:  What  are  the  labeling 

requirements  for  the  packaged 
SWHCRF? 

A:  As  with  packaging,  labeling  re- 
quirements differ  depending  on 
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whether  or  not  the  SWHCRF  is 
treated.  Because  the  outer  pack- 
aging may  be  similar  for  both 
types  of  waste,  labeling  helps 
to  differentiate  treated  from 
untreated  SWHCRF.  Treated 
SWHCRF  can  be  taken  from  a 
facility  in  the  packaging  de- 
scribed above,  provided  that  it  is 
labeled  to  indicate  that  the  con- 
tents contained  therein  are  treat- 
ed SWHCRF.  Although  color 
coding  is  one  option,  it  is  not 
sufficient  alone.  Any  indication 
that  the  waste  was  previously  a 
SWHCRF  must  first  be  covered, 
and  printed  labels  clearly  identi- 
fying the  wastes  as  treated  must 
be  placed  on  the  package. 

This  applies  to  the  following 
SWHCRF  categories: 

1.  microbiological  wastes; 

2.  blood,  blood  products,  body 
fluids; 

3.  lab  specimens  of  blood  or  tis- 
sue; and 

4.  animal  bedding. 

Place  sharps,  whether  used  or  un- 
used, into  puncture-resistant  con- 
tainers. If  the  contents  have  been 
encapsulated,  this  must  be  indi- 
cated on  the  outside  of  the  con- 
tainer. Sharps  that  have  under- 
gone one  of  the  other  treatment 
methods  (such  that  the  sharps  na- 
ture remains  after  treatment)  can 
be  labeled  as  treated,  but  the 
filled  puncture-resistant  contain- 
ers must  not  be  subject  to  com- 
paction. These  containers  are  to 
be  taken  to  the  landfill  without 
compaction,  and  the  landfill 
operator  notified  of  the  shipment 
prior  to  its  arrival. 

Untreated  SWHCRF  must  be 
labeled  as  such.  The  outer  con- 
tainer must  be  marked  with 
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the  international  biohazard  sym- 
bol plus  warning  statements 
in  both  English  — CAUTION, 
contains  medical  waste  which 
may  be  biohazardous  — and 
Spanish  — CAUCION,  contiene 
desechos  medicos  que  pueden  ser 
biopeligroso. 

Both  generators  and  trans- 
porters, with  the  exception  of  the 
US  Postal  Service  as  transporter, 
are  required  to  label  the  outer  con- 
tainers of  the  untreated  SWHCRF, 
usually  for  tracking  purposes. 
Generators  must  include  on  their 
label  the  name  and  address  of  the 
generator  and  either  the  date  of 
shipment  or  an  identification  num- 
ber for  the  shipment  (6). 


Q:  What  are  the  storage 

requirements  for  SWHCRF? 


A:  SWHCRF  shall  be  stored  in  a se- 
cure setting  so  as  to  prevent  or 
minimize  inadvertent  human  or 
animal  exposure  and  to  prevent 
the  development  of  noxious 
odors  and  contact  with  insects 
and  rodents.  Commercial,  per- 
mitted facilities  that  store  un- 
treated SWHCRF  for  periods 
longer  than  72  hours  must  keep 
the  wastes  at  a temperature  of 
45°  F or  below  (7). 

Q:  What  records  or  documentation 
must  be  kept? 


A:  Generators  are  responsible  for 
maintaining  records  on  the  on- 
site treatment  of  SWHCRF  prior 
to  disposal  or  for  shipping  un- 
treated SWHCRF  from  their  fa- 
cilities. The  requirements  for 
recording  the  treatment  of  items 
depend  on  the  amount  of 
SWHCRF  the  facility  generates 
per  month.  For  those  facilities 
that  produce  50  pounds  or  less  of 


SWHCRF  per  month,  and  that 
treat  all  or  part  of  the  wastes  on- 
site, the  following  items  must  be 
recorded  at  a minimum: 

1.  the  date  the  waste  was  treated; 

2.  the  amount  of  waste  treated; 

3.  the  treatment  method/condi- 
tions used;  and 

4.  the  printed  name  and  initials 
of  the  person(s)  performing 
the  treatment. 

If  the  facility  produces  more  than 
50  pounds  of  SWHCRF  per 
month  and  treats  all  or  part  of 
the  waste  on-site,  the  records  for 
treatment  must  include  the  items 
listed  above,  plus  a written  proto- 
col for  the  treatment  procedure 
and  an  indication  of  the  quality 
assurance  standards  for  reagents 
and  equipment  used.  The  proto- 
col must  also  provide  for  the 
operation  and  testing  of  equip- 
ment used,  as  well  as  those  proce- 
dures used  when  preparing  chem- 
icals in  treatment. 

Generators  are  required  to 
maintain  receipts  for  each  ship- 
ment of  untreated  SWHCRF  leav- 
ing the  facility.  These  records  are 
to  be  kept  for  a period  of  3 years 
following  the  date  of  shipment. 
The  records  shall  be  available  for 
inspection  by  department  (TDH) 
personnel  during  normal  business 
hours  without  prior  notice  (8). 


Future  developments 

TDH  is  continuing  to  review  new  in- 
formation regarding  SWHCRF  treat- 
ment options.  As  new  technologies 
become  available  for  treating 
SWHCRF  — either  within  a facility 
or  from  the  large,  commercial  per- 
spective — TDH  will  evaluate  each 
process  in  terms  of  performance  and 
quality  assurance.  It  is  hoped  that 


new  treatment  options  can  be  incor- 
porated into  the  rules  in  an  expedi- 
tious manner  for  the  benefit  of  all 
participants  in  the  SWHCRF  and 
medical  waste  process  in  Texas. 
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For  excellent  response  in  the  treatment  of 
duodenal  ulcers... 


has  the  right  answers 


■ Rapid  epigastric  pain  relief""^ 


■ Fast  and  effective  ulcer  healing''' 


AXID 

PASSES  THE  ACID  TEST 


*Mo5t  patients  experience  pain  relief  with  the  first  dose. 

See  adjacent  page  for  references  and  brief  summary 
of  prescribing  information. 
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AXID"  (nizatidine  capsules) 

I Brief  Summary  Consult  the  package  insert  tor  complete  prescribing  Information 
Indications  and  Usage:  1 ^cr/i'e(/(y(^er)a/(y/ceA-torupto8weeksotlreatment  Most 
patients  heal  within  4 weeks 

2 Mainten3nce  theopy -to(  healed  duodenal  ulcer  patients  at  a reduced  dosage 
ol  150  mg  h.s.  The  consequences  o1  therapy  with  ^i<J  lor  longer  than  1 year 
are  not  known 

Contraindications:  Known  hypersensitivity  to  the  drug.  Because  cross  sensitivity  in 
this  class  ot  compounds  has  been  observ^.  M^-receptor  antagonists,  including  Axid, 
should  not  be  administered  to  patients  with  a history  ot  hypersensitivity  to  other 
I Hj-receptor  antagonists, 

Procautlons  Genera/-)  Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  ol  gastric  malignancy 
2 Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  msutliciency 
3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic  dysfunction, 
the  disposition  ot  nizatidine  is  similar  to  that  in  normal  subjects 
Labofatory  fefs-Fatse-positive  tests  for  urobilinogen  with  Multistix*  may  occur 
during  therapy 

Drug  Interactions -No  interactions  have  been  observed  with  theophylline, 
chlordiazepoxtde.  lorazepam,  lidocame.  phenytom.  and  warfarin  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system;  therelore,  drug  interactions  mediated  by 
inhibition  ol  hepatic  metabolism  are  not  expected  to  occur  In  patients  given  very 
high  doses  (3.900  mg)  ot  aspirin  daily,  increased  serum  salicylate  levels  were  seen 
when  nizatidine.  150  mg  b.i.d..  was  administered  concurrently 
Caronogenesis.  Mutagenesis.  Impairment  ol  Anility- A 2-year  oral  carcinogenicity 
study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended 
daily  therapeutic  dose)  showed  no  evidence  ol  a carcinogenic  effect  There  was  a 
dose-related  increase  in  the  density  ot  enterochromatfin-like  (ECL)  cells  in  the  gastric 
oxynbc  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  ot  a carcinogenic 
effect  in  male  mice,  although  hyperplastic  nodules  ot  the  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo  Female  mice  given  the  high  dose  ot  Axid 
I (2,000  mg/kg/day,  about  330  times  the  human  dose)  showed  marginally  statistically 
signiticant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  ot  the  other  dose  groups.  The  rate  ot  hepatic  carcinoma 
in  the  high-dose  animals  was  within  the  historical  control  limits  seen  tor  the  strain 
ol  mice  used  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
I dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The  occurrence  of 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  ot  a carcinogenic  effect  in  rats,  male  mice,  and  female 
mice  (given  up  to  360  mg/kg/day.  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  ot  a carcinogenic  potential  lor  Axid 
Axid  was  not  mutagenic  in  a battery  ol  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  ONA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
miaonucleus  test 

In  a 2-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses  ol  nizatidine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Efiects- Pregnancy  Category  C-Oral  reproduction  studies 
in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits  at 
doses  up  to  55  times  the  human  dose  revealed  no  evidence  ot  impaired  fertility  or 
teratogenic  effect  but.  at  a dose  equivalent  to  300  times  the  human  dose,  treated  rabbits 
had  abortions,  decieased  number  ot  live  letuses,  and  depressed  fetal  weights  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement  coarctation  ot  the  aortic  arch,  and  cutaneous 
edema  in  t fetus,  and  at  50  mg/kg,  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus.  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women  It  is  also  not 
known  whether  nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant 
woman  or  can  affect  reproduction  capacity  Nizabdine  should  be  used  during  pregnancy 
only  it  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers -S\u6\es  in  lactating  women  have  shown  that  0.1%  ot  an  oral 
dose  IS  secreted  in  human  milk  in  proportion  to  plasma  concentrations.  Because  ot 
growth  depression  in  pups  reared  by  treated  lactating  rats,  a decision  should  be 
made  whether  to  discontinue  nursing  or  the  drug,  taking  into  account  the  importance 
of  the  drug  to  the  mother 

Pediatric  i/se-Safety  and  eHectiveness  in  children  have  not  been  established 
Use  in  Elderly  /^Pen/s- Healing  rates  in  elderly  patients  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  lest 
abnormalities.  Age  alone  may  not  be  an  important  factor  in  the  disposition  of 
nizatidine.  Elderly  patients  may  have  reduced  renal  function. 

Adverse  Reactions;  Clinical  trials  of  varying  duratons  included  almost  5,000  patients. 
Among  the  more  common  adverse  events  in  domestic  placebo-controlled  trials  of 
over  1.900  nizatidine  patients  and  over  1,300  on  placebo,  sweating  (1%  vs  0.2%). 
urticaria  (0.5%  vs  <0.01%),  and  somnolence  (2.4%  vs  1.3%)  were  significantly 
more  common  with  nizatidine  It  was  not  possible  to  determine  whether  a variety  ot 
less  common  events  were  due  to  the  drug 
WepaPc-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizatidine  occurred  in  some  patients.  In  some  cases, 
there  was  marked  elevation  (>500  lU/L)  in  SCOT  or  SGPT  and,  in  a single  instance, 
SGPT  was  >2.000  lU/L.  The  incidence  of  elevated  liver  enzymes  overall  and 
elevations  of  up  to  3 times  the  upper  limit  of  normal,  however,  did  not  significantly 
differ  from  that  in  placebo  patients.  All  abnormalities  were  reversible  after  discontinuation 
of  Axid.  Since  market  introduction,  hepatitis  and  jaundice  have  been  reported  Rare 
cases  of  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 
have  been  reported  with  reversal  of  the  abnormalities  after  discontinuation  of  Axid. 

Cardiovascular -\n  clinical  pharmacology  studies,  short  episodes  of  asymptomatic 
ventricular  tachycardia  occurred  in  2 individuals  administered  Axid  and  in  3 
untreated  subjects 

C/VS-Rare  cases  ot  reversible  mental  confusion  have  been  reported 
Endocrine -C\mca\  pharmacology  studies  and  controlled  clinical  trials  showed  no 
evidence  of  antiandrogemc  activity  due  to  nizatidine.  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  on  nizatidine  and  those  on  placebo. 
Gynecomastia  has  been  reported  rarely. 

Wemafo/og/c- Fatal  thrombocytopenia  was  reported  in  a patient  treated  with 
nizatidine  and  another  H;-receptor  antagonist  This  patient  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs  Rare  cases  of  thrombocytopenic  purpura 
have  been  reported. 

/rtfegumen/a/- Sweating  and  urticaria  were  reported  significantly  more  frequently 
in  nizatidine-  than  in  placebo-treated  patients.  Rash  and  exfoliative  dermatitis  were 
also  reported 

Hypersensitivity -fi£  with  other  H^-receptor  antagonists,  rare  cases  of  anaphylaxis 
following  nizatidine  administration  have  been  reported  Rare  episodes  ot  hypersensitivity 
reacbons  (eg.  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  reported 
I Ofrter-Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported. 
, Eosinophilia.  fever,  and  nausea  related  to  nizatidine  have  been  reported 
' Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
I monitoring  and  supportive  therapy  Renal  dialysis  does  not  substantially  increase 
clearance  ot  nizatidine  due  to  its  large  volume  ot  distribution 
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Additional  inlormation  available  to  the  prolession  on  request 
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Health  Care  Collections 

Solutions  with  Sensitivity 


^ 1.'  Patient  Financial  Services 


• Billing  Services 

• Insurance  Follow-Up 

• Bod  Debt  Collections 

• On-Srte  Training  Seminars 

• On-Site  Collectors 

• Competitive  Rates 


PFS  is  endorsed  by  the 
Texas  Medical  Association 


Call  toll-free  for 
Placements  or  Assistance 
1-800234-9786 


PFS  . ONE  FLUOR  DANIEL  DRIVE  . SUITE  B-3  . SUGAR  LAND.TX.  77478  . (713)242-7878 


TEXAS  PHYSICIAN  PLACEMENT  SERVICE 


Save  yourself  time 
and  frustration. 

Put  the  Texas  Physician  Placement  Service  and  its  computer  data  bank 
of  practice  opportunities  and  physician  applicants  to  work  for  you. 

• Fast,  personalized  service 

• Low  placement  fees 

• Free  service  for  physician  applicants 

• All  specialties  accepted 

• Urban  and  rural  placements 

• More  than  150  Texas  practice  opportunities  currently  on  file 

A Texas-based  matching  service  offering  Texas  practice  opportunities. 

Call  us  today  at  (512)  370-1403 

A joint  service  of  Texas  Medical  Association  and  Texas  Academy  of 
Family  Physicians 


CLASSIC  FERRARI 


EXIT  25  500  NORTH  CENTRAL  EXPRESSWAY 
DALLAS  (214)  470-9410  OR  1-800-369-9210 

SINCE  1979  ThePraditioncoHtimes. 
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ATTENTION:  TEXAS  PHYSICIANS 

Important  Retirement  Planning 
Questions  To  Answer  by  December  31 

• Should  you  set  up  a retirement  plan  before  year-end? 

• Are  the  costs  of  maintaining  your  retirement  plan  getting  out  of  hand? 

• Are  you  concerned  about  your  fiduciary  liabilities? 

The  Texas  Physician’s  Retirement  Plan  can  help  you 
answer  these  and  other  retirement  planning  questions. 

The  Texas  Physician’s  Retirement  Plan,  a member  benefit  created  by  PaineWebber,  is  the  only 
retirement  planning  service  endorsed  by  the  Texas  Medical  Association.  Free  consultations  are 
available  from  a PaineWebber  Retirement  Planning  Consultant. 

For  more  information  call  (800)  999-7740. 

Pain^J^febber 

invest  in  relationships. 

Member  SIPC 


Puzzled? 


How  do  you  choose  who  can  provide  the  best  solution  to  your 


Over  the  past  eleven  years,  TMLT  has 
carefully  constructed  a philosophy  of 
"Partners  in  Trust",  designing  our  prod- 
ucts and  services  to  meet  changing  poli- 
cyholder needs  in  a dynamic  liability 
environment.  At  the  same  time,  we  have 
remained  focused  on  the  fundamental 
concepts  that  make  us  strong  without 
compromising  our  unwavering  commit- 
ment to  our  policyholders.  Our  reputation 
has  been  built  on  the  sound  fundamentals 
of  stability,  integrity,  and  a value-added 
hands-on  approach  to  service. 


M 


°Ii  you  are  struggling  to  piece  together  a 
sound  medical  liability  insurance  pic- 
ture, compare  the  quality  and  scope  of 
TMLT's  products  and  services: 

e Reduced  Cost  Tail  Coverage 

• Opportunities  for  Premium  Discount 
e New  Master  Policy  Designed  for 

Groups 

e Strong  Claims  Management  and 
Defense 

• Loss  Prevention  Programs 

• Optional  Prior  Acts  Coverage 
e Non-assessable  Policies 


TM 
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For  further  information,  contact  Marketing  and  Development.  P.O.  Box  14746,  Austin,  Texas  78761 

STATEWIDE  SERVICES  CENTER:  I-800-580-TMLT  Business  Offices:  5I2-454-678I 
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Countdown  to  RB  RV  S: 

A bureaucrat’s  dream 

ew  numbers,  new  forms, 
new  payments,  new 
game  — a bureaucrat’s  dream.” 

That’s  how  Louis  Goodman, 
PhD,  director  of  TMA’s  Division  of 
Medical  Economics,  characterizes 
the  government  side  of  the  transition 
to  Medicare’s  new  resource-based 
relative  value  scale. 

The  bureaucrat’s  dream,  however, 
is  a nightmare  for  physicians  who 
still  don’t  know  whether  reimburse- 
ment under  the  new  payment  system 
will  be  what  was  promised.  The 
original  congressional  intent  was  to 
increase  access  to  health  care  by  im- 
proving payments  to  primary  care 
physicians,  especially  in  rural  areas. 

At  press  time  in  early  October, 
TMA  and  the  AMA  were  pushing  for 
passage  of  legislation  filed  by  US  Rep 
Fortney  “Pete”  Stark  (D-Calif),  to 
prohibit  the  “behavioral  offset”  pro- 
posed by  the  Health  Care  Financing 
Administration  (HCFA).  (See  “TMA, 
AMA  seek  legislative  fix  for  Medi- 
care payment  schedule,”  p 36.) 

Controversy  centered  around  the 
proposed  16%  cut  to  the  RBRVS 
conversion  factor,  which  HCFA 
claimed  was  needed  to  keep  the 
RBRVS  budget-neutral. 

“If  the  government  poisons  the 
well  with  the  physicians  of  this  coun- 
try on  a behavioral  offset  for  which 
they  have  no  justification  whatsoever, 
and  breaks  what  doctors  and  patients 
saw  as  a firm  deal,  it’s  going  to  be 
very  difficult  to  muster  any  trust  or 
support  for  governmental  activities  in 
health-care  reform,”  said  James  S. 
Todd,  MD,  AMA  executive  vice  pres- 
ident, in  a news  briefing  with  re- 
porters in  mid-September. 

The  Office  of  Management  and 


Medical  Economics 


Budget  (OMB)  and  HCFA  staff  were 
aggressively  lobbying  House  and 
Senate  Republicans  to  support 
HCFA’s  plan  to  apply  a 6%  behav- 
ioral offset  reduction  to  the  RBRVS 
conversion  factor. 

Amid  the  controversy  and  uncer- 
tainty, TMA  was  directing  part  of  its 
efforts  to  educating  physicians  about 
the  enormous  changes  due  to  begin 
January  1,  1992.  Preparation  for 
those  changes 
was  already  un- 
der way  at  the 
Texas  Medicare 
carrier,  which  was 
scheduled  to  mail 
“Dear  Doctor” 
letters  November 
25  that  would 
call  for  Texas 
physicians  to 
make  a decision, 
as  in  the  past, 
about  participat- 
ing in  the  Medi- 
care program. 

“The  factors 
that  should  influ- 
ence a physician’s 
decision  to  partic- 
ipate are  very  dif- 
ferent this  year,  because  the  profiles 
vary  significantly  by  specialty,”  says 
Dr  Goodman. 

A series  of  TMA  workshops  are 
scheduled  around  the  state  during 
November  and  December  to  assist 
physicians  in  making  the  participa- 
tion decision.  See  the  ad  on  p 4 for 
details  on  the  workshops. 

Although  implementation  of  the 
RBRVS  is  set  to  begin  January  1, 
there  was  speculation  in  early  Octo- 
ber that  publication  of  final  rules  en- 
abling that  implementation  might  be 
delayed  beyond  the  expected  date  of 
November  1 because  of  uncertainty 
about  the  conversion  factor.  Any  de- 


lay in  the  final  rules  is  expected  to 
create,  at  best,  a “tremendous  night- 
mare for  the  computer  programmers” 
and  other  HCFA  staff  in  charge  of  the 
transition,  says  Dr  Goodman. 

However,  he  says,  the  way  the 
Notice  of  Proposed  Rulemaking  is- 
sued June  5 was  written,  HCFA  has 
a lot  of  discretion  in  putting  RBRVS 
into  place.  “They  can  implement 
it  with  temporary  or  emergency 
rules,”  says  Dr 
Goodman,  “and 
then  publish  the 
final  rules  ex  post 
facto. 

“That  would 
put  medicine  be- 
hind the  eightball,” 
he  says,  because 
physicians  would 
then  be  at  HCFA’s 
mercy  to  make  any 
changes  to  the  con- 
version factor  or 
other  contested 
components  of  the 
system. Under 
that  scenario,  says 
Dr  Goodman, 
medicine  would 
likely  begin  to  re- 
think its  support  of  RBRVS. 

“If  HCFA  doesn’t  implement  a 
truly  budget-neutral  RBRVS,  I think 
support  from  organized  medicine 
will  start  to  crumble  very  rapidly,” 
he  says. 

Without  an  improvement  in  the 
proposed  16%  reduction  of  the  con- 
version factor,  no  physician  in  Texas 
can  expect  an  increase  in  Medicare 
reimbursement,  according  to  Dr 
Goodman.  “And  no  improvement  in 
1992  likely  means  worse  in  succeed- 
ing years  because  1992’s  conversion 
factor  will  be  the  base  on  which  fu- 
ture conversion  factors  are  deter- 
mined,” he  says. 


“If  HCFA 
doesn’t 
implement 
a truly 

budget-neutral 
RBRVS,  I 
think  support 
from 

organized 
medicine  will 
start  to 
crumble  very 
rapidly.” 
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Jim  Bob  Brame, 
MD,  Eldorado, 
moderated  a pan- 
el on  Medicare 
payment  reform 
at  TMA’s  Fall 
Leadership 
Conference. 


goal  of  physician  pay- 
ment reform.  I think 
we  remain  challenged, 
however,  to  deal  with 
the  broader  issues  of 
health-care  reform:  ac- 
cess, quality,  long-term 
care  costs.” 


One  of  the  reasons  Texas  physi- 
cians are  unlikely  to  see  improved 
reimbursements  under  RBRVS  is  the 
low  geographic  practice  cost  indices 
(GPCIs)  applied  in  Texas.  And 
although  TMA  secured  some 
significant  improvements  over  the 
GPCIs  that  were  originally  pro- 
posed, further  work  remains,  says 
Dr  Goodman. 

“The  GPCIs  are  still  very  adverse 
to  Texas,”  he  says.  “Improving  them 
will  be  one  of  our  focuses  in  1992. 
The  problem  is  to  find  a way  to  in- 
crease the  GPCI  applied  to  rural 
Texas  payment  localities  without 
further  reducing  the  GPCI  used  in 
the  metropolitan  areas.” 

Dr  Goodman  urged  Texas  physi- 
cians to  maintain  the  pressure  on 
HCFA  and  Congress  to  fix  the  prob- 
lems with  RBRVS.  “The  only  way 
HCFA  will  respond  to  our  needs  is  if 
Congress  is  persuaded  to  be  the  posi- 
tive force  balancing  OMB’s  pressure 
on  HCFA  to  use  RBRVS  as  a budget- 
cutting tool,”  he  says.  “And  the  Texas 
congressional  delegation  is  solidly  be- 
hind Texas  doctors  on  this  issue.” 

Countdown  to  RBRVS: 

Airing  all  sides  of 
the  issue 

Saying  that  he  couldn’t  guaran- 
tee that  the  next  hour  would 
be  enjoyable,  although  he  could 
guarantee  it  would  be  informative, 
TMA  President  Sam  A.  Nixon,  MD, 
introduced  panelists  at  TMA’s  1991 
Fall  Leadership  Conference  to  dis- 
cuss Medicare  payment  reform. 

“Today’s  panelists  know  just  about 
all  there  is  to  know  at  this  point  about 
how  Medicare  payment  reform  will 
affect  you,”  he  said.  “You’re  likely  go- 
ing to  hear  some  good  news,  some 


not-so-good 

news,  and  some 

rotten  news  ...  ® 

but  it  will  be  — 

useful  news.”  i 

•SOCMTiON 

Moderated  I 

by  Jim  Bob  ' 

Brame,  MD,  Eldorado,  member  of 
the  Physician  Payment  Review  Com- 
mission, the  panel  included  Gale  A. 
Drapala,  Dallas,  regional  adminis- 
trator of  the  Health  Care  Financing 
Administration;  Larry  Oday,  a 
Washington,  DC,  health-care  attor- 
ney with  Medicare  expertise;  and 
AMA  Executive  Vice  President 
James  S.  Todd,  MD. 

From  the  HCFA  viewpoint 

Ms  Drapala  focused  on  the  opera- 
tional side  of  physician  payment  re- 
form. 

“Obviously  HCEA  can’t  wait  un- 
til final  relative  values  and  pricing 
policies  are  available  before  develop- 
ing the  administrative  mechanisms 
for  paying  claims,”  said  Ms  Dra- 
pala. Therefore,  she  said,  contrac- 
tors were  writing  contingency  com- 
puter programs  and  using  “test” 
data  to  prepare  for  the  implementa- 
tion. She  also  said  HCEA  was  con- 
sidering limiting  the  amount  of  in- 
formation supplied  with  each 
physician’s  disclosure  statement  due 
to  be  mailed  in  November. 

Ms  Drapala  pointed  out  that  while 
RBRVS  represented  a major  change  in 
the  physician  payment  system,  it  was 
still  a fee-for-service  system. 

“There  is  no  direct  incentive  for 
an  individual  physician  to  control 
costs,  and  the  problem  of  escalating 
expenditures  remains  a concern,” 
she  said.  “It  does  shift  relative  val- 
ues for  services  as  was  intended,  and 
it  does  bring  greater  consistency  to 
the  program.  In  that  sense,  we  can 
say  we  have  moved  closer  to  the 


From  the  political  viewpoint 

Panelist  Larry  Oday,  an  attorney 
with  the  firm  Vinson  &:  Elkins,  was 
formerly  a director  of  congressional 
affairs  at  HCEA.  He  brought  greet- 
ings “from  Washington,  DC,  a 
workfree  drug  place,  a city  of  67 
square  miles  bounded  on  all  four 
sides  by  reality.” 

Mr  Oday  said  restoring  the  16% 
to  the  conversion  factor  was  impor- 
tant for  1992,  but  he  added,  “It’s 
also  important  for  2008,  because 
these  base  rates  simply  get  trended 
forward.  The  number  that  drives 
payment  in  1992  drives  payment 
forever.” 

Mr  Oday  complimented  orga- 
nized medicine  on  its  ability  to  make 
its  voice  heard  on  the  conversion 
factor  question,  but  said  that  “one 
way  or  another  [the  government] 
will  get  their  pound  of  flesh.” 

After  reading  a letter  strongly 
backing  HCEA’s  interpretation  of 
“budget  neutrality”  that  Congress- 
man Brian  J.  Donnelly,  a Mass- 
achusetts member  of  the  Ways  and 
Means  Committee,  wrote  to  a con- 
stituent, Mr  Oday  cautioned  that 
Congress  could  not  be  depended  on 
to  solve  the  problems  that  physi- 
cians have  with  RBRVS. 

“Let’s  not  kid  ourselves  for  a 
minute  that  we  have  all  that  many 
friends  on  Capitol  Hill  who  will  re- 
spond to  our  legitimate  concerns,” 
he  said.  “We  have  to  make  them  re- 
spond through  our  own  organized 
political  effort.” 
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TMA  amplifies  success  of  grassroots  media  tour 

Patients  in  at  least  two  Texas  cities  now  better  understand  why  the  gov- 
ernment’s recent  attempt  to  cut  Medicare  reimbursements  is  a bad 
idea.  Part  of  the  persuasive  team  that  met  with  the  Houston  Chronicle, 
Houston  Post,  and  Austin  American  Statesman  respectively  were  TMA  Presi- 
dent Sam  A.  Nixon,  MD,  and  Fred  Castrow,  MD,  both  of  Houston,  and  A1 
Lindsey,  MD,  Austin.  They  were  accompanied  by  TMA  public  relations  and 
public  affairs  staff,  American  Medical  Association  staff,  and  a member  of  the 
AMA  board  of  trustees,  Nancy  Dickey,  MD,  Richmond. 

TMA  joined  the  American  Medical  Association  in  a nationwide  grass- 
roots media  tour  to  generate  editorial  and  news  stories  supporting  medicine’s 
views  that  cutting  the  RBRVS  conversion  factor  by  16%  would  reduce  access 
to  care  and  was  fundamentally  unfair. 

Targeted  for  the  tour  were  the  hometown  print  media  of  20  key  members 
of  Congress.  Twelve  favorable  editorials  and  numerous  news  stories  resulted 
from  the  nationwide  effort  conducted  in  July  and  August. 


In  acknowledging  the  special 
problem  that  Texas  has  with  the  ge- 
ographic adjustment  factor  or  geo- 
graphic practice  cost  index  (GPCI), 
Mr  Oday  encouraged  Texas  physi- 
cians to  maintain  the  pressure  to  im- 
prove the  GPCIs. 

“What  we  ought  to  do  in  this 
country  is  ship  all  Medicare  beneficia- 
ries down  here  and  have  their  care 
rendered  by  Texas  physicians,”  he 
said.  “We’d  save  a ton  of  money.  We 
could  give  them  all  free  airplane  tick- 
ets and  we’d  still  be  ahead.” 

From  organized  medicine’s  viewpoint 

James  S.  Todd,  MD,  AMA  executive 
vice  president,  quipped  that  Bryan 
Donnelly  was  one  of  the  reasons  that 
he  (Dr  Todd)  left  Massachusetts  and 
became  an  honorary  citizen  of  Texas. 
He  added,  however,  that  Mr  Donnel- 
ly was  the  sole  member  of  the  Ways 
and  Means  Committee  who  didn’t 
support  organized  medicine  on  the 
conversion  factor  question. 

Dr  Todd  reminded  participants  of 
the  reasons  that  organized  medicine 
originally  signed  onto  physician  pay- 
ment reform  in  1985.  He  said  those 
reasons  included  the  realization  that 
resources  for  health  care  were  not 
infinite  and  some  spending  controls 
were  needed.  Another  reason  was 
that  the  current  method  of  paying 
physicians  was  “complicated,  unpre- 
dictable, inflationary,  and  exposed 
physicians  to  unconscionable  harass- 
ment, mainly  by  our  own  federal 
government.” 

Dr  Todd  said  that  the  RBRVS 
seemed  in  1985  to  be  the  best  plan 
available,  one  based  on  the  “very 
simple  concept  of  paying  physicians 
according  to  the  cost  of  providing 
the  service  or  the  procedure.” 

But  Dr  Todd  was  critical  of  the 
government’s  refusal  to  recognize 
that  physicians  must  have  the  right 


to  determine  their  own  charges  and 
balance  bill  patients. 

“No  payment  schedule  can  take 
into  account  experience,  dexterity, 
ambience,  or  the  severity  of  illness,” 
he  said.  “And  if  1 happen  to  be  a 
world-class  surgeon  with  greater 
ambience  in  my  office  and  greater 
service  to  my  patients  than  some- 
body down  the  street,  then  1 ought 
to  have  the  right  to  charge  for  that 
as  long  as  the  patient  knows  they 
are  paying  a premium  to  see  me. 

“Our  attitude  at  the  AMA  is  very 
simple:  In  a democracy,  those  who 
pay  the  bill  have  every  right  to  de- 
termine what  it  is  they  shall  pay,  but 
also  in  a democracy,  they  have  abso- 
lutely no  right  to  tell  a professional 
what  he  or  she  shall  charge.” 

Dr  Todd  stressed  the  need  for  the 
medical  profession  to  maintain  unity 
in  the  face  of  the  problems  with  the 
RBRVS. 

“Unity  cannot  be  allowed  to  go, 
because  if  it  becomes  every  man, 
woman,  medical  society,  and  special- 
ty society  for  themselves,  then  . . . 
they  will  chew  us  up  piece  by  piece 


by  piece  until  we  don’t  have  any  sem- 
blance of  a profession  left,”  he  said. 
“We  want  to  work  with  HCFA  on 
the  care  and  feeding  of  RBRVS,  but 
this  is  a critical  issue  for  the  medical 
profession.  If  we  come  apart  and  go 
our  parochial  ways,  there  will  be  no 
profession  to  come  back  to.” 

Medicaid  changes 
mean  higher  physician 
payments 

Through  the  efforts  of  the 
Texas  Medical  Association, 
the  Texas  Department  of  Human 
Services,  and  others,  several  major 
improvements  have  been  made  re- 
cently in  physician  payments  under 
the  state’s  Medicaid  program. 

“It’s  been  a tough  climb,  but 
there  have  been  some  good  things 
happening  at  Medicaid,”  said  Mike 
Dabbs,  TMA  director  for  quality  as- 
surance/utilization review.  “From 
April  of  1991  through  September  of 
1993,  we’re  going  to  see  in  the 
neighborhood  of  $90  to  $100  mil- 
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Texas  Medicaid  director 
Donald  L.  Kelley,  MD, 
(right)  accepts  a plaque 
from  TMA  President 
Sam  A.  Nixon,  MD, 
Houston  (left)  and  Fred- 
erick L.  Merian,  MD, 
Yoakum,  chairman  of 
the  TMA  Council  on  So- 
cioeconomics. The 
plaque  was  presented 
during  the  TMA  1991 
Fall  Leadership  Confer- 
ence in  appreciation  of 
Dr  Kelley’s  work  to  in- 
crease access  to 
health  care  for  Texas 
citizens  by  improving 
Medicaid  reimburse- 
ments to  physicians. 


lion  increase  in  payments  to  physi- 
cians in  Medicaid.  That’s  a 
significant  increase  in  a program 
that  has  traditionally  been  the  low- 
est paying  program.” 

The  major  changes  include: 

• In  April  1991,  payments  for  four 
common  primary  care  procedures 
for  family  and  pediatric  physi- 
cians were  increased  approxi- 
mately 40%,  generating  an  addi- 
tional $12  million  a year  in 
physician  payments. 

• On  September  1,  the  remaining 
5.5%  of  a 10%  budget  reduction 
made  in  1986  was  restored, 
adding  $18  million  a year  to 
physician  payments. 

• Also  on  September  1,  the  5% 
Medicare  par/non-par  differential 
was  removed,  so  all  Medicaid  par- 
ticipating physicians  are  now  paid 
at  the  Medicare  participating 
physician  profile,  adding  $8-$10 
million  a year  in  payments. 

• Medical  screening  fees  for  early 
periodic  screening  diagnosis  and 
treatment  (EPSDT)  were  in- 
creased from  $27  to  $40,  gener- 
ating an  additional  $4.5  million 
in  annual  payments. 

TMA  worked  closely  with  the 
Texas  Department  of  Human  Ser- 
vices (TDHS)  during  the  first  special 
session  of  the  72nd  Texas  Legisla- 
ture in  July  to  put  many  of  the  ma- 
jor reforms  before  state  lawmakers 
and  get  them  passed.  The  Children’s 
Defense  Fund  and  the  Texas  Pedi- 
atric Society  also  were  instrumental 
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in  gaining  the  legislature’s 
approval  of  the  increase  in  EPSDT 
fees. 

“We  have  tried  to  focus  on  what 
we  believe  are  the  most  important 
issues,  as  opposed  to  taking  a shot- 
gun approach,  demanding  across- 
the-board  increases,  or  resorting  to 
lawsuits  to  force  the  state  to 
change,”  Mr  Dabbs  said.  “We 
forged  a coalition  with  them,  and 
that  helped  bring  about  the  change.” 

In  addition  to  the  changes  that 
have  already  been  made,  TDHS  is  cur- 
rently evaluating  the  adequacy  of 
Medicaid  payments,  considering  the 
use  of  a relative  value  scale,  and  study- 
ing ways  to  expand  access  to  care  for 
Medicaid  patients,  which  could  add  an 
additional  $45  million  in  physician 
payments  in  1992  and  1993. 

For  more  information  on  Medi- 
caid changes,  contact  Mike  Dabbs  at 
(512)  370-1400. 

BC/BS  offers  two  new 
health-care  programs 

Blue  Cross  and  Blue  Shield  of 
Texas,  the  state’s  largest  pri- 
vate insurer  with  more  than  1 mil- 
lion enrollees,  has  announced  two 
new  programs  that  have  stirred 
physicians’  interest  and  questions. 

ParPlan  is  a new  payment  plan 
between  physicians  and  Blue  Cross 
allowing  for  direct  reimbursement  at 
“reasonable  charge”  levels  for  par- 
ticipating physicians. 

Blue  Cross  has  also  introduced  a 
totally  separate  managed-care  prod- 
uct called  BlueChoice.  BlueChoice 
uses  a “point  of  service”  delivery 
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system,  which  means  that  sub- 
scribers have  a choice  of  providers, 
but  typically  receive  maximum 
benefits  for  medical  care  and  hospi- 
talization when  services  are  preau- 
thorized by  the  primary  care  physi- 
cian and  performed  by  health-care 
professionals  in  the  network. 

“BlueChoice  is  a major  departure 
for  BC/BS  and  signals  a change  in 
their  philosophy  in  Texas,”  said 
Karen  Batory,  TMA  director  of 
health  care  delivery.  “Their  priority 
over  the  next  5 years  is  going  to  be 
managed  care.  Employer  demand 
for  this  particular  type  of  product  is 
just  exploding,  because  employers 
need  to  control  costs,  but  want  to 
offer  employees  more  of  a choice  in 
selecting  their  physician.” 

The  ParPlan,  which  goes  into  ef- 
fect January  1,  1992,  is  new  for  Blue 
Cross  in  Texas,  though  it  is  an  in- 
dustry standard  elsewhere.  The  plan 
establishes  a contract  between  physi- 
cians and  Blue  Cross  and  is  designed 
to  provide  greater  predictability  and 
convenience  in  payments  for  physi- 
cians, patients,  and  Blue  Cross. 

Physicians  participating  in  Par- 
Plan  will  be  directly  reimbursed  at 
the  “reasonable  charge”  level  after 
agreeing  to  file  claims  in  a timely 
manner,  accept  Blue  Cross’s  “rea- 
sonable charge”  for  covered  ser- 
vices, participate  in  utilization  re- 
view activities,  and  not  bill  Blue 
Cross  for  experimental  or  investiga- 
tive services  not  covered  in  the  con- 
tact (though  the  patient  may  be 
billed  for  these). 

“The  ParPlan  will  be  a powerful 
marketing  tool  for  Blue  Cross,  be- 
cause patients  will  no  longer  have  to 
file  claims,  and  it  eliminates  balance 
billing,  except  for  copayments  and 
deductibles,”  said  Ms  Batory. 
“Physicians  who  have  problems 
with  collections  will  find  the  ParPlan 
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attractive  because  they  receive  direct 
payment  if  they  participate.” 

The  BlueChoice  plan,  to  be  intro- 
duced in  Texas  in  April  1992,  is  a 
managed-care  product  using  a point 
of  service  delivery  system. 

“In  effect.  Blue  Cross  has  created 
a hybrid  preferred  provider  organi- 
zation targeted  for  all  of  the  major 
markets  in  Texas,”  she  said.  “Pa- 
tients can  choose  not  to  go  through 
their  primary  care  physician,  but 
will  end  up  paying  as  much  as  30% 
of  the  medical  costs.” 

Currently,  BlueChoice  is  solicit- 
ing physicians  to  become  primary 
care  physicians  in  the  program.  Un- 
der BlueChoice,  physicians  will  re- 
ceive direct  payments  based  on  Blue 
Cross’  “reasonable  charge,”  less  co- 
payment and  coinsurance,  be  as- 
sured of  guaranteed  income,  and  be 
likely  to  expand  their  patient  base, 
as  patients  will  receive  lists  of  partic- 
ipating physicians. 

Based  on  input  after  review  by 
the  TMA  Hospital  Medical  Staff 
Section  and  the  Council  on  Health 
Facilities,  TMA  has  submitted  a list 
of  physicians’  questions  about  the 
two  plans  to  Blue  Cross  and  Blue 
Shield  officials,  and  Texas  Medicine 
plans  an  article  based  on  responses 
to  those  questions. 

For  more  information  on  ParPlan 
or  BlueChoice,  contact  Karen  Batory 
at  (512)  370-1405. 


HCFA  greatly  reduces 
precertification 

Thanks  to  the  complaints  of 
Texas  physicians  and  others. 
Medicare  preadmission/preproce- 
dure review  for  10  procedures  was 
eliminated  October  1,  according  to 
the  Texas  Medical  Foundation 
(TMF),  the  Medicare  peer  review  or- 
ganization in  Texas. 

After  discovering  that  only  175 
of  159,000  precertification  reviews 
conducted  in  1990-1991  were  de- 
nied, TMA  worked  with  the  AMA 
to  pressure  HCFA  into  dropping 
what  was  viewed  as  a major  hassle. 

“We  worked  very  hard  to  get  rid 
of  precertification  because  it  was  a 
major,  major  hassle  to  many  physi- 
cians,” says  Mike  Dahbs,  director  of 
TMA’s  quality  assurance/utilization 
review  department.  “HCFA  finally 
woke  up  to  the  fact  that  a lot  of  mon- 
ey was  being  spent  to  review  a lot  of 
medically  necessary  services  and  it 
was  money  well  wasted,”  he  says. 

The  10  procedures  for  which  pre- 
certification was  eliminated  are 
carotid  endarterectomy,  cholecystec- 
tomy, hysterectomy,  transurethral 
prostatectomy,  implant/reimplant  of 
permanent  cardiac  pacemaker, 
cataract  extraction,  coronary  artery 
bypass  graft,  percutaneous  translu- 
minal coronary  angioplasty,  major 
joint  replacement,  and  laminectomy. 

Preadmission/preprocedure  re- 
view remains  in  only  two  instances 
in  Texas:  as  an  intervention  directed 
through  a TMF  quality  intervention 
plan  and  for  assistants  at  selected 
cataract  surgeries. 
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your  practice. 
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Legislative  Affairs 


Sunset  review  starting 
soon  for  medical 
examiners  board 

The  state  laws  that  govern  li- 
censing of  physicians,  nurses, 
pharmacists,  chiropractors,  dentists, 
podiatrists,  psychologists,  and  half  a 
dozen  other  health-related  profes- 
sions are  about  to  be  called  into 
question.  That  questioning,  part  of 
the  every-12-year  “sunset”  review  of 
state  agencies,  will  be  closely  moni- 
tored by  Texas  Medical  Association. 

The  goal  of  sunset  review  is  to 
force  state  agencies  periodically  to 
justify  their  existence  by  requiring 
legislative  scrutiny  of  their  perfor- 
mance as  regulators.  If  the  73rd  Leg- 
islature in  1993  does  not  reenact  the 
laws  establishing  these  agencies, 
they  will  cease  to  exist. 

In  practical  application,  however, 
the  sunset  process  also  stirs  the  em- 
bers of  deep-seated  rivalries,  as  well 
as  professional  and  economic  differ- 
ences, between  regulated  entities, 
whether  it  is  architects  and  interior 
designers,  barbers  and  cosmetolo- 
gists, or  chiropractors  and  physical 
therapists. 

The  Sunset  Advisory  Commis- 
sion, composed  of  appointed  legisla- 
tors and  consumers,  held  an  organi- 
zational meeting  in  late  September 
to  begin  what  will  be  a year-long 
process  of  reviewing  agency  opera- 
tions and  drafting  recommendations 
to  continue,  abolish,  or  modify 
those  agencies. 

During  the  upcoming  sunset  re- 
view cycle,  the  commission  will  re- 
view some  40  agencies,  including  the 
medical  examiners  board  and  13 
other  agencies  that  license  chiro- 
practors, dentists,  dieticians,  hearing 


Ken  Ortolon,  legislative  affairs  editor,  writes  and  edits 
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aid  fitters,  nurses,  optometrists, 
pharmacists,  physical  therapists,  po- 
diatrists, psychologists,  and  others. 

Kim  Ross,  director  of  TMA’s  Divi- 
sion of  Public  Affairs,  predicts  the 
sunset  process  will  ignite  numerous 
legislative  battles  as  the  allied  health 
professions  attempt  to  use  the  process 
to  expand  their  scope  of  practice. 

“There  will  be  tremendous  pres- 
sure applied  by 
many  of  the 
health  professions 
to  expand  their 
scope  of  prac- 
tice,” he  says. 

“This  is  their 
once-in-every-12- 
years’  opportunity 
to  have  the  equiv- 
alent of  a large, 
empty  flatbed 
truck  driving  be- 
tween the  House 
and  the  Senate  to 
load  up  with  all 
their  gear.  It  will 
be  incumbent  upon  us  to  unload  it.” 

The  sunset  process  works  in  four 
basic  steps,  says  Tim  Graves,  assis- 
tant director  of  the  Sunset  Advisory 
Commission.  First,  the  agencies  are 
asked  to  complete  a self-evaluation. 
Those  evaluations,  which  were  due 
October  1,  form  the  starting  point  for 
further  review  by  the  commission’s 
staff.  Mr  Graves  says  that  review  in- 
cludes research,  on-site  interviews 
with  agency  staff,  interest-group  dis- 
cussions, and  public  input.  Informa- 
tion gained  from  those  efforts  is  used 
to  develop  a staff  report. 

The  third  step,  development  of 
commission  recommendations, 
comes  after  review  of  the  staff  re- 
port and  public  hearings  on  each 
agency.  Finally,  the  commission’s 
recommendations  are  drafted  into 
legislation. 


With  40  agencies  to  review  dur- 
ing the  next  year,  Mr  Graves  said  he 
is  uncertain  how  quickly  the  Board 
of  Medical  Examiners  will  move 
through  the  process.  It  could  be  late 
1992  before  final  recommendations 
are  developed,  but  staff  review  could 
begin  almost  immediately. 

The  sunset  review  process  has 
provided  the  forum  for  spirited 
battles  between 
physicians  and 
allied  health  pro- 
fessions in  the 
past.  In  1981, 
the  first  time  the 
Board  of  Medical 
Examiners  was 
up  for  review,  a 
tough  floor  fight 
between  physi- 
cians and  op- 
tometrists result- 
ed in  a stalemate 
that  forced  law- 
makers into  spe- 
cial session  to 
reenact  the  Medical  Practice  Act  (see 
story,  opposite  page). 

Optometrists  and  physical  thera- 
pists are  not  expected  to  seek  expand- 
ed scope  of  practice  in  1993  because 
of  compromise  legislation  passed  this 
year  relating  to  those  professions. 
However,  TMA  anticipates  aggressive 
efforts  by  several  other  groups,  Mr 
Ross  says.  Among  issues  that  almost 
certainly  will  come  up,  he  says,  are 
hospital  staff  privileges  for  chiroprac- 
tors and  psychologists  and  direct  pay- 
ment and  autonomous  prescribing 
authority  for  advanced  nurse  practi- 
tioners. Also,  podiatrists  likely  may 
seek  expanded  authority  to  treat  leg 
problems  as  high  as  the  knee,  and 
pharmacists  could  seek  authority  to 
substitute  generic  drugs  for  name 
brands  regardless  of  whether  a physi- 
cian has  indicated  on  the  prescription 


“There  will  be 
tremendous 
pressure 
applied  by 
many  of  the 
health 
professions 
to  expand 
their  scope  of 
practice.” 
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Retrospective:  Optometry  fight  nearly  scuttled  1981  sunset  bill 


Texas  Medical  Association  en- 
tered the  1981  legislative  ses- 
sion expecting  a fight  with  orga- 
nized nursing  and  a few  other 
groups  who  had  let  it  be  known 
they  would  seek  expanded  scope  of 
practice  during  that  year’s  sunset  re- 
view process. 

What  organized  medicine  was  not 
prepared  for  was  a bitter  fight  with 
optometrists  and  a stubborn  speaker 
of  the  House  that  almost  scuttled  the 
Texas  State  Board  of  Medical  Exam- 
iners and  could  have  left  the  state,  at 
least  temporarily,  with  no  regulation 
of  medical  practice. 

When  the  State  Board  of  Medical 
Examiners  and  the  Medical  Practice 
Act  came  up  for  sunset  review  in 
1981,  the  process  still  was  relatively 
new,  says  Austin  lobbyist  Greg 
Hooser,  who  was  TMA’s  legislative 
director  at  that  time.  Two  years  be- 
fore, the  State  Bar  of  Texas  had 
been  the  big  issue  in  the  first  sunset 
review  cycle.  Mr  Hooser  says  re- 
view of  the  bar  was  accompanied 
by  a lot  of  lawyer  bashing  and  a 
tough  fight  to  put  lay  members  on 
the  agency’s  board. 

TMA,  therefore,  was  prepared 
for  some  of  the  same  type  of  treat- 
ment of  physicians.  “We  assumed, 
with  good  cause,  there  would  be  a 
lot  of  griping  going  on  when  we 
went  through  the  process,”  Mr 
Hooser  says. 

TMA  lobbyists  — including  Mr 
Hooser,  current  public  affairs  direc- 
tor Kim  Ross,  and  current  legisla- 
tive affairs  director  Alfred  Gilchrist 
— also  anticipated  a few  turf  fights, 
but  had  agreements  from  most 
health-related  professions  not  to 
seek  expansion  of  their  practices 
through  the  sunset  process. 

“All  the  health-care  groups  also 
had  to  get  their  legislation  through 
as  a sunset  bill,”  Mr  Hooser  says. 
“The  other  groups  feared  that,  if  it 
became  clear  to  TMA  that  they 
would  pursue  a special  issue  that 
TMA  opposed,  TMA  might  hold  up 


their  sunset  bill.” 

The  major  exception  was  nurses, 
who  made  it  clear  up  front  that  they 
would  seek  some  independent  prac- 
tice and  direct  payment. 

So,  it  was  a major  surprise  when 
then  House  Speaker  Billy  Clayton 
insisted  that  the  reenactment  of  the 
Medical  Practice  Act  include  provi- 
sions giving  optometrists  the  au- 
thority to  use  topical  diagnostic 
drugs  — namely,  certain  types  of 
eye  drops. 

TMA  and  optometry  groups 
had  been  fighting  the  so-called  “eye 
drops”  issue  for  several  years,  but 
optometrists  had  made  it  clear  they 
would  not  pursue  the  matter  in 
1981,  Mr  Hooser  says.  The  optom- 
etry groups  claimed  that  it  was  Mr 
Clayton  and  his  hometown  op- 
tometrist — who  happened  to  be 
one  of  the  speaker’s  staunchest 
campaign  supporters  — who  were 
pushing  the  issue. 

Mr  Hooser  says  it  is  still  unclear 
what  Mr  Clayton’s  real  motives 
were.  The  speaker  had  made  pas- 
sage of  a major  statewide  water 
plan  his  number  one  priority  for 
that  session  but  it  was  clear  the 
measure  would  fail.  It  is  possible  he 
was  attempting  to  block  passage  of 
the  Medical  Practice  Act  to  force  a 
special  session  and,  therefore,  gain 
another  chance  at  passing  the  water 
plan,  Mr  Hooser  says. 

There  also  was  speculation  at  the 
time  that  Mr  Clayton,  as  a lame 
duck  speaker,  simply  was  trying  to 
demonstrate  that  he  still  could  exert 
his  influence.  Or,  he  indeed  may 
have  been  trying  to  reward  the  op- 
tometrist who  had  been  his  long- 
time supporter. 

The  Medical  Practice  Act  had 
sailed  through  the  Senate  without 
the  eye  drops  provision,  but  the 
speaker  refused  to  budge  in  the 
House. 

“The  speaker  drew  the  line  and 
said  we  either  give  in  or  there  would 
be  no  bill,”  Mr  Hooser  said.  “I 


didn’t  think  I could  give  in  on  the 
principle  of  the  thing.  We  got  the 
Council  on  Legislation  together  and 
they  adopted  the  same  policy.” 

Despite  a parliamentary  trick  to 
get  the  bill  with  the  eye  drops  lan- 
guage out  of  the  House,  TMA  and 
Sen  John  Wilson  of  LaGrange,  the 
bill’s  sponsor,  refused  to  give  in.  The 
measure  eventually  died  in  confer- 
ence committee  and  the  speaker  had 
his  special  session. 

Ironically,  lawmakers  also  failed 
to  pass  a congressional  redistricting 
plan  and  would  have  had  to  come 
back  for  a special  session  regardless 
of  the  outcome  of  the  Medical  Prac- 
tice Act. 

Without  legislative  action,  the 
Medical  Practice  Act  was  set  to  ex- 
pire September  1,  1981.  Lawmak- 
ers, therefore,  had  to  return  in  spe- 
cial session  to  reenact  the  law  or  the 
Board  of  Medical  Examiners  would 
have  had  to  begin  closing  down. 

When  the  special  session  con- 
vened that  summer,  the  Senate  again 
quickly  passed  the  bill  and  sent  it  to 
the  House.  Following  a marathon 
negotiating  session  that  lasted  15 
hours,  a deal  was  struck.  Op- 
tometrists were  granted  authority  to 
use  diagnostic  drugs,  but  only  under 
delegation  orders  from  an  ophthal- 
mologist. And,  the  Board  of  Medi- 
cal Examiners  was  given  authority 
to  draft  the  rules  under  which  the 
compromise  would  be  carried  out. 

If  the  speaker’s  real  goal  was  to 
pass  his  water  plan  in  special  ses- 
sion, it  worked.  But  the  plan, 
which  required  a constitutional 
amendment  to  set  up  a dedicated 
fund,  was  defeated  at  the  polls  in 
November. 

“There  was  no  real  disagreement 
on  the  Medical  Practice  Act  among 
legislators,”  Mr  Hooser  said.  “The 
issue  would  have  been  settled  if 
there  had  been  no  need  for  a special 
session  in  the  speaker’s  eyes.  Clay- 
ton antagonized  House  members  by 
the  way  he  handled  the  issue.” 
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Special  session  unlikely  on  health  care 


Governor  Ann  Richards  has  backed  away  from  her  promise  to  call  a 
special  session  sometime  in  1992  to  consider  major  health-care  is- 
sues. However,  a special  task  force  still  is  expected  to  study  health  issues 
and  make  recommendations  to  be  acted  on  during  the  next  regular  legisla- 
tive session  in  1993. 

In  late  September,  Governor  Richards  said  she  did  not  want  to  rush  de- 
bate on  health  care  because  the  issue  is  too  important. 

Fred  Castrow,  MD,  of  Houston,  chairman  of  the  Texas  Medical  Associa- 
tion Council  on  Legislation,  said  the  association  agrees  that  action  should 
not  be  rushed. 

“There  isn’t  sufficient  time  for  the  task  force  to  develop  recommendations 
between  now  and  next  spring,”  Dr  Castrow  said.  “And  lawmakers  need 
more  than  the  30  days  afforded  in  a special  session  to  examine  the  issue.” 

TMA  is  working  with  the  governor,  lieutenant  governor,  and  House  speaker 
on  appointments  to  the  task  force.  TMA  will  be  represented  on  the  panel,  and 
the  report  of  TMA’s  Ad  Hoc  Committee  on  Financing  and  Availability  of 
Health  Care  likely  will  serve  as  a blueprint  for  the  task  force  to  work  from. 
That  report  recommends  a five-point  plan  to  provide  basic,  low-cost  insurance 
coverage  for  those  who  can  afford  it  and  to  expand  Medicaid  and  other  gov- 
ernment programs  for  those  who  cannot  pay  for  insurance  at  any  price. 

Governor  Richards  promised  to  call  a special  session  on  health  care  in  her 
remarks  during  dedication  ceremonies  for  TMA’s  new  building.  At  that  time, 
it  was  anticipated  the  special  session  would  occur  in  the  spring  of  1992. 
However,  it  would  have  been  difficult  to  fit  a 30-day  special  session  in  during 
the  1992  campaign  season. 


that  generic  drugs  are  acceptable. 

Another  factor  that  could  come 
into  play  in  the  sunset  debate  is  the 
proposed  consolidation  of  health  and 
other  professional  licensing  boards 
into  a single  agency.  While  that  pro- 
posal failed  in  the  recent  special  ses- 
sion, Mr  Graves  predicts  it  will  get  a 
second  look  during  sunset  review. 

Mr  Ross,  however,  says  it’s  not 
likely  to  pass  on  the  second  try.  “It’s 
not  likely  that  there  will  be  a super- 
agency-type consolidation,”  he  says, 
“though  there  may  be  some  sharing 
of  administrative  functions,  which 
medicine  supports.” 

The  key  to  success  in  the  sunset 
fight  probably  lies  with  TMA’s  suc- 
cess in  the  upcoming  1992  elections, 
Mr  Ross  adds. 

“This  next  election  cycle,  not 
when  the  legislature  convenes  in 
1993,  is  when  we’ll  make  or  break 
our  position  on  sunset,”  he  says. 
“How  active  medicine  is  in  the  polit- 
ical process  and  how  actively  physi- 
cians and  the  Auxiliary  participate 
in  the  open  races  in  the  Senate  and 
the  House  and  how  close  we  are  to 
those  people  seeking  reelection  who 
are  our  friends  will  drive  this  issue  a 
whole  lot  more  than  being 
scientifically  correct.  In  this  fight, 
they  (lawmakers)  are  going  to  go  on 
the  basis  of  politics  as  often  as  not.” 

TMA,  AMA  seek 
legislative  fix  for 
Medicare  payment 
schedule 

An  avalanche  of  protest  from 
physicians  and  members  of 
Congress  has  prompted  the  Bush  ad- 
ministration to  back  down  on  nearly 
$7  billion  in  proposed  cuts  in  Medi- 
care physician  payments  under  the  new 
resource-based  relative  value  scale. 


However,  the  Health  Care  Fi- 
nancing Administration  apparently 
is  unwilling  to  drop  its  proposed 
“behavioral  offset,”  prompting  the 
Texas  Medical  Association  and 
American  Medical  Association  to 
launch  a grassroots  campaign  for  a 
legislative  fix. 

HCFA  maintains  the  behavioral 
offset  is  needed  because  physicians 
whose  fees  are  reduced  under  the 
RBRVS  simply  will  increase  their 
volume  of  services.  However,  the 
RBRVS  already  includes  Medicare 
volume  performance  standards  to 
address  the  same  issue. 

When  Congress  enacted  the 
RBRVS  in  1989,  it  intended  that  the 
Medicare  payment  reforms  be  “bud- 
get neutral.”  However,  when  HCFA 
issued  its  proposed  rules  for  imple- 
menting the  new  payment  system,  it 
proposed  cuts  of  nearly  $16  billion 
over  the  next  5 years  by  reducing  the 
RBRVS  conversion  factor  by  16%. 

In  addition  to  the  behavioral  off- 
set, the  HCFA  rules  also  would  have 
cut  the  conversion  factor  to  make  up 
for  the  “asymmetry”  in  implementa- 


tion caused  by  the  fact  that  in  1992 
payments  for  services  being  in- 
creased will  change  at  a rate  faster 
than  those  being  reduced.  HCFA’s 
rules  also  proposed  a “tripling”  ef- 
fect, contending  that  the  cuts  from 
the  behavioral  offset  and  asymmetry 
factor  be  tripled  on  grounds  that  the 
conversion  factor  represents  only 
one  third  of  Medicare  payments. 

HCFA’s  proposed  rules  drew  more 
than  100,000  comments  and  protests 
from  80%  of  Congress.  Virtually  the 
entire  Texas  congressional  delegation 
signed  a letter  opposing  the  cuts. 
And,  on  July  29,  US  Rep  Fortney 
“Pete”  Stark  (D-Calif)  filed  legisla- 
tion to  force  HCFA  to  follow  con- 
gressional intent  if  the  agency  refused 
to  fix  the  problem  administratively. 

HCFA  subsequently  agreed  to 
drop  the  asymmetry  adjustment 
and  tripling  effect  on  the  asymme- 
try, but  not  on  the  behavioral  af- 
fect. Now  that  the  administration 
has  made  it  clear  it  is  determined  to 
impose  the  behavioral  offset,  orga- 
nized medicine  is  pressing  for  pas- 
sage of  the  Stark  bill. 
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That  bill  prohibits  the  behavioral 
offset  and  addresses  the  asymmetry 
problem  by  reducing  payments  by 
2%  in  1992,  1.5%  in  1993,  1%  in 
1994,  and  0.5%  in  1995.  The  reduc- 
tions would  be  discontinued  begin- 
ning in  1996. 

In  late  September,  TMA  sent  let- 
ters to  all  members  of  the  Texas 
congressional  delegation  asking 
them  to  sign  on  as  cosponsors  of  the 
Stark  bill.  At  the  time  the  letter  was 
mailed,  some  71  House  members 
had  agreed  to  cosponsor  the  bill,  but 
none  were  from  Texas. 

At  press  time.  Congress  was  sched- 
uled to  adjourn  by  the  end  of  October 
and  action  on  the  Stark  bill  was  ex- 
pected before  the  adjournment. 

Health-care  reforms 
coming,  congressman 
says 

adical  changes  in  America’s 
health-care  system  are  in- 
evitable. That’s  the  message  US 
Rep  John  Bryant  (D-Dallas) 
brought  to  participants  at  Texas 
Medical  Association’s  Fall  Leader- 
ship Conference  in  Austin 
September  14. 

“I  have  never  seen  a situation 
in  my  9 years  in  Congress,  and 
prior  to  that  9 years  in  the 
(Texas)  Legislature,  where  the 
pressure  for  such  a fundamental 
change  was  so  great  and  the 
consensus  on  the  need  for  such 
a change  was  so  uniform,”  Rep- 
resentative Bryant  said. 

However,  he  said  consensus  on 
how  to  fix  the  system  that  has  left 
more  than  33  million  Americans 
without  health  insurance  coverage  is 
completely  lacking. 

“I  cannot  propose  to  you  today 
what  I think  we  ought  to  do,  and  I 


am  in  the  vast  majority  of 
Congress,”  he  said.  “There  are  those 
who  have  plans  . . . but  the  fact  of 
the  matter  is  that  most  members  of 
Congress  are  feeling  their  way  along 
at  this  stage  trying  to  determine 
what  will  work  out.” 

Whatever  reforms  ultimately  are 
enacted  likely  will  be  widely  unpop- 
ular, Representative  Bryant  said. 

“The  new  system  is  going  to  have 
to  contain  costs;  it’s  going  to  have  to 
set  priorities  and  make  choices,”  he 
said.  “I  am  quite  confident  that 
when  all  is  said  and  done  everybody 
will  be  unhappy,  everybody  will  say 
they  liked  the  old  way  better.  . . . 
But  it’s  the  price  we  are  going  to 
have  to  pay.” 

Representative  Bryant  said 
strengths  of  the  current  system  that 
must  be  maintained  include  fee  for 
service  in  private  practice,  rewards 
for  personal  initiative,  and  effective 
use,  distribution,  and  availability  of 
technology. 


TMA  President  Sam  A.  Nixon,  MD, 
Houston,  presents  a piaque  to  US 
Rep  John  Bryant  (D-Dalias)  “in  appre- 
ciation of  his  contributions  to  the 
heaith  of  ali  Texans.” 
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PROVIDERS 

12  years  experience  in 
Medicare  PART  B claims 
payment. 

HCFA  has  determined  55% 
of  all  physicians  in  the  State 
of  Texas  should  be  billing 
their  Medicare  claims 
electronically  by  September 
of  1992. 

Now  this  method  is  made 
available  to  you 
inexpensively  & headache 
free. 

Electronic 
Processing  Service 

(903)  583-8183 


For  Professionals: 
The  Texas 

Physicians'  Directory 

Showcase  your  practice 
or  clinic  in  Texas  Medicine 

Fax  or  phone  in  your  listing  to 
Texas  Medicine  with  your 
Visa  or  Mastercard  number. 


For  more  professional 
advertising  information  call 
the  Texas  Medical  Association 
Advertising  Department 
at  (512) 370-1376 
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(hyanxxxJone  brtartrate  5mg  fWorning  Moy  be  hobif  torming] 
ono  ocelominopben  500  mg) 


"Mcodin 


(hydfocoOone  brtarfrole  75mg  [Warning.  Moy  be  habit  forming) 
ai^  ocefamir>ophen  750  mg) 


INDICATIONS  AND  USAGE;  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or 
hydrocodone. 

WARNINGS: 

Allergic-Type  Reactions:  VICODINA/ICODIN  ES Tablets  contain  sodium 
metabisuifite,  a sulfite  that  may  cause  allergic-type  reactions  including 
anaphylactic  symptoms  and  life-threatening  or  less  severe  asthmatic 
episodes  in  certain  susceptible  people 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients, 
hydrocodone  may  produce  dose-related  respiratory  depression. 

Head  Injury  and  Increased  Intracranial  Pressure;  The  respiratory 
depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospi- 
nal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  other  intracranial  lesions  or  a preexisting  increase  in  intracranial 
pressure.  Furthermore,  narcotiG  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may 
obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal 
conditions 
PRECAUTIONS: 

Special  Risk  Patients;  VICODINA/ICOOiN  ES  Tablets  should  be  used 
with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism.  Addison's  dis- 
ease, prostatic  hypertrophy  or  urethral  stricture. 

Cougn  Reflex;  Hydrocodone  suppresses  the  cough  reflex;  as  with  all 
narcotiG,  caution  should  be  exercised  when  VICODINA/ICODIN  ES  Tab- 
lets are  used  postoperatively  and  in  patients  with  pulmonary  disease. 
Drug  Interactions:  Patients  receiving  other  narcotic  analgesiG,  antipsy- 
chotics,  antianxiety  agents,  or  other  CNS  depressants  (incfuding  alconol) 
concomitantly  with  VICODIN/VICODIN  ES  Tablets  may  exhibit  an  additive 
CNS  depression.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants 
with  hydrocodone  preparations  may  increase  the  effect  of  either  the 
antidepressant  or  hydrocodone.  The  concurrent  use  of  anticholinergics 
with  hydrocodone  may  produce  paralytic  ileus. 

Usage  in  Pregnancy: 

Teratogenic  Effects;  Pregnancy  Category  C.  Hydrocodone  has  been 
shown  to  be  teratogenic  in  namsters  when  given  in  doses  700  times  the 
human  dose  There  are  no  adequate  anti  well-controlled  studies  in 
pregnant  women  VICODIN/VICODIN  ES  Tablets  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nonteratogenic  effects;  Babies  born  to  mothers  who  have  been  tak- 
ing opioids  regularly  prior  to  delivery  will  be  physically  dependent.  The 
withdrawal  signs  include  irritability  and  excessive  crying,  tremors,  hyper- 
active reflexes,  increased  respiratory  rate,  increased  stools,  sneezing, 
yawning,  vomiting,  and  fever. 

Labor  and  Delivery;  Administration  of  VICODINA/ICODIN  ES  Tablets  to 
the  mother  shortly  before  delivery  may  result  in  some  degree  of  respira- 
tory depression  in  the  newborn,  especially  if  higher  doses  are  used. 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk  and 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  VICODIN/VICODIN  ES  Tablets,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REAaiONS: 

The  most  freciuenlly  observed  actverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These  effects  seem  to  be  more 
prominent  in  ambulatory  than  in  nonambulatory  patients  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down.  Other 
adverse  reactions  include; 

Central  Nervous  System:  Drowsiness,  mental  clouding,  lethargy,  impair- 
ment of  mental  ana  physical  performance,  anxiety,  fear,  dysphoria,  psy- 
chic dependence  and  mood  changes. 

Gastrointestinal  System:  The  antiemetic  phenothiazines  are  useful  in 
suppressing  the  nausea  and  vomiting  which  may  occur  (see  above); 
however,  some  phenothiazine  derivatives  seem  to  be  antianalgesic  and 
to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  while 
other  phenothiazines  reduce  the  amount  of  narcotic  required  to  produce 
a given  level  of  analgesia.  Prolonged  administration  of  VICODIN/VICODIN 
ES  Tablets  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters 
and  urinary  retention  have  been  reported 
Respiratory  Depression:  Hydrocodone  bitartrate  may  produce  dose- 
related  respiratory  depression  by  acting  directly  on  the  brain  stem  respi- 
ratory center,  Hydrocodone  also  affects  tne  center  that  controls  respiratory 
rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  significant 
respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of 
naloxone  hydrochloride  Apply  other  supportive  measures  when  indicated. 
DRUG  ABUSE  AND  DEPENDENCE; 

VICODIN/VICODIN  ES  Tablets  are  subject  to  the  Federal  Controlled  Sub- 
stance Act  (Schedule  III).  Psychic  dependence,  physical  dependence,  and 
tolerance  may  develop  upon  repeated  administration  of  narcotiG;  there- 
fore, VICODIN/  VICODIN  ES  Tablets  should  be  prescribed  and  adminis- 
tered with  caution. 

OVERDOSAGE: 

Acetaminophen  Signs  and  Symptoms:  In  acute  acetaminophen  over- 
dosage, dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most 
serious  adverse  effect.  Renal  tubular  necrosis,  hypoglycemic  coma,  and 
thrombocytopenia  may  also  occur.  Early  symptoms  following  a poten- 
tially hepatotoxic  overdose  may  include:  nausea,  vomiting,  diaphoresis 
and  general  malaise.  Clinical  and  laboratory  evidence  of  hepatic  toxicity 
may  not  be  apparent  until  48  to  72  hours  post-ingestion. 
Hydrocodone  Signs  and  Symptoms:  Serious  overdose  with 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease  in 
respiratory  rate  and/or  tidal  volume,  Cheyne-Stokes  respiration,  (cyano- 
sis), extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  muscle 
flaccidity,  cold  and  clammy  skin,  and  sometimes  bradycardia  and  hypo- 
tension. In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest 
and  death  may  occur. 
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free  of  extra  prescribing 
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■ Telephone  prescribing  in  most  states 

■ Up  to  five  refills  in  6 months 

■ No  triplicate  Rx  required 


Tablet  for  tablet,  the  most  potent  ana 


Excellent  patient  acceptance. 

In  12  years  of  clinical  experience,  nausea,  sedation  and 
constipation  have  rarely  been  reported.^ 


Blank  space  indicates  that  no  such  activity  has  been  reported.  Table  adapted  from  Facts  and  Comparisons 
1991  and  Catalano  RB.  The  medical  approach  to  management  of  pain  caused  by  cancer.  Semin.  Oncol. 
1975;  2;  379-92  and  Reuler  JB,  et.  al.  The  chronic  pain  syndrome;  misconceptions  and  management,  Ann 
Intern.  Med.  1980  588-96. 


The  heritage  of  VICODINr  over  a biilion 
doses  prescribed.' 

• VICODIN  ES  provides  greater  central  and  peripheral 
action  than  other  hydrocodone/acetaminophen  combinations. 

• Four  to  six  hours  of  extra  strength  pain  relief  from  a single  dose 

• The  14th  most  frequently  prescribed  medication  in  America^ 


"vicodin 

(hydrocodone  bitartrate  7.5mg  (Warning:  May  be  habit  forming) 
and  acetaminophen  7S0mg) 
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No  ifs,  ands,  or  butts 

You  can  help  patients  quit 


BY  KATHRYN  TROMBATORE,’^  MANAGING  EDITOR 

Discouragement  is  evident  in  the  voices  of  some  physicians 
when  they  talk  about  their  patients  who  smoke. 

There’s  good  reason  for  that. 

Nicotine  is  a notorious  slaveholder  and  the  doctor’s 
arsenal  doesn’t  contain  a magic  bullet. 

But  there’s  also  good  reason  to  question  the  discourage- 
ment. Studies  demonstrate  that  physicians  are  powerful 
role  models  whose  advice  alone  is  an  effective  smoking- 
cessation  force. 

Amplify  that  power  with  some  knowledge  about  what 
works  and  what  doesn’t  in  helping  patients  quit,  and  you 
can  boost  your  patients’  “quit  rate”  significantly. 

If  helping  your  patients  stop  smoking  sounds  like  just 
one  more  thing  you  don’t  have  time  to  do,  consider  this: 
even  a well-delivered  3-minute  message  can  spark  a 


patient’s  urge  to  quit  smoking. 


This  article  packages  the  advice  of  former  smokers,  sub- 
stance-abuse  treatment  specialists,  researchers. 


smoking-cessation  experts,  anti-tobacco  activists,  and  a 
goodly  number  of  physicians  with  direct  experience  in 
helping  their  patients  kick  butts. 

A one-sentence  summation  of  their  counsel?  Don’t 
underestimate  your  power  to  make  a difference  in 
smokers’  lives. 


*Ms  Trombatore  last  smoked  a cigarette  on  July  3,  1989.  She  thanks  her  physicians  for 
their  considerable  help  in  that  accomplishment. 
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Helping  a patient 
quit  smoking  is 
not  the  most  dra- 
matic life-saving 
experience,  but 
most  former 
smokers  rate  quitting  as  a lifetime 
high  point.  Gratitude  flows  freely  to 
physicians  who  help. 

“My  doctor  made  the  critical  dif- 
ference,” says  former  smoker  John 
R.  Trimble,  PhD,  associate  professor 
of  English  at  The  University  of 
Texas  at  Austin. 

Professor  Trimble  had  smoked 
for  30  years  when  he  stopped  March 
10,  1988.  He  is  almost  evangelistic 
about  what  quitting  has  meant. 

“It  has  actually  revolutionized 
my  life,”  he  says.  “Even  if  I were  to 
die  this  year  I would  feel  that  the 
past  3V2  years  have  richly  compen- 
sated me.  I have  lived  my  life  much 
more  joyously,  much  more  serenely, 
much  more  fully,  and  certainly  much 
more  physically  than  I had  in  previ- 
ous decades.” 

Another  smoker  who  counts  his 
quit  day  as  pivotal  is  Harold  Adel- 
man,  MD,  who  “finally  figured  out 
how  to  do  it”  and  quit  smoking  on 
Eebruary  21,  1988.  He  says  that 
that  day  — and  the  day  President 
John  F.  Kennedy  was  shot  — are 
two  days  he  remembers  so  clearly 
that  he  can  picture  where  he  was. 

“Quitting  smoking  was  the  hard- 
est thing  I’ve  ever  done,”  he  says. 
“Like  a lot  of  things  in  life,  it  was 
very  difficult  but  not  impossible  — 
kind  of  like  medical  school.” 

Dr  Adelman,  a psychiatrist  and 
medical-program  director  of  adult 
chemical  dependency  services  at  The 
Haven  in  De  Soto,  Tex,  now  calls 
himself  a “recovering”  smoker,  in 
recognition  of  the  addictive  nature 
of  smoking.  Like  most  former  smok- 
ers, he  tried  more  than  once  to  quit. 

“I  smoked  for  10  years  and  quit 
at  one  point  for  3 months,”  he  says. 
“I  was  so  discouraged  when  I re- 
sumed smoking  that  I didn’t  really 
make  a serious  attempt  again  for  an- 
other 3V2  years.” 

Given  that  most  smokers  struggle 
mightily  before  giving  up  their  nico- 
tine, why  should  physicians  take  the 


time  to  talk  with  patients  about 
smoking?  And  what  kind  of  inter- 
vention works? 


Why  Bother? 


SK  PHYSICIANS 
who’ve  helped  pa- 
tients stop  smoking 
what  they  would 
say  to  encourage 
other  physicians. 


and  you  get  multiple  versions  of 
“because  they  can  make  so  much 
difference  with  such  little  effort.” 

“It  takes  such  a small  — almost 
trivial  — investment  sometimes  to 
help  somebody  quit  smoking,”  says  Dr 
Adelman.  “It  would  take  a whole  lot 
of  those  thousands  of  bits  of  data  we 
learned  in  medical  training  and  clinical 
practice  to  stack  up  to  the  value  of  get- 
ting somebody  to  quit  smoking.” 

Smoking  is  a medical  problem 
with  serious  implications,  and 
“probably  the  most  important  thing 
a smoker  can  do  for  himself  or  her- 
self physically  is  to  quit  smoking,” 
says  Clare  M.  McCluggage,  MD,  as- 
sociate director  of  the  St  Paul  Family 
Practice  Residency  Program  in  Dal- 
las. “As  family  practitioners,  we’re 
interested  in  promoting  wellness. 
I’m  not  really  so  excited  about  find- 
ing that  cancer  or  treating  that  heart 
attack.  I would  much  rather  have  a 
boring  practice  in  which  nobody 
ever  really  got  sick.” 

For  Paul  Ogden,  MD,  an  in- 
ternist at  Scott  & White,  it’s  the 
frustration  of  seeing  otherwise 
healthy  patients  “crater  with  a disas- 
trous illness  that  probably  was  pre- 
ventable” that  makes  him  eager  to 
address  smoking  cessation. 

“I’ve  lost  too  many  patients  that 
way,”  he  says.  “Eve  only  been  out  of 
residency  for  7 years,  but  I can  name 
about  10  tragedies  already  of  pa- 
tients who  were  very  productive  citi- 
zens who  died  or  were  disabled  pre- 
maturely because  of  cigarettes.” 

Dr  Ogden,  who  is  an  associate 
professor  at  Texas  A&M  College  of 
Medicine,  Division  of  Community 
Medicine  and  Preventive  Medicine, 
says  he  feels  part  of  his  obligation  as 
a physician  is  to  do  whatever  he  can 


to  help  people  lead  productive  lives. 

“The  most  important  thing  for  the 
practicing  physician  is  to  address 
smoking  cessation  when  patients  come 
in,  and  then  be  available  to  assist  the 
patient  who  wants  help,”  he  says.  He 
points  out  that  a busy  practitioner  can 
deliver  a basic  “stop-smoking  mes- 
sage” in  about  3 minutes. 

But  even  that  short  span  of  time 
can  seem  a waste  to  physicians  who 
have  too  often  encountered  patients 
who  just  won’t  try. 

“Physicians’  initial  response  is 
sometimes,  ‘Gee,  this  is  another 
thing  I don’t  have  time  to  do,’”  says 
Mary  Alice  Westrick,  MD,  Fort 
Worth.  “They  say,  ‘It’s  not  very  re- 
warding; people  don’t  quit.’” 

Dr  Westrick,  medical  director  of 
Hospice  Care,  Inc,  in  Fort  Worth,  re- 
cently helped  teach  a tobacco-cessa- 
tion training  program  for  physicians 
and  other  health-care  workers  using  a 
manual  prepared  by  the  National  Can- 
cer Institute. 

As  a medical  oncologist.  Dr 
Westrick  frequently  treated  patients 
who  said  their  physicians  had  never 
told  them  to  quit  smoking.  “I’d  see  a 
lot  of  patients  with  lung  cancer  and 
they’d  say,  ‘But  no  one  ever  told  me 
to  stop  smoking.’  And,  as  physicians 
we  are  tempted  to  say,  ‘Well,  I knew 
they  wouldn’t  quit.’  We  need  to  get 
out  of  that  circle.  Physicians  need  to 
tell  people  to  quit,  and  despite  the 
fact  that  they  don’t  quit,  they  need 
to  keep  telling  them.” 

Austin  internist  Frank  E.  Robin- 
son, MD  (whose  patient  is  Professor 
Trimble)  acknowledges  it’s  hard 
sometimes  to  remain  enthusiastic 
about  helping  patients  quit.  “We  all 
get  discouraged,”  he  says.  “I  tell  my 
patients  that  we  can  control  their 
blood  pressure  and  get  their  choles- 
terol down  somewhat,  but  getting 
them  to  stop  smoking  is  one  of  the 
hardest  things  that  we  as  a profes- 
sion try  to  do  for  our  patients.” 

What  else,  besides  discourage- 
ment, keeps  physicians  from  getting 
involved? 

“The  biggest  obstacle  to  tackling 
the  tobacco  problem  is  complacen- 
cy,” says  Eric  Solberg,  executive  di- 
rector for  Doctors  Ought  to  Care 
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(DOC),  the  coalition  of  physicians 
and  other  health-care  professionals 
founded  in  1977  by  Alan  Blum,  MD, 
Houston.  “Complacency  stems  from 
the  belief  that  the  war  on  smoking 
has  been  won.  But  the  prevalence  of 
smoking  in  the  United  States  has  de- 
clined by  only  0.5%  per  year  during 
the  past  10  or  15  years.” 

In  Texas,  an  estimated  23,000 
people  die  each  year  from  tobacco- 
caused  diseases. 

“Most  people  in  our  practices 
now  know  that  smoking  is  not  good 
for  them,”  says  Dr  McCluggage. 
“And  they  expect  you  to  say  some- 
thing to  them.  If  you  don’t,  they’re 
going  to  wonder  what  kind  of  doc- 
tor you  are.” 

Dr  Adelman  agrees  that  physi- 
cians shouldn’t  hesitate  to  confront 
patients  who  are  smokers.  “They 
may  say,  ‘Aw,  I don’t  want  to  quit,’ 
or  ‘I’ve  tried  a hundred  times,  I can’t 
quit,’  but  they  may  be  hoping  you 
will  bring  it  up,”  he  says.  “And  if 
you  don’t  say  anything,  your  silence 
may  confirm  their  hopelessness.  If 
you  do  say  something,  they  may 
breathe  a sigh  of  relief  and  say,  ‘Oh, 
thank  God.  You  mean  you’d  be  will- 
ing to  help  me  with  this?’ 

“Nicotine  addiction,  like  a lot  of 
chronic  diseases,  can  be  very  frustrat- 
ing and  very  daunting,”  says  Dr 
Adelman,  but  he  urges  physicians  not 
to  give  up  hope.  He  explains:  “In  all 
smokers’  lives  there  are  moments 
when  they  wish  they  could  throw  this 
yoke  off.  The  trick  is  to  be  armed 
and  ready  when  the  patient  who  is  a 
chronic  smoker  — who  has  this 
chronic  disease  — comes  into  your 
office  and  says,  ‘I’m  ready.’” 

Dr  McCluggage,  also,  refers  to 
smoking  as  a chronic  disease  that 
“has  the  potential  for  complete  re- 
mission, but  may  take  a long  time  to 
get  under  control.”  She  adds,  how- 
ever, that  “smoking  cessation,  par- 
ticularly the  way  the  American 
Academy  of  Family  Practice  pro- 
gram addresses  it,  is  a really  good 
model  for  helping  people  make  all 
kinds  of  behavioral  changes  in  their 
lives.  If  you  understand  how  to  help 
someone  stop  smoking,  you  also 
have  a better  understanding  of  how 


to  help  somebody  start  exercising  or 
stop  overeating.” 


The  Great  American 
Smokeout 


But  why  on  earth 
won’t  they  quit 
smoking? 

IN  HIS  BOOK,  The  No-Nag, 
No-Guilt,  Do-It-Your-Own- 
Way  Guide  to  Quitting 
Smoking,  Austin  self-care  pi- 
oneer, health  futurist,  and 
medical  author  Tom  Fergu- 
son, MD,  asks  readers  to  imagine  that 
scientists  had  discovered  a new  psy- 
choactive drug  “that  could: 

• help  you  deal  with  stress; 

• help  you  calms  down  when  you 
were  feeling  tense; 

• help  pep  you  up  when  you  were 
feeling  lethargic; 

• help  you  concentrate  more  effec- 
tively; 

• make  it  easier  to  control  unpleas- 
ant feelings; 

• produce  a mild  state  of  euphoria.” 

The  drug,  says  Dr  Ferguson,  is 
nicotine,  and  on  top  of  its  other 
“benefits,”  smokers  even  use  it  to 
keep  from  gaining  weight. 

Admitting  that  nicotine  has 
benefits  doesn’t  come  easy.  “Health 
professionals  have  been  taught  that 
you  can’t  say  anything  good  about 
smoking,”  says  Dr  Ferguson.  “As  a 
result,  we  misrepresent  what’s  really 
known  about  it.  There’s  this  strong 
moral  agenda  that  you’re  supposed 
to  say  only  damning  things  about 
smoking,  but  I think  it’s  important 
to  present  it  in  shades  of  gray  be- 
cause that’s  reality.  That’s  how 
smokers  perceive  it,  and  if  your 
model  of  smoking  doesn’t  conform 
to  the  smoker’s  model,  they’re  going 
to  think  you  don’t  know  what 
you’re  talking  about.” 

Many  people  who  have  never 
smoked  think  the  process  of  quitting 
smoking  consists  solely  of  tolerating  a 
short  period  of  uncomfortable  symp- 
toms that  result  from  the  physical  ad- 
diction to  nicotine.  Smokers  acknowl- 
edge that  the  unpleasantness  of 
withdrawal  is  a large  barrier  to  quit- 
ting smoking,  but  they  add  that  they’d 
still  miss  the  “benefits”  of  smoking 


The  American  Cancer  Society’s 
Great  American  Smokeout  is  held 
annually  on  the  third  Thursday  of 
November.  Prescription  pads  that 
say  “Please  Stop  Smoking!”  are 
available  through  your  local  Ameri- 
can Cancer  Society  office  or  call 
1-800-ACS-2345. 

AAAERICAN 
CANCER 
f SOCIETY' 

GREATAMERICAN 
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long  after  withdrawal  is  over. 

“The  answer  to  the  question 
‘Why  do  people  smoke?’  is  the  same 
answer  as  that  to  ‘Why  do  people 
take  intravenous  heroin?’  It  feels 
good,  that’s  why,”  says  Dr  Adelman. 
“People  don’t  smoke  marijuana  be- 
cause it  makes  them  feel  crummy. 
They  do  it  because  it  feels  good,  and 
eventually  they  do  it  because  it 
makes  them  feel  not  better  than  nor- 
mal but  just  normal.” 

Dr  Adelman  adds:  “Tobacco  is 
used  to  modulate  moods  and  for 
weight  control  and  also  as  a stimu- 
lant. These  are  some  of  the  effects 
and  perceived  benefits  of  smoking 
that  people  are  afraid  to  give  up. 
Most  smokers  also  would  tell  you 
that  one  of  the  emotional  experi- 
ences following  smoking  cessation 
or  other  abusable-drug  cessation  is 
the  experience  of  loneliness.  And 
that  says  to  me  that  in  addition  to 
tobacco’s  having  weight  control, 
stimulatory,  and  concentration  en- 
hancement effects,  it  also  is  a form 
of  companionship.” 

Does  he  still  miss  smoking? 

“Miss  it  isn’t  the  correct  word,” 
he  says.  “The  drug  high  is  something 
I understand.  Most  people  who  have 
been  addicted  have  positive  experi- 
ences with  euphoria,  but  that  experi- 
ence is  a very  small  portion  of  the 
total  experience  of  addiction.” 

Another  smoker  who  hasn’t  forgot- 
ten the  pleasures  of  tobacco  is  Billy  U. 


Resources  to 
extend  your 
effectiveness 


American  Academy  of  Family  Physicians 

The  AAFP  “Stop  Smoking  Kit,”  is  available 
for  $50  (AAFP  member)  or  $80  (nonmem- 
ber) from  Health  Education  Department, 
AAFP,  8800  Ward  Parkway,  Kansas  City, 
MO  64114,  (1-800)  274-2237. 


American  Cancer  Society 

Materials  for  smokers.  Also,  for  physicians; 
free  “stop  smoking”  prescription  pads  and 
the  National  Cancer  Institute’s  “How  To 
Help  Your  Patients  Stop  Smoking.”  Contact 
your  local  office  or  call  (1-800)  ACS-2345. 


American  Heart  Association 

Materials  for  smokers.  Also,  for  physicians: 
“Heart  Rx  Kit”  ($32.50)  and  “Cigarette 
Smoking  and  CVD”  ($0.15  each).  Contact 
your  local  office. 


American  Lung  Association 

Materials  for  smokers.  Also  information  on 
Smoke  Busters,  a Smokers  Anonymous 
twelve-step  program.  Contact  your  local 
office  or  in  Texas  call  (1-800)  252-LUNG. 


Doctors  Ought  to  Care  (DOC) 

Magazine  stickers  ($0.10  each),  posters,  and 
other  information.  Contact  DOC,  5510 
Greenbriar,  Houston,  TX  77005.  Call  (713) 
798-7729. 


Great  Performance 

Copies  of  Dr  Tom  Ferguson’s  The  No-Nag, 
No-Guilt,  Do-It-Your-Own-Way  Guide  to 
Quitting  Smoking  and  his  manual  for  health- 
care professionals,  “Helping  Smokers  Get 
Ready  to  Quit ...  A Positive  Approach  to 
Smoking  Cessation”  are  available  through 
Great  Performance.  Call  (1-800)  433-3803 
for  pricing  information. 


Texas  Office  of  Smoking  and  Health 

Free  information  and  materials  on  topics 
related  to  tobacco  use,  including  a “Direc- 
toty  of  Smoking  Resources  and  Contacts  in 
Texas.”  Contact  the  office  at  the  Texas 
Department  of  Health,  1100  W 49th  St, 
Austin,  TX  78756  or  call  (1-800)  345-8647. 


Texas  Medical  Association 

Free  materials  from  the  Physician  Oncology 
Education  Program  are  available.  Also,  the 
TMA  Library  has  audiovisual  programs  and 
an  extensive  “Tobacco  Use  Prevention  Kit,” 
prepared  by  the  TMA  Ad  Hoc  Task  Force 
on  Tobacco  Use  Prevention,  available  for 
loan.  Contact  Texas  Medical  Association, 
401  W 15th  St,  Austin,  TX  78701. 

Call  (512)  370-1300. 


Philips,  Jr,  PhD,  professor  of  preven- 
tive medicine  at  The  University  of 
Texas  Medical  Branch  (UTMB)  at 
Galveston  and  associate  director  for 
cancer  education  in  the  UTMB  Can- 
cer Center.  “It’s  been  15  or  more  years 
since  I last  smoked  a pipe,  but  I can 
tell  you  there  isn’t  a day  that  goes  by 
that  I don’t  want  to  smoke  a pipe,”  he 
says.  “Even  though  we  can  be  very 
successful  in  interrupting  this  behav- 
ior, I think  we  have  failed  to  recognize 
that  cigarette  smoking,  in  particular, 
and  smoking  generally  is  a habit  that 
one  may  crave  for  a lifetime,  just  like 
alcoholics  crave  alcohol.” 


Different  strokes 
for  different  folks 


ADDRESSING  THE 
reasons  that  individ- 
ual smokers  value 
their  smoking  can 
greatly  assist  physi- 
cians who  are  help- 
ing them  prepare  for  cessation. 

“People  don’t  smoke  because  they 
like  cigarette  smoke,”  says  Dr  Mc- 
Cluggage.  “There’s  nothing  really 
particularly  innately  appealing  about 
a piece  of  burning  paper.  Smoking 
means  something  to  people.  And 
what  you  have  to  do  is  help  them 
find  out  what  it  means  to  them.” 

She  asks  her  patients,  “Why  do 
you  smoke?  Do  you  smoke  because 
it  helps  you  break  tension?  Do  you 
use  it  to  suppress  your  appetite?  Do 
you  smoke  because  you’re  secretly 
self-destructive,  which  some  people 
find  out  they  are?  Get  in  touch  with 
what  smoking  does  for  you  and 
when  you  are  most  susceptible  and 
then  you  can  make  a plan.  You  de- 
clare war  on  your  smoking.” 

For  some  people,  cigarettes  are 
intimately  tied  to  their  livelihood. 
English  Professor  Trimble  first  quit 
smoking  for  6 weeks  in  graduate 
school,  but  found  that  his  ability  to 
write  went  up  in  smoke  without 
cigarettes.  “Finally  one  day  I broke 
down,”  he  says.  “I  thought  I’d  have 
one  cigarette  just  to  see  if  it  would 
make  any  difference.  The  tragic 
thing  was  that  it  did,  and  that 
hooked  me  even  harder.” 
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Years  later,  after  he  successfully 
quit  smoking  he  expressed  his  ap- 
preciation to  his  doctor  in  a long  let- 
ter that  ultimately  was  published  as 
an  article  in  the  Travis  County  Med- 
ical Society  Journal. \ He  wrote 
about  learning  how  often  he 
“reached  for  a cigarette  as  an  anes- 
thetic against  stress  — which  meant 
also  learning,  I might  add,  just  how 
stressful  my  professional  life  had 
gotten.  In  effect,  I was  taking  some 
20  tranquilizers  a day.  Give  me  a 
major  writing  project,  and  it  might 
be  close  to  30. 

“Quitting  smoking,  then,  re- 
quired me  to  feel  all  that  stress.  (No 
wonder  withdrawal  carried  such  dis- 
comfort even  after  Td  detoxed.)  It 
also  required  that  I learn  to  deal 
with  that  stress.  In  short,  I had  to 
develop  a whole  new  repertoire  of 
coping  behaviors.” 

One  of  the  reasons  Dr  Trimble 
praised  his  physician’s  approach  to 
smoking  cessation  was  that  “[Dr 
Robinson]  had  intimate  knowledge 
of  the  addict’s  mentality  because 
both  his  mother  and  his  father  were 
hard-core,  lifelong  smokers.  He  un- 
derstood that  smoking  can  be 
extraordinarily  pleasurable  and 
fiendishly  addictive.  He  could  be  far 
more  sympathetic  to  my  situation 
than  the  average  doctor  who  hasn’t 
smoked  and  has  no  idea  what  an  ad- 
diction really  is. 

“It’s  just  like  if  we  haven’t  had  to 
battle  heroin,  it’s  real  easy  for  us  to 
sneer  at  heroin  addicts.  Even  I,  as  a 
former  cigarette  smoker,  want  to 
ask,  ‘Why  don’t  you  just  quit  jam- 
ming the  damn  needle  into  your  arm 
and  get  on  with  your  life?’” 

Feeling  impatience  with  smokers 
or  other  addicts  is  a common  feeling 
among  physicians,  says  Dr  McClug- 
gage.  “I  had  to  realize  that  I too 
have  little  ‘sins,’”  she  says.  “My  ha- 
bitual behaviors  are  not  as  destruc- 
tive. I don’t  get  into  trouble  for  them 
because  they’re  more  socially  accept- 
able, but  they’re  just  as  self-indul- 
gent and  ingrained.  My  compulsions 
may  be  more  adaptive,  but  if  I can’t 
get  over  being  obsessive  about  my 


fTrimble  JR.  How  I Quit  Smoking.  Travis  County  Med- 
ical Society  Journal.  April  1989:12-17. 
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time  schedule,  or  I can’t  handle  tak- 
ing a vacation,  then  I have  no  right 
to  criticize  somebody  else  who  can’t 
get  over  smoking.” 

Curb  your 
wagging  finger 

Most  people 

know  that 
smokers  can 
be  downright 
prickly  when 
it  comes  to 
discussing  their  smoking.  So  what’s 
the  best  approach?  Again,  the  experts 
sang  variations  on  the  same  theme. 

“The  key  with  addressing  smok- 
ers is  to  let  them  know  they’re  not 
bad,  they’re  not  weak,  and  they’re 
not  stupid  for  smoking,”  says  Dr 
Adelman.  “They’re  addicted,  and 
that’s  a disease.  They  have  no  reason 
to  be  ashamed  of  it,  even  if  they 
can’t  quit.  Let  them  know  they’re 
still  a good  person,  and  you’ll  still 
keep  trying  to  figure  out  a way  to 
help  them  quit.” 

He  recommends  that  physicians 
couch  their  initial  smoking-cessation 
query  in  a noncritical  fashion  and  if 
the  patient  says,  “I’m  not  ready  to 
quit,”  to  respond  in  an  accepting  and 
caring  fashion.  “Not,  ‘Well,  you 
know  it’s  bad  for  you,  don’t  you?’ 
but  something  along  the  lines  of 
‘Hey,  okay,  you  know  quitting  smok- 
ing was  the  hardest  thing  I’ve  ever 
done,  and  if  you  ever  decide  you 
want  to  quit.  I’m  here  and  I can  help 
you.  I would  love  to  help  you  quit.’” 

The  degree  to  which  smokers 
balk  at  being  preached  to  came 
through  loud  and  clear  in  more  than 
200  interviews  with  smokers  that  Dr 
Ferguson  conducted  prior  to  writing 
his  smoking-cessation  book. 

“We  found  that  it  took  about  5 
minutes  of  interview  time  before 
smokers  really  got  it  that  we  weren’t 
trying  to  get  them  to  quit  smoking, 
and  it  wasn’t  until  then  that  they 
would  start  opening  up,”  says  Dr 
Ferguson.  “If  the  patient  gets  the 
idea  that  you  are  willing  to  support 
whatever  they  want  to  do,  then  — 
and  perhaps  for  the  first  time  — 
they  might  explore  what  they  really 


want  to  do. 

“The  trick  is  for  the  health  pro- 
fessional to  help  people  see  the  small 
steps  in  the  right  direction  that  they 
could  take  right  now  with  a 99% 
success  rate,”  Dr  Ferguson  says. 
“Smokers  tend  to  beat  themselves  up 
because  they  can’t  just  jump  to  a 
point  where  they’d  like  to  be  in  the 
next  week  or  two.” 

Dr  McCluggage  echoes  her  col- 
leagues’ advice:  “That  judgment 
thing  really  stands  in  the  way  of  be- 
ing a helper.  Have  a little  mercy.” 

But  what  do  I say? 

OKAY,  let’s  assume 
you’ve  decided  to 
approach  your  pa- 
tients who  smoke 
and  that  you  are 
very  aware  of  the 
hazards  of  nagging.  Now  what? 

A wealth  of  material  has  been 
published  in  the  last  couple  of  years 
to  guide  you  in  establishing  smoking 
cessation  as  a regular  part  of  your 
contact  with  patients  who  smoke. 
(See  “Resources  to  extend  your  ef- 
fectiveness,” opposite  page.) 

Most  of  the  programs  suggest 
some  modification  of  the  National 
Cancer  Institute’s  basic  advice: 

• Ask  about  smoking  at  every  op- 
portunity. 

• Advise  all  smokers  to  stop. 

• Assist  the  patient  in  stopping. 

(More  about  this  later.) 

• Arrange  follow-up  visits. 

“I  would  say  there  really  are  basi- 
cally three  things  every  doctor  should 
do,”  says  UTMB  Professor  Billy 
Philips.  “One  is,  ask  every  patient 
whether  they  smoke  or  not.  Second, 
they  should  note  on  patients’  charts 
whether  or  not  they  smoke,  and  they 
can  use  stickers  for  that.  The  third 
thing  is  to  ask  every  patient  who 
smokes  to  consider  quitting.  If  they 
do  those  three  things,  they’ve  done 
what  they  should  have  done.  There 
are  a lot  of  other  things  they  could 
do  that  would  be  useful,  but  that’s 
the  minimum.” 

Dr  Philips  and  Janice  M.  Longo- 
ria, MS,  wrote  “Incorporating 
Smoking  Cessation  Counseling  into 


the  Physician’s  Practice,”  a free 
booklet  available  from  the  Texas 
Medical  Association’s  Physician  On- 
cology Education  Program  (POEP). 
In  addition  to  providing  smoking- 
cessation  tips,  the  booklet  includes  a 
“patient  smoking  profile”  to  identify 
those  patients  who  are  heavily  ad- 
dicted to  nicotine,  a list  of  clinical 
opportunities  to  counsel  patients, 
and  a “behavioral  prescription  for 
smoking  cessation”  (see  p 47). 

The  National  Cancer  Institute’s 
“How  To  Help  Your  Patients  Stop 
Smoking,”  available  free  through  lo- 
cal American  Cancer  Society  offices, 
is  a colorful  and  carefully  crafted 
manual  for  physicians  and  their 
office  staff. 

The  American  Academy  of  Eamily 
Physicians’  “Stop  Smoking  Kit”  in- 
cludes a manual  and  audiocassettes. 

“The  AAEP  program  is  a stepwise 
progression  of  how  to  help  some- 
body quit  smoking,”  says  Dr  Mc- 
Cluggage. “That’s  the  nice  thing 
about  it.  It  takes  doctors  step  by  step 
and  tells  them  what  to  say,  when  to 
say  it,  and  how  to  set  up  the  patients’ 
programs  for  them.  There’s  also  a 
workbook  for  the  patient.” 

Asking  and 
assessing 

Dr  ROBINSON  WASTES 
no  time  in  finding 
out  whether  a 
patient  smokes. 
“When  I see  a pa- 
tient for  the  first 
time,  I address  lifestyle  issues  includ- 
ing smoking,”  he  says.  “If  I have  a pa- 
tient who’s  a smoker,  eventually  we’re 
going  to  talk  about  whether  they  have 
any  desire  to  stop,  and  if  they  indicate 
an  interest,  what  I might  be  able  to  do 
to  help  them  stop.” 

He  also  tells  patients  that  if 
they’re  interested  in  extending  their 
lifetimes  and  the  quality  of  their 
lives,  the  single  biggest  thing  they 
can  do  is  to  quit  smoking. 

Eor  Dr  Ogden,  assessment  of  a 
patient’s  relationship  to  his  or  her 
addiction  is  vital.  “The  first  step  is 
to  find  out  whether  a patient  is  a 
‘precontemplator,’  that  is,  somebody 
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A patient  who  quit 


John  trimble,  phd,  has  traded 
one  addiction  for  another.  Cigarettes  held  dominion 
over  his  life  for  30  years,  but  he  no\v  pays  tribute  to  the 
god  of  “aerobics,  nutrition,  and  body-fat  composition.” 
He  seems  pleased  v/ith  the  change. 

The  athletic,  50-year-old  University  of  Texas  profes- 
sor of  English  recalled  in  an  article  he  wrote"'  that  what 
started  the  process  was  a visit  to  his  physician  (Austin 
internist  Frank  E.  Robinson,  MD)  in  1988: 

Late  last  winter,  I visited  my  doctor  complaining  of 
chest  congestion,  mild  chest  pain,  shortness  of 
breath,  and  fatigue  — problems  that  had  been  shad- 
owing me,  off  and  on,  for  maybe  two  years.  Natural- 
ly I feared  the  worst,  but  after 
studying  the  results  of  my  chest 
X-ray  and  lab  tests,  he  said,  no, 
it  was  just  chronic  bronchitis.  He 
added:  “I  can  prescribe  some 
things  that  will  give  you  symp- 
tomatic relief,  John,  but  you  real- 
ly need  to  get  more  regular  exer- 
cise and  much  more  rest.  Both  of 
those  things  will  help  a lot.” 

Pause.  Then,  ever  so  gently, 

“And  I think  maybe  it’s  time  you 
gave  some  serious  thought  to 
quitting  smoking.” 

Professor  Trimble  also  wrote  that 
he’d  never  forget  something  else  his 
physician  said: 

“The  thing  about  smoking  is  that  you  can  get  away 
with  it  for  a long  time.  The  body’s  incredibly 
durable.  But  what’s  sad  is  that  the  catastrophic  ef- 
fects start  showing  up  usually  in  the  early  to  mid- 
60s,  just  when  a person’s  ready  to  retire  and  enjoy 
his  leisure  years.  So  instead  of  being  able  to  travel 
and  plan  and  do  all  the  things  he’s  wanted  to  do,  he 
finds  himself  battling  emphysema,  lung  cancer,  or 
what  have  you.  It’s  very  sad.” 

Dr  Trimble  says  he  left  his  doctor’s  office  thinking 
about  how  he’d  feel  saddling  his  “vibrant,  happy,  pas- 
sionately life-affirming  wife”  to  looking  after  him  with 
emphysema  or  lung  cancer. 

That  thought  stuck  like  a burr,  he  says:  “I  spent  the 
rest  of  the  day  with  that  conversation  replaying  and  re- 
playing in  my  mind.” 

Rather  than  deliver  the  explicit  “scare”  lecture,  the 
professor  says  his  physician  “sketched  out  very  briefly 
— in  no  more  than  about  30  seconds  — a scenario  for 
me  and  let  me  fill  in  the  blanks.  He  didn’t  give  me  a cat- 


alog of  catastrophic  illnesses;  he  just  used  the  term 
‘catastrophic  illness.’” 

Today,  it  is  the  lightness  of  his  physician’s  approach 
that  Dr  Trimble  remembers. 

“I  didn’t  have  the  feeling  that  I was  going  to  grossly 
disappoint  him  if  I didn’t  quit,”  says  Dr  Trimble.  “He 
wasn’t  going  to  lower  the  boom  on  me  if  I proved  myself 
just  as  human  as  ever.  He  was  just  putting  something  out 
on  the  table  for  me  to  think  about  it,  but  he  put  it  on  the 
table  so  well  that  I really  did  think  about  it.” 

In  his  article.  Dr  Trimble  writes  about  the  coping  strate- 
gies he  used  to  “overcome  self-pity”  and  the  other  hurdles  he 
faced.  What  is  apparent  is  that  he  realized  the  importance  of 
forming  his  own  plan  for  quitting  smoking  and  then  sticking 
to  it.  (“I  read  a lot  during  the  2 weeks 
of  getting  ready.  I figured  the  more  I 
knew,  the  better  off  I’d  be.”)  And  he 
certainly  understood  the  need  to  get  his 
priorities  in  order. 

“I  . . . announced  to  the  world 
that  quitting  smoking  would  be  my 
number-one  priority  in  life  — ahead 
of  my  wife,  my  kids,  my  work,  a 
trim  waistline,  EVERYTHING  — 
for  as  long  as  it  took  to  become  a 
true  nonsmoker,”  he  wrote.  “If  nec- 
essary, I’d  even  check  myself  into  a 
hospital  to  get  off,  and  stay  off, 
cigarettes.  I really  meant  that 
pledge.  I was  desperate.” 

Now,  he  says,  “I  think  one  of  the 
key  things  that  made  a difference  for 
me  was  that  I did  not  allow  myself  the  option  of  failing.  I 
mean,  they  might  plant  me  6 feet  under,  they  might  put 
me  into  a hospital,  but  one  thing  they  were  not  going  to 
do  was  to  see  me  smoke  again.” 

One  of  the  most  humorous  of  his  ways  of  coping  in- 
volved chocolate.  “I’d  routinely  have  at  least  one  choco- 
late bar  a day,”  wrote  Professor  Trimble.  “Frequently 
even  that  wasn’t  enough,  and  I resented  constant  trips  to 
the  store,  so  I graduated  to  keeping  a bottle  of  Hershey’s 
syrup  in  the  fridge  for  quick  hits.” 

Three  and  a half  years  later,  he  says  the  twinges  are 
gone  and  he  enjoys  “no  longer  being  guilty  of  doing 
something  so  manifestly  stupid”  as  smoking. 

Significantly,  Dr  Robinson  says  he  doesn’t  see  his  pa- 
tient very  often  anymore.  “I  used  to  see  John  three  or 
four  times  a year  for  one  little  thing  or  another,”  he 
says.  “Since  he  has  stopped  smoking.  I’m  lucky  if  I see 
him  every  couple  of  years  . . . which  is  fine  with  me.” 


‘Trimble  JR.  How  I Quit  Smoking.  Travis  County  Medical  Society  Journal.  April 
1989:12-17. 


''I  think  one 
of  the  key  things 
that  made  a 
difference  for  me 
was  that  I did  not 
allow  myself 
the  option 
of  failing.” 
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who  has  not  considered  quitting,” 
he  says.  “You  find  that  out  by  ask- 
ing ‘Are  you  interested  in  quitting  or 
have  you  ever  attempted  to  quit.^’  If 
the  patient  very  quickly  says,  ‘1  like 
to  smoke.  It’s  none  of  your  busi- 
ness,’ etc,  then  you  know  that  per- 
son is  in  the  denial  phase  of  their  ad- 
diction and  you’re  not  going  to  be 
able  to  do  much  for  that  person.” 

Dr  Ogden  describes  ‘contempla- 
tors’  as  smokers  who  are  in  one  of 
three  modes:  willing  to  talk  about 
quitting,  willing  to  try  quitting,  or 
actively  quitting. 

“I  think  a physician’s  major  role 
is  in  assessing  where  a person  is  and 
moving  them  down  the  spectrum,” 
says  Dr  Ogden.  “What  I do  is  basi- 
cally a sell  job,  but  you  have  to  tar- 
get what  you  do  based  on  where 
they  are.  If  they’re  really  obstinate, 
you  don’t  waste  a lot  of  time,  but 
most  of  them  — probably  80-plus 
percent  of  them  — are  willing  to  dis- 
cuss it  with  you  and  it’s  interesting 
to  see  it  evolve.” 

Dr  Ogden  says  he’s  had  several 
patients  who  started  out  at  one  end 
of  the  spectrum  and  in  about  a year 
and  a half,  he  got  them  to  make  a 
serious  attempt. 

“You  have  to  somehow  figure  out 
a reason  that  it  is  important  to  that 
patient  to  want  to  do  this,”  he  says. 

Wait  till  the  dust 
settles? 

PICKING  THE  TIME  TO  QUIT 
is  important,  says  Dr 
McCluggage.  “If  some- 
one is  going  through  a 
divorce  [or  other  up- 
heaval], I usually  tell 
them  to  wait  till  the  dust  is  cleared.” 

Other  physicians  advise  that  pa- 
tients approaching  (or  in)  mid-life 
crises  are  more  likely  to  actually  try 
to  quit  smoking.  Their  motivation 
may  be  an  illness  at  age  45  that 
makes  them  willing  to  consider  things 
they  might  not  have  considered  when 
they  were  30,  says  Dr  Ferguson. 

“There  comes  a time  when  smok- 
ers can  no  longer  deny  that  they 
have  more  wrinkles  and  less  en- 
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Behavioral  prescription  for 
smoking  cessation 


This  flowchart  is  published  in  “Incorporating  Smoking  Cessation  Counseling  into  the  Physi- 
cian’s Practice”  and  “Lung  Cancer  Prevention  and  Control.”  The  free  booklet  is  available  from 
the  Physician  Oncology  Education  Program,  through  Texas  Medical  Association.  The 
flowchart  also  appears  in  an  article  by  Billy  Philips,  Jr,  PhD,  in  Southern  Medical  Journal  (see 
“Selected  references  for  more  information,  ” p 51). 
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durance  than  their  nonsmoking  fel- 
lows,” wrote  Dr  Ferguson  in  No- 
Nag.  “Those  who  continue  smoking 
become  increasingly  aware  of  the 
price  they  pay  for  every  puff.  The 
combination  of  the  decline  in  health 
imposed  by  age  and  that  imposed  by 
smoking  can  become  an  immense 
and  unwelcome  burden.  Many 
smokers,  finally,  reach  the  point 
where  the  price  they  are  paying  for 
their  habit  is  too  high.” 


Addiction  and  habit: 
breaking  the  bonds 

Now  FOR  WHAT 
most  smokers 
might  call  “the 
scary  part.”  Talk- 
ing about  quit- 
ting is  fine,  but 
actually  putting  out  what  you  hope 
is  your  last  cigarette  can  make  you 
feel  like  a death-row  prisoner  eating 
his  or  her  last  meal:  It  may  consist  of 
all  your  favorite  foods,  but  . . . 


An  ounce  of  prevention: 
talking  with  children 


Watching  an  adolescent  take  a deep  drag 
on  a cigarette  is  painful.  On  the  other  hand,  helping  en- 
sure that  children  never  start  smoking  is  a powerful  way 
to  affect  not  just  the  future  health  of  those  children,  but 
the  future  wealth  of  the  tobacco  industry. 

The  vast  majority  of  smokers  start  smoking  before 
they  are  19.  If  a person  passes  adolescence  as  a nonsmok- 
er, chances  are  he  or  she  will  stay  that  way. 

Smoking,  on  the  decrease  among  US  adults,  is  on  the 
increase  in  adolescents,  particularly  teenage  girls,  says 
David  S.  Rubovits,  PhD,  senior  research  assistant  in  the 
Department  of  Health  Promotion,  Baylor  College  of 
Medicine,  Houston. 

Dr  Rubovits  discussed  how  to  talk  to  children  about 
cancer  prevention  at  TMA’s  Fall  Leadership  Conference 
program  on  “How  to  Help  Your  Patients  Stop  Smoking.” 

“The  biggest  issue  to  consider  is  the  child’s  point  of 
view,”  says  Dr  Rubovits.  “It’s  not  as  simple  as  looking  at 
a child  and  seeing  a miniature  adult.  They  think  about 
things  very  differently  than  adults  do.” 

Developmental  psychology  shows  that  children  move 
from  concrete  to  abstract  thought,  from  simple,  linear 
kinds  of  concepts  to  more  integrated  and  differentiated 
ideas,  he  says. 

So,  for  instance,  telling  a 3-  or  4-year-old  that 
cigarettes  are  bad  because  they  smell  bad  makes  good 
sense.  “They  probably  know  what  ‘smells  bad’  means,” 
he  says.  “They’ve  had  a little  brother  with  a diaper  or 
they’ve  been  in  a restaurant  and  smelled  tobacco  smoke.” 
And  they  don’t  like  things  that  stink. 

“But,  if  you  say  ‘Cigarettes  are  bad  because  they  cause 
cancer,’  kids’  eyes  roll  back  in  their  heads,”  he  says,  since 
very  young  children  don’t  know  what  cancer  means.  And 
explaining  that  cancer  is  a disease  doesn’t  help  much  be- 
cause most  have  not  had  a life-threatening  disease. 


So  how  do  you  know  whether  to  talk  about  lungs  and 
emphysema  or  to  stick  with  yellow  teeth  and  smells  bad? 

You  can’t  just  predict  on  the  basis  of  age,  he  says. 
“You  have  to  talk  with  them  and  listen  to  them.  It’s  im- 
portant to  talk  with  them  as  opposed  to  talk  to  them.” 

He  recommends  asking  questions  such  as:  What  is 
cigarette  smoking?  What’s  a cigarette?  Where  are  your 
lungs?  What  do  they  do?  Listen  intently  to  the  answers 
you  receive,  he  says.  Children  who  answer,  “Lungs  make 
you  breathe,”  are  at  a very  different  level  of  understand- 
ing than  children  who  respond,  “Lungs  hold  air.”  Dr 
Rubovits  cautions  that  the  point  is  not  whether  a child’s 
answer  is  “right”  or  “wrong,”  but  rather  whether  you 
understand  how  he  or  she  is  thinking  about  something. 

He  also  mentions  that  children  of  the  same  age  don’t 
all  think  the  same  way.  “We  ask  the  little  ones  — the  4- 
and  5-year-olds  — ‘Is  cigarette  smoking  bad  for  you?’ 
Uniformly,  they  answer,  ‘Y-e-e-e-s-s-s-s-s.’  But  if  we  ask 
them,  ‘Can  you  die  from  it?’  they  have  this  little  argument 
back  and  forth:  ‘Yes  you  can.  No  you  can’t.’  They  finally 
agree  that  if  you  smoke  a ‘really  really  really  really  long 
time’  then  you  might.” 

If  “it  stinks”  is  enough  to  convince  younger  children 
to  avoid  cigarettes,  it  usually  takes  different  arguments  to 
convince  adolescents,  although  avoiding  “zoo  breath” 
can  be  a powerful  incentive  to  a teenager. 

“When  I talk  with  adolescents  I equate  a carton  of 
cigarettes  to  numbers  of  pizzas,”  says  Dr  Rubovits.  “Pizza 
was  an  enormously  important  thing  to  me  when  I was  in 
college.  I measured  things  by  it . . . this  book  is  four  pizzas; 
I can’t  get  this  book.  I have  to  go  find  a two-pizza  book.” 

(Dr  Rubovits  and  Brenda  Congdon,  a senior  medical  writer  at  Baylor  College  of 
Medicine,  have  created  a videotape  and  manual  to  help  physicians  learn  about  the  sub- 
tleties — and  not-so-subtleties  — of  communicating  with  children  about  smoking  pre- 
vention. The  videotape  and  manual  are  available  through  the  Physician  Oncology  Edu- 
cation Program  at  Texas  Medical  Association.) 


“We  encourage  people  not  to  quit 
smoking  the  day  they  come  in  to  see 
us,”  says  Dr  McCluggage.  Rather, 
she  encourages  smokers  to  pick  a 
“quit  day”  and  then  use  the  time  un- 
til then  to  get  ready.  She  suggests 
that  patients  prepare  for  being 
tempted  to  smoke  so  they’ll  be  able 
to  do  more  than  just  say,  “I  wish  I 
had  a smoke,  I wish  I had  a smoke,  I 
wish  I had  a smoke.” 

She  stresses  that  while  she  can 
help  plan  the  campaign,  “It’s  the  pa- 
tient who  has  to  identify  what  be- 
haviors he  or  she  can  substitute  for 
smoking.  I’ve  found  it’s  not  very 


helpful  for  me  to  make  a list  of 
things  for  them.  I can  only  give  them 
guidelines. 

“For  example,  if  you’re  going  to 
stop  smoking  and  you  know  that 
your  biggest  urge  to  smoke  will  be 
right  after  supper,  what  are  you  go- 
ing to  do  instead  of  smoking?  A 
common  answer  is,  ‘Well,  I’ll  just  do 
the  dishes.’  I ask,  ‘Do  you  really  like 
to  do  the  dishes?  Are  you  really  go- 
ing to  prefer  to  do  the  dishes  rather 
than  smoke?’  Hell,  no.  Find  some- 
thing that  does  the  same  thing  for 
you  that  smoking  does  — something 
you  like.” 
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Learning  “coping  behaviors” 
other  than  reaching  for  a cigarette 
can  be  a struggle,  but  some  experts 
(including  former  smokers)  stress 
that  this  learning  process  is  critical 
to  success. 

It  may  be  new  coping  behaviors 
that  help  a former  smoker  deal  with 
the  psychological  attachment  to 
smoking,  but  what  about  the  physi- 
cal addiction  to  nicotine? 

Dr  Philips  says,  “Smoking  is  a 
habitual  pattern  of  behavior  that  is 
linked  with  a chemical  addiction.  It 
has  both  psychological  and  chemical 
properties.” 
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He  stresses  that  interrupting 
smoking  behavior  means  dealing 
with  both  components.  “If  you  only 
interrupt  the  chemical  addiction  and 
don’t  address  the  life  transition,  then 
you  have  a lot  of  relapse,”  he  says. 

He  recommends  that  physicians 
find  out  which  component  is  more 
important  to  a particular  smoker  so 
the  patient  can  choose  which  part  of 
the  problem  to  tackle  first.  “That’s 
where  a physician’s  knowledge  of 
his  or  her  patient  is  really  crucial,” 
Dr  Philips  says. 

And  how  do  you  know  whether 
addiction  or  habit  is  the  stronger  in 
a particular  patient? 

“I  find  out  what  has  helped  them 
in  the  past  and  what  hasn’t 
worked,”  says  Dr  Robinson. 

Dr  Ogden  seconds  that  approach. 
“By  finding  out  their  previous  quit 
history  you  can  get  an  idea  about 
whether  or  not  they’re  nicotine  de- 
pendent,” he  says.  “I  divide  them  up 
into  smokers  who  are  physically  ad- 
dicted to  nicotine  and  those  who  are 
using  it  as  a drug  of  choice.  To  the 
nicotine-dependent  patient  I offer  ei- 
ther clonidine  to  help  with  the  with- 
drawal or  nicotine  gum.”  He  gives 
all  smokers  some  self-help  materials. 

“The  next  thing  I do  is  to  ask 
them  to  set  a quit  date,  which  is  very 
ceremonial.  I make  a follow-up  ap- 
pointment 10  to  14  days  after  their 
quit  date  and  I try  to  intervene  if 
they  are  having  problems  at  that 
point.  And  then  I see  them  again  in 
about  a month,”  says  Dr  Ogden. 

Gum,  patches,  or 
voodoo? 

Many  smokers 

are  willing  to 
try  almost 
anything  once 
they  decide  to 
quit  smoking. 
Heavily  addicted  smokers,  in  partic- 
ular, search  for  something  to  ease 
withdrawal. 

Nicotine  gum  and  clonidine  patch- 
es are  two  of  the  most  commonly 
tried  pharmacological  approaches. 

“The  literature  is  really  clear,” 
says  Paul  Cinciripini,  PhD,  director 


of  the  Behavioral  Medicine  Labora- 
tory in  the  Department  of  Psychiatry 
at  UTMB.  “There  are  only  a handful 
of  things  that  have  tested  out  empiri- 
cally.” Nicotine  gum  in  combination 
with  behavioral  programs  and  be- 
havioral programs  alone  both  show 
success,  he  says.  He  also  mentions 
clonidine  and  the  nicotine  patch  as 
things  that  may  prove  to  have  some 
importance. 

“I  don’t  see  there  being  a magic 
bullet  anywhere,”  says  Dr  Cinciripi- 
ni. He  cautions  that  physicians  (and 
patients)  should  not  expect  nicotine 
gum  or  other  available  drugs  to  do 
the  treatment  by  themselves. 
“They’re  better  off  giving  their  pa- 
tients an  opportunity  to  participate 
in  a behavioral  program  along  with 
the  drug,  even  if  it’s  a self-adminis- 
tered program,”  he  says. 

Dr  Cinciripini  runs  a smoking- 
cessation  clinic  as  part  of  the  smok- 
ing-cessation research  he  conducts  at 
UTMB.  His  research  has  included 
investigating  how  smokers  titrate 
their  doses  of  nicotine,  the  effects  of 
nicotine  on  mood,  the  role  of  sys- 
tematic nicotine  reduction  in  suc- 
cessful smoking-cessation  programs, 
and,  most  recently,  the  use  of  the 
anxiolytic,  buspirone,  in  a smoking- 
cessation  program. 

He  also  was  a panelist  in  a smok- 
ing-cessation training  program  for 
physicians  at  TMA’s  Leadership 
Conference  in  September. 

He  adds,  “There  is  virtually  no 
support  for  hypnosis,  acupuncture, 
acupressure.”  He  advises  physicians 
to  “be  very  skeptical.  You’ve  got  to 
look  really  carefully  at  what  the  data 
are  showing.” 

Other  experts  stress  that  there’s 
wide  variation  in  what  works  with 
smokers. 

“With  any  method  there’s  a cer- 
tain percentage  of  people  who  will 
be  able  to  quit,  and  it’s  reasonable  to 
try  whatever  you  think  will  work,  as 
long  as  they  don’t  involve  damage  or 
a lot  of  expense,”  says  Dr  Adelman. 
“I  used  nicotine  gum  to  quit.  I basi- 
cally read  the  package  insert  and  fol- 
lowed the  directions.  Some  people 
favor  using  clonidine  patches,  but  I 
haven’t  had  much  success  with  it.” 
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Don’t  do  as  I do  . . . 

Research  says  the  tobacco 
habit  is  acquired  preferentially  by 
children  who  have  parents  who 
smoke,  especially  if  both  smoke. 
However,  Billy  U.  Philips,  Jr,  PhD, 
associate  director  for  cancer  educa- 
tion in  the  UTMB  Cancer  Center, 
says  studies  show  that  if  parents 
give  negative  messages  about  smok- 
ing, even  though  they  themselves 
smoke,  their  youngsters  will  have  a 
much  better  opportunity  to  not  ac- 
quire the  habit  than  children  whose 
parents  don’t  give  that  message. 

So  one  thing  a physician  should 
do  when  dealing  with  parents  who 
smoke,  says  Dr  Philips,  is  to  en- 
courage them  to  give  their  children 
a negative  message  frequently  about 
the  behavior. 


Most  physicians  who  mentioned 
nicotine  gum  stressed  the  impor- 
tance of  patients’  carefully  following 
the  directions  for  the  gum.  A few 
physicians  mentioned  patients 
who’ve  had  tough  times  giving  up 
the  nicotine  gum,  but  acknowledged 
that  continuing  to  use  the  gum  was 
preferable  to  smoking  cigarettes. 
And  few  patients  develop  the  out- 
right fondness  for  the  gum  that  they 
had  for  tobacco. 

Dr  Robinson  tells  his  patients 
he’s  in  favor  of  anything  that  works. 
“Some  patients  ask  about  hypnosis 
or  acupuncture,”  he  says.  “I  have 
patients  who  seemed  helped  by  those 
and  I have  other  patients  who  tell 
me  they  lit  their  cigarettes  on  the 
way  out  the  door.  I have  some  pa- 
tients who’ve  used  nicotine  gum 
with  success;  I offer  that  to  most  of 
them.  Some  people  I’ve  used  a cloni- 
dine patch  on  because  I think  it  re- 
duces the  withdrawal  phase,  and 
that’s  a relatively  short  time  of 
maybe  2 to  3 weeks.” 

Dr  Ogden  also  suggests  that  pa- 
tients choose  what  they  think  will 
work.  “People  ask  me  about  voodoo 
and  standing  on  your  head  and 
acupuncture  and  everything  else,”  he 
says.  “I  never  tell  somebody  to 
spend  money  on  that  if  they’ve  got  a 
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Taking  a (strong)  stand 


save 


Talking  to  joel  dunnington,  md,  about 
the  tobacco  industry  is  a lesson  in  pro-health  activism. 

Dr  Dunnington,  chairman  of  the  Texas  Medical  As- 
sociation Task  Force  on  Tobacco  Use  Prevention  and 
assistant  professor  of  radiology  at  M.D.  Anderson 
Cancer  Center,  Houston,  admits  he’s  a bit  of  a “radical 
rabble-rouser”  but  figures  his  campaigning  can 
far  more  lives  than  we  can  at 
M.D.  Anderson  treating  all 
the  folks  with  cancer.” 

He  doesn’t  have  kind 
words  to  say  about  the  to- 
bacco industry: 

“It  really  bothers  me  that 
I can  get  sued  for  millions  of 
dollars  for  missing  on  a chest 
X-ray  a very  small  lung  can- 
cer behind  a rib  and  yet  these 
people  who  kill  almost  half  a 
million  people  a year  want 
total  exemption  from  liabili- 
ty. Why  hasn’t  any  district 
attorney  ever  indicted  them 
for  murder,  manslaughter,  in- 
voluntary homicide,  or  how 
about  assisting  suicide? 

“That’s  one  of  my  ulti- 
mate goals,”  says  Dr  Dun- 
nington. “I  want  to  see  the 
Philip  Morris  board  indicted. 

I mean,  if  some  bread  com- 
pany added  arsenic  to  their 
bread  to  make  it  taste  better 
and  sold  it  to  you  for  20 
years  until  you  got  a high 
enough  arsenic  level  to  kill 
you,  you’d  sure  take  them  to 
court.  Why  not  tobacco  companies?” 

Dr  Dunnington,  who  has  been  active  in  encouraging 
the  Texas  Medical  Association  to  strengthen  its  stand 
against  tobacco,  says  TMA  probably  has  the  best  poli- 
cies of  any  state  medical  association  at  this  point.  (See 
“TMA  House  of  Delegates  turns  up  heat  on  tobacco 
industry,”  Texas  Medicine,  1991;87[7]:30-31.) 

When  it  comes  to  what  steps  need  to  be  taken  to 
combat  the  tobacco  industry.  Dr  Dunnington  lists  them 
in  rapid-fire  fashion:  legislate  smoke-free  work  places 
and  restaurants;  ban  free  cigarette  samples;  ban  vend- 
ing machines;  ban  over-the-counter  sales  to  minors; 
give  lectures  at  schools  and  civic  clubs  (“Tobacco  is  the 
gateway  drug  for  your  kids”);  mandate  smoke-free  hos- 
pitals and  smoke-free  schools;  ban  cigarette  advertising 
on  billboards;  ask  newspapers  and  magazines  to  refuse 
tobacco  advertising,  or  better  yet,  ban  all  tobacco  ad- 
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vertising  nationally;  label  cigarettes  with  ingredients; 
and  cease  subsidies  to  tobacco  farmers. 

Physicians  in  the  Potter-Randall  County  Medical  So- 
ciety demonstrated  the  power  that  physician-activists 
can  wield  when  they  convinced  the  Amarillo  City  Com- 
mission to  restrict  smoking  in  public  places  in  1988  af- 
ter a 2-year  effort  by  the  medical  society. 

Gerald  Holman,  MD,  then 
president  of  the  county  medi- 
cal society,  said  in  a state- 
ment to  the  commission,  “To 
have  Amarillo  physicians  . . . 
agree  100%  in  support  of 
this  [smoking]  ordinance  is 
testimony  to  their  concerns 
about  the  health  of  the  com- 
munity.” 

No  discussion  of  tobacco 
activism  is  complete  without 
reference  to  Doctors  Ought 
to  Care  (DOC),  the  coalition 
of  physicians  and  other 
health-care  professionals 
founded  in  1977  by  Alan 
Blum,  MD,  Houston.  Now 
with  about  8,000  US  mem- 
bers, DOC  has  140  chapters 
in  22  countries. 

Its  overall  push — to  edu- 
cate young  people  about  the 
“killer  habits”  of  tobacco 
and  alcohol — is  accom- 
plished by  counteracting  the 
promotion  of  those  prod- 
ucts. 

“The  irony  is  that  our  #1 
preventable  cause  of  death 
and  disease  in  this  country  continues  to  be  the  #1  pro- 
moted product  in  this  country  and  in  the  world,”  says 
Eric  Solberg,  executive  director  of  DOC. 

To  combat  the  billions  of  dollars  spent  each  year  by 
the  tobacco  industry  to  advertise  their  products,  DOC 
purchases  advertising  space  to  satirize  and  spoof  tobac- 
co products.  DOC’s  first  advertisement,  touting  “I 
smoke  for  smell,”  was  so  popular  that  it  now  is  avail- 
able as  a poster. 

Another  popular  item  (DOC  distributes  more  than 
70,000  per  year)  is  a sticker  to  place  on  magazines  that 
carry  cigarette  advertising.  The  stickers,  which  declare, 
“Many  of  the  ads  in  this  publication  are  misleading, 
deceptive  and/or  a rip  off,”  are  available  from  DOC  for 
10  cents  each.  To  order  stickers  or  for  membership  in- 
formation, contact  DOC,  5510  Greenbriar,  Houston, 
TX  77005,  (713)  798-7729. 
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better  option,  but  if  somebody 
thinks  it  will  help  them  gain  some 
confidence  and  get  them  over  the 
hump,  I say  go  ahead.” 

The  value  of  exercise  and  sup- 
port groups  has  been  touted  by 
some  experts. 

“One  of  the  common  things 
smokers  worry  about  is  weight 
gain.”  says  Dr  Philips.  He  recom- 
mends starting  patients  who  are  try- 
ing to  quit  smoking  on  a modest  ex- 
ercise program,  such  as  walking 
three  times  a week  for  as  little  as  30 
minutes.  He  also  suggests  that  pa- 
tients try  forcing  liquids  for  the  first 
3 weeks  during  their  cessation. 

Social  support  also  can  play  a 
critical  role  in  changing  smoking  be- 
havior, and  that  support  can  range 
from  support  from  friends  and  fami- 
ly to  more  formal  programs. 

“We  have  a Smokers  Anonymous 
meeting  in  the  Dallas  area,  and  I’ve 
been  threatening  to  attend  for  a long 
time,”  says  Dr  Adelman.  “For  a 
chronic  disease  — for  an  addictive 
disease  — it  makes  eminent  sense  to 
be  in  a support  group,  talking  with 
other  folks  about  how  to  manage 
this  kind  of  recovery.” 

Learning  what  worked  for  anoth- 
er smoker  can  be  a big  advantage. 
Dr  Robinson  and  other  Austin 
physicians  often  distribute  copies  of 
Professor  Trimble’s  article  to  pa- 
tients who  smoke.  “I  say,  ‘Listen, 
here’s  what  one  of  my  other  patients 
wrote  about  what  helped  him,’” 
says  Dr  Robinson.  “It  gets  a lot  of 
people  thinking.” 


The  question  of 
referring 


Dr  cinciripini 
notes  that  physi- 
cians’ best  role  in 
smoking  cessation 
is  in  advising  their 
patients  to  stop.  He 
also  mentions  the  value  of  physicians’ 
seeing  patients  often  who  are  actively 
trying  to  quit,  especially  if  the  patients 
are  using  nicotine  gum.  (Fledgling 
nonsmokers  need  the  opportunity  to 
crow  about  their  accomplishments  to 
supportive  role  models.) 
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But  Dr  Cinciripini  also  adds  that 
for  patients  who  need  it,  physicians 
can  serve  as  a conduit  by  referring 
them  to  hospital-based  programs  or 
research-oriented  programs  or  by 
supplying  information  about  other 
smoking-cessation  programs. 

Organizations  like  the  American 
Lung  Association,  the  American 
Cancer  Society,  and  the  American 
Heart  Association  provide  high- 
quality  materials  and  programs  that 
are  widely  available. 

“Physicians  shouldn’t  neglect  the 
opportunity  to  have  material  avail- 
able for  their  patients,”  says  Dr 
Westrick.  “If  a patient  is  sitting  in  a 
doctor’s  office  and  his  doctor  has 
told  him  10  times  to  quit  smoking 
and  on  the  bookshelf  is  a pamphlet 
with  a list  of  current  smoking-cessa- 
tion programs  offered  in  the  com- 
munity, it  can  make  a difference.” 

How  to  evaluate  a program?  “Be 
skeptical  of  any  program  that  claims 
an  outrageously  high  cessation 
rate,”  says  Dr  Cinciripini.  “Any- 
thing above  a 65%  one-year  cessa- 
tion rate  is  cause  for  questions.” 


Oops 


You’ve  gotten  your 
patient  to  think  about 
quitting,  talk  about 
quitting,  actually  try 
quitting.  But  it  didn’t 
take.  Now  what? 

Dr  Ogden  doesn’t  get  flustered: 
“When  my  patients  come  back  and 
they’ve  failed,  I say  ‘That’s  good. 
That  was  a good  practice  attempt. 
Now  you  know  you  can  make  it  2 
weeks  or  2 months.  That’s  just 
warming  up  to  the  real  thing.  We’ve 
already  gotten  through  some  of  the 
tough  parts.  We’ll  work  on  others 
next  time.” 

Dr  McCluggage  takes  a similar 
approach:  “If  they’ve  fallen  off  the 
wagon,  I say,  ‘Well,  fine,  get  back 
on.  Everybody  who  has  finally  quit 
smoking  did  so  at  least  three  or  four 
times  before  they  finally  made  it.’  I 
tell  them  to  think  of  those  as  dress 
rehearsals  for  the  real  thing  and  not 
to  worry  about  it.” 

Most  smokers  have  to  learn  the 
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hard  way  that  they  can’t  have  “just 
one.”  Dr  Trimble’s  brother  is  a for- 
mer smoker  who  describes  himself 
as  a “cigaholic,”  in  recognition  of 
his  firm  belief  that  just  one  puff 
would  readdict  him. 

Learning  how  to  stay  a nonsmok- 
er, says  Dr  Ferguson,  involves  under- 
standing that  “a  slip  is  a two-step 
process  — a smoking-risk  situation 
plus  an  inadequate  coping  re- 
sponse.” Seeing  every  “failure”  as 
an  opportunity  to  get  a little  smarter 
about  quitting  is  one  thing  that 
characterizes  the  successful  quitter. 

To  physicians  who  wonder  when 
they  should  let  a smoking  patient  re- 
main a smoker:  “A  recent  study  sug- 
gests that  our  old  perception  that  af- 
ter about  five  or  six  times  you  ought 
to  give  up  on  somebody  is  all 
wrong,”  says  Dr  Philips.  “There’s  a 
study  that  indicates  that  the  modal 


number  of  times  to  try  before  you’re 
successful  is  not  five  or  six,  but 
rather  eleven  times.” 

And  that’s  a good  reason  to  talk 
about  smoking  every  time  you  see 
patients  who  smoke,  he  says,  “be- 
cause you  never  know  if  this  time 
will  be  the  one  that  takes.” 

It’s  worth  it 

IN  CASE  YOU  NEED  JUST  ONE 
more  argument  to  convince 
you  that  talking  to  patients 
about  smoking  is  worth  try- 
ing, almost  all  of  the  physi- 
cians interviewed  for  this  sto- 
ry mentioned  the  positive  feelings 
that  come  from  helping  patients  quit. 

“I’m  between  sessions  two  and 
three  in  teaching  a smoking-cessation 
program  and  I’ve  had  one  person  go 
from  40  to  2 cigarettes  a day  and  an- 
other person  who  has  already  quit 
for  24  hours,”  says  Dr  Adelman.  “It 
is  exhilarating  to  see  people  make 
those  kinds  of  changes  in  their  lives.” 

Dr  Ogden  mentions  that  physi- 
cians get  discouraged  because  they 
don’t  see  a lot  of  people  quitting 
smoking.  But,  he  says,  “Just  the 
physician  telling  smokers  in  unam- 
biguous terms  to  quit  smoking  will 
yield  a quit  rate  of  5%  a year,  which 
is  1 out  of  20.  And  that’s  a lot  better 
than  the  natural  quit  rate.”  He  adds 
that  with  further  intervention,  such 
as  nicotine  gum  and  a behavioral 
approach,  “you  can  probably  get  a 
quit  rate  of  about  25%  to  35%. 

“I  can  actually  see  it  in  my  prac- 
tice,” he  says.  “You  may  not  notice 
1 out  of  20,  but  you  will  notice  1 
out  of  3.” 

When  asked  how  it  feels  to  have 
a patient  quit  smoking.  Dr  McClug- 
gage  says,  “Oh,  it’s  great.  I feel  real 
proud  of  them.  I know  I didn’t  real- 
ly do  anything  — I mean  I helped  — 
but  they  overcame  a major  problem 
in  their  lives.  That  always  makes  me 
feel  good  to  see  somebody  do  that.” 

Dr  Philips  says,  “Really,  the  only 
failure  doctors  can  have  in  this 
whole  area  is  if  they  fail  to  ask  their 
patients  who  smoke  to  quit.  It’s  not 
a physician’s  failure  if  the  patient 
doesn’t  try  or  if  the  patient  fails.”  # 
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Some  People 

Commit  Clid  Plwse  Before 
Their  Olid  Is  Even  Bora 

According  to  the  surgeon  general, 
smoking  by  a pregnant  woman  may  result 
in  a child’s  premature  birth,  low  birth 
weight  and  fetal  injury.  If  that’s  not  child 
abuse,  then  what  is? 
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IFACARONWAIIY 
CAN  HAVE  A soul, 
THISISOURS. 

BMW  INTRODUCES  THE  8-SERIES. 

Nothing  stirs  the  inventive  passion 
of  BMW  engineers  like  the  chance  to 
design  a Grand  Touring  coupe.  An 
automobile  that  combines  style,  per- 
formance and  luxury  without  the 
limitations  of  mass  production. 

As  evidence,  we  proudly  unveil 
the  850i:  a Grand  Touring  coupe 
that  represents  so  many  advances, 
it  merits  the  first  new  BMW  series 
designation  in  thirteen  years. 

This  imposing,  immensely  strong 
4,123-pound  car  also  happens  to  be 
an  aerodynamic  marvel-registering 
a scant  0.29  drag  coefficient  while 
maintaining  a tenacious  hold  of  the 
road.  Inside,  it  is  rich  in  leather  and 
artfully  sculpted  from  door  to  instru- 
ment panel.  Its  new  technology  is 


visibly  oriented  toward  safety  and 
comfort-from  a seat-integrated 
seat- belt  system  that  automatically 
adjusts  to  the  height  of  the  drivei; 
to  a voice-activated  cellular  phone. 

And  at  its  core  resides  a 296-hp 
V-12  that’s  the  last  word  in  modern 
piston  engine  technology  Handled 
by  a 4-speed  automatic  or  6-speed 
manual  gearbox,  its  power  is  wed 
to  a new  (and  patented)  suspension 
for  an  unrivaled  ride.  Also  available 
is  ASC+T-the  breakthrough  BMW 
technology  that  vastly  improves 
traction  and  stability  on  all  types  of 
roads,  in  all  kinds  of  weather 

The  new  BMW  flagship  is  predict- 
ably expensive.  It  is  also  predictably 
scarce.  So  if  you’d  like  to  experience 
exhilaration  and  confidence  you  will 
not  find  elsewhere,  stop  in  and  see 
an  authorized  BMW  dealer 
We  promise,  the  visit  will 
be  very  good  for  your  soul. 

THE  UlTIMAn  DRIVING  MACHINE: 


VISIT  YOUR  AUTHORIZED  BMW  DEALER.  OR  FOR  MORE  INFORMATION,  CALL  1-800-334-4BMW 


There  are  two  wa^ 
you  ran  look  at  your 
insurance  claims. 


This  way.  Or  this  way. 


You  can  look  at  your  insurance  claims  as 
endless  hours  of  paperwork.  Or  you  can 
turn  those  claims  into  cash  fast  through  elec- 
tronic insurance  claims  processing.  American 
Medical  Finance  is  offering  a FREE  HOOK-UP* 
to  our  ALL-PAYOR  clearinghouse  network  that 
allows  you  to  submit  virtually  error-free 
insurance  claims  filed  electronically. 

Take  advantage  of  the  priority  payment 
scheduling  many  carriers,  including  Medicare 
and  Medicaid,  give  electronic  claims.  Claims 
that  used  to  take  three  or  four  months  for 
payment  are  often  paid  twice  as  fast. 

Join  the  thousands  of  doctors  already  using 
this  comprehensive  software  that  includes: 

• Instantaneous  on-line  claims  editing  to 
eliminate  99  % of  all  errors 
• Top  billing  rate  coding  to  maximize 
allowable  claims 

• Practice  management  tools  including  patient 
tracking  and  accounts  receivable  reports 


As  a member  of  the  American  Medical 
Finance  network,  you  may  also  access  AMF’s 
weekly  Cash  Funding  Services  to  receive 
advance  funding  of  your  insurance  claims. 

Entering  the  age  of  electronic  claims 
processing  has  never  been  easier  or  more 
affordable.  Don’t  wait.  Call  today,  and  see 
how  our  FREE  HOOK-UP*  offer  will  change 
forever  the  way  you  view  your  insurance 
claims. 


‘Free  hook-up  based  on  a two-year  electronic 
claims  processing  contract.  Offer  expires 
3-31-92. 


AMERICAN  MEDICAL  HNANCE  INC. 

12801  N.  Central  Expwy.  Suite  280 
Dallas,  Texas  75243 


1-800-356-1511 


At  API,  we  pride  ourselves  on  being  profes- 
sional. We  dress  like  professionals  dress,  we  have 
genteel  manners,  and  we  do  what  professionals 
do.  But  when  claims  are  filed  against  our  Mem- 
bers, we  become,  well ...  you  get  the  picture. 

Of  course,  when  claims  have  merit  they  are 
settled  fairly  and  expeditiously.  When  it's  neces- 
sary to  go  to  trial,  however,  we're  at  our  best 
there,  too.  We  thoroughly  investigate  the  facts, 
utilize  the  best  attorneys,  and  tenaciously  defend 
our  Members. 


This  tradition  has  existed  since  1975,  when  API 
was  formed  by  a group  of  doctors  who  wanted 
better  malpractice  defense  than  they  were  getting. 
Since  then,  it's  gotten  us  a 90%  win  ratio  in  court. 
What's  more,  70%  of  total  claims  filed  have 
resulted  in  no  payment  to  the  plaintiff. 

It's  important  to  be  professional.  But  when 
your  medical  future  is  on  the  line,  a little  aggres- 
siveness by  your  malpractice  carrier  can  come  in 
handy.  Call  us.  We  care. 


American  Physicians 
Insurance  Exchange 

1301  S.  Capital  of  Texas  Hwy.,  Suite  B-320 
Austin,  Texas  78746 


800-252-3628 

In  San  Antonio:  Bill  Sweet(5 12)545-7533 


Science  and 
Education 


Natural  Sciences 
Ambassadors  spark 
student  interest  in 
sciences 

A lot  of  things  compete  for  a 
young  student’s  attention 
these  days:  sports,  the  social  scene, 
Teenage  Mutant  Ninja  Turtles,  and 
MTV,  to  name  a few.  And  educators 
say  that  a child’s  interest  in  a subject 
can  be  gained  or  lost  forever  at  an 
early  age. 

That’s  the  impetus  behind  the 
Natural  Sciences  Ambassador  Pro- 
ject, in  which  volunteer  physicians 
and  other  science  professionals  pro- 
vide hands-on  classroom  presenta- 
tions to  spark  students’  interest  in 
the  sciences. 

The  program  is  cosponsored  by 
TMA’s  Young  Physician  Section  and 
Council  on  Scientific  Affairs. 

“The  idea  is  for  a real,  live  per- 
son who  is  working  in  science  to 
come  and  share  the  enthusiasm,  the 
experience  of  science  with  students 
to  stimulate  their  interest,”  said 
Mary  Rust,  coordinator  for  scientific 
affairs,  who  says  the  program  will 
focus  on  grades  4 through  6.  “This 
is  the  level  that  students  begin  to 
turn  off  to  science.” 

Its  first  implementation  was 
scheduled  to  be  in  San  Antonio-area 
schools  in  October,  according  to 
Martin  Guerrero,  MD,  a San  Anto- 
nio member  of  TMA’s  Council  on 
Scientific  Affairs.  Guerrero  orga- 
nized the  project  a few  years  ago  for 
the  AMA,  but  the  program  was  not 
funded.  He  began  a similar  program 
when  he  was  practicing  in  Maryland 
and  is  now  spearheading  the  effort 
in  Texas. 

“I  think  there  are  so  many  dis- 


Mark  Richardson,  associate  editor,  writes  and  edits 
the  Medical  Economics  and  Science  and  Education  sections 
of  Texas  Medicine. 


tracting  issues  out  there  that  kids 
don’t  always  see  the  importance  of 
science,”  Dr  Guerrero  said.  “What 
we’re  trying  to  do  is  emphasize  a 
positive  role  model  in  addition  to 
promoting  science.” 

Dr  Guerrero  said  he  has  been  ac- 
tively recruiting  “ambassadors” 
through  the  Bexar  County  Medical 
Society  and  the  Mexican  American 
Physicians  Association  in  San  Anto- 
nio. “I  haven’t  had  a negative  re- 
sponse yet,”  he  said.  “Everyone  I 
talk  to  wants  to  get  involved.” 

Corinne  Hebda,  TMA  coordinator 
for  the  Young  Physician  Section,  said 
if  the  San  Antonio  project  is  a suc- 
cess, the  section  plans  to  implement 
the  program  on  a statewide  basis. 

For  further  information  on  the 


project,  contact  Ms  Hebda  at  401 
W 15th  St,  Austin,  TX  78701,  or 
(512)  370-1441. 

‘Closing  in  on  Cancer’ 
exhibit  to  open  in 
November 

losing  in  on  Cancer,”  a 

traveling  exhibition  from 
the  National  Cancer  Institute  will  be 
on  display  beginning  November  15 
in  the  first  floor  lobby  of  TMA 
headquarters  as  part  of  the  ongoing 
History  of  Medicine  presentation. 

The  walk-through  display  begins 
with  the  first  mentions  of  the  disease 
almost  5,000  years  ago.  Viewers  fol- 
low a time  line  that  interweaves  the 
histories  of  science,  medicine,  and 


Secondary  schools  receive  video  promoting 
careers  in  medicine 

In  an  effort  to  make  students  aware  of  career  possibilities  in  medicine, 
copies  of  the  video  “Science  and  Art  in  the  Name  of  Healing”  have  been 
distributed  to  250  secondary  schools  in  areas  of  Texas  designated  as  Health 
Manpower  Shortage  Areas  (HMSA)  by  the  US  Department  of  Health  and 
Human  Services. 

The  AMA-produced  video  is  designed  to  encourage  students  in  grades 
8-12  to  pursue  a career  as  a physician.  The  video  emphasizes  the  various  ca- 
reer opportunities  available  in  the  medical  field  and  the  diversity  of  students 
entering  the  medical  field  today.  Through  interviews,  medical  students  and 
doctors  describe  their  daily  experiences  and  challenges,  and  the  rewards  of  a 
medical  career. 

Distribution  of  the  video  is  a project  of  TMA’s  Committee  on  Health  Ca- 
reers. Based  on  a report  outlining  recruitment  efforts  around  the  state,  the 
committee  determined  that  science  teachers  in  areas  without  an  emphasis  on 
health  career  recruitment  should  be  the  first  to  receive  the  video. 

Ninety-seven  of  the  149  HMSA  county  designations  (October  1990  statis- 
tics) were  identified  by  the  committee  as  areas  with  no  regular  recruitment  i 
activities.  Of  the  393  junior  and  senior  high  schools  in  these  areas,  250  ; 
schools  in  areas  with  the  greatest  degree  of  physician  manpower  shortage  | 
and  the  greatest  minority  population  received  the  video  package.  The  remain- 
ing schools  will  receive  the  video  package  when  more  funding  is  available. 

For  more  information  about  the  program,  contact  Billie  Dalrymple  in  the 
TMA  Medical  Education  Department  at  (512)  370-1447. 


56 


TEXAS  MEDICINE 


VOLUME  87  NO.  1 1 


NOVEMBER  1991 


Science  end  Education 


cancer  research  from  ancient  Egypt 
to  the  present  — a journey  towards  a 
cure.  The  exhibit,  which  is  comprised 
of  21  dramatically  lit  panels  and 
weighs  more  than  10,000  pounds, 
tells  the  story  in  hundreds  of  colorful 
illustrations  and  photographs,  short, 
clearly  written  narratives,  and  three 
short  video  presentations. 

Highlights  of  the  exhibit  include 
the  earliest  known  description  of 
cancer  found  on  seven  Egyptian  pa- 
pyri, discovered  and  deciphered  in 
the  late  1 9th  century.  Two  of  the  pa- 
pyri dating  from  about  1600  BC, 
and  believed  to  date  from  sources  as 
early  as  2500  BC,  contain  descrip- 
tions of  surgical,  pharmacological, 
mechanical,  and  magical  treatments 
for  cancer.  Ointments,  enemas,  cas- 
tor oil,  suppositories,  poultices,  and 
parts  of  animals  were  among  the 
commonly  dispensed  medications. 

The  time  line  follows  the  advance 
of  medicine  through  the  early  devel- 
opments during  the  Greek  and  Ro- 
man periods  and  the  Dark  Ages,  fol- 
lowed by  the  Renaissance  and  into 
the  17th  century,  during  which  the 
foundations  of  modern  medicine 
were  laid.  Scientists,  now  aided  by 
the  microscope  and  other  new  in- 
ventions, began  asking  “how?” 
rather  than  “why?”  in  search  of  an- 
swers about  cancer.  The  1700s  saw 
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the  birth  of  oncolo- 
gy as  a medical  dis- 
cipline, with  the 
first  systematic  ex- 
periments in  cancer 
performed  and  the 
first  hospitals  spe- 
cialized in  cancer 
care  opened. 

During  the  19th 
century  there  was  an 
explosion  in  science, 
medicine,  industry, 
and  technology,  as  a 
series  of  remarkable  discoveries  late 
in  the  century  accelerated  cancer  re- 
search. From  1900  to  World  War  II, 
cancer  research  in  cell  culture,  chem- 
ical carcinogens,  diagnostic  tech- 
niques, and  chemotherapy  firmly 
established  oncology  as  an  experi- 
mental science.  In  1937,  Congress 
established  the  National  Cancer  In- 
stitute with  a goal  of  eventually  con- 
quering the  disease. 

Events  in  the  post-war  era  saw  a 
dizzying  array  of  advances  in  diagno- 
sis and  research,  with  advances  in 
molecular  biology  revealing  the  inner 
workings  of  cells  for  the  first  time. 
Scientists  began  unraveling  the  genet- 
ic code,  and  by  the  mid-1960s,  dis- 
covered an  inescapable  correlation 
between  smoking  and  lung  cancer, 
leading  to  a public  warning  against 
smoking  by  the  surgeon  general. 

In  1971,  the  enactment  of  the  Na- 
tional Cancer  Act  created  a public 
and  private  “war  on  cancer,”  which 
has  transformed  science’s  perception 
of  the  disease  from  a mystery  to  a 
solvable  problem.  Research  under- 
taken with  the  new  impetus  has  con- 
tinued to  bring  scientists  closer  to  un- 
raveling the  enigma  of  cancer. 

The  exhibit,  which  has  been  trav- 
eling around  the  country  since  1987, 
is  on  loan  at  no  charge  from  the  Na- 
tional Cancer  Institute.  It  has  been 
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scheduled  for  TMA  since  fall  1988, 
when  the  History  of  Medicine  Com- 
mittee was  first  beginning  to  take 
shape,  according  to  TMA  librarian 
Susan  Brock,  who  is  in  charge  of 
historical  exhibitions. 

“NCI  called  last  summer  and 
were  ready  to  deliver  it  in  November 
— of  1990,”  she  said.  “I  told  them 
there  was  a slight  problem:  We  don’t 
have  a building  large  enough  to  dis- 
play the  exhibit.  We  decided  to  be 
safe  and  schedule  it  a year  later  and 
allow  for  any  additional  delays  in 
construction  of  the  new  facility.” 

The  exhibit  will  be  on  display 
8:15  am  to  5:15  pm  Monday 
through  Friday,  and  from  9 am  to  1 
pm  on  Saturdays  in  the  lobby  of 
TMA  headquarters  at  401  W 15th 
St  in  downtown  Austin.  The  exhibit, 
which  will  run  through  February  15, 
will  be  closed  on  some  holidays.  For 
further  information,  contact  Ms 
Brock  at  (512)  370-1540. 
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Trust.  Confidence.  And  people  who  care.  These  are  some 
of  the  things  that  have  made  Medical  Personnel  Pool,  one 
of  the  nation’s  largest  providers  of  health  care  specialists. 

For  home  care  or  staffing,  short-term  or  long-term, 
call  us  first. 


Tfemporary 

.aeroes' 


Austin 

(512)  454-5711 

San  Antonio 
(512)  699-8299 


El  Paso 

(915)  544-7665 

Arlington 
(817)  265-8484 


Houston 
(713)  681-7832 


Dallas 

(214)  220-0020 


Corpus  Christi 
(512)  851-8676 

Ft.  Worth 
(817)  336-4411 


Medical  Personnel  PooL 
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More  than  35,000  physicians 
manage  the  business  end  of  medicine  with 

The  Medical  Manager 

P hysicians  in  over  70  different  specialties  manage  their  practices  with  The 
Medical  Managerf  the  leader  in  practice  management  software  since  1982. 

The  Medical  Manager  handles  all  aspects  of  practice  management,  including 


Texas  Medical  Systems,  Inc 
Dallas,  TX  214  233-6188 

Intercity  Consultants 

Dallas,  TX  214  412-2110 

Management  Solutions 

Arlington,  TX  800  275-5266 

Valcom  Computer  Center 

Temple,  TX  817  778-8444 

Advanced  Medical  Management,  Inc 

Houston,  TX  713  789-0030 

Healthcare  Computers,  Inc 

Houston,  TX  713  498-2596 

Cypress  Creek  Management  System 

Houston,  TX  713  580-6717 

Marist  Medical 

Kingwood,  TX  713  358-5226 

United  Software  Architects 

San  Antonio,  TX  800  460-7575 

Medplans  and  Programs 

San  Antonio,  TX  800  525-3427 

Automated  Professional  Services,  Inc 

San  Antonio,  TX  800  486-6610 

Advanced  Medical  Management  Systems 

McAllen,  TX  800  336-3183 


accounts  receivable;  insurance  billing;  appointment  scheduling;  recalls; 
hospital  rounds;  and  financial,  procedure  and  clinical  history, 

Optional  capabilities  include  electronic  claims  processing;  UB-82  billing; 
custom  report  writing  and  a new  hospital-physician  network. 


Medical  Design  & Images 

Austin,  TX  512  454-6774 

The  Baker  Company 

Lubbock,  TX  806  763-2500 

Malone  Business  Systems,  Inc 

Midland,  TX  800  992-6092 


For  more  information  and  a thorough  demonstration  of  The  Medical  Manager, 
contact  one  of  the  dealers  listed  to  the  right.  If  a dealer  is  not  listed  for  your 
area,  call  Systems  Plus  at  (800)  222-7701  or  (800)  222-7707  in  California. 


Diamond  Computers 

Midland,  TX  915  684-3766 


Systems  Plus,  Inc.® 

500  Clyde  Avenue 
Mountain  View,  California  94043 


The  Medical  Manager  is  a registered  trademark  of  Personalized  Programming,  Inc,  Systems  Pius,  Inc.  and  its  logo  are  registered 
trademarks  of  Systems  Plus,  Inc.  ©1990  Systems  Plus,  Inc. 
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Health  risks  of 
adolescent  sexual 
activity  are  focus 
of  TMA  report 

ost  people  think  of  teenagers 
and  smile.  Adolescence,  as 
we  all  know,  is  that  carefree  time  in 
our  lives  when  we  are  happy, 
healthy,  and  don’t  yet  have  to  cope 
with  the  problems  and  stresses  of 
adulthood.  It  is  a time  of  laughing, 
learning,  making  friends,  and  getting 
ready  to  take  on  the  world. 

Or  is  it?  Statistics  show  that 
America’s  adolescents  are  less 
healthy,  face  an  ever-growing  list  of 
social  problems,  and  are  more  at  risk 
for  AIDS  and  other  sexually  trans- 
mitted diseases  (STDs)  than  any  oth- 
er group  in  our  society.  The  average 
age  at  first  sexual  activity  is  decreas- 
ing, the  incidence  of  teenage  preg- 
nancy grows  unabated,  and  very  few 
young  people  are  using  contracep- 
tion either  regularly  or  effectively. 

Romantic  notions  about  happy- 
go-lucky  youth  aside,  the  numbers 
paint  a startling  portrait  of  adoles- 
cents who  face  a wide  array  of  either 
life-limiting  or  life-threatening  dan- 
gers every  day. 

Against  this  backdrop,  the  Texas 
Medical  Association’s  Adolescent 
Health  Task  Force  has  produced  a 
position  paper  on  adolescent  sexual 
activity  that  outlines  the  risks  facing 
today’s  increasingly  sexually  active 
youth  and  proposes  specific  sets  of 
actions  by  individual  physicians, 
TMA,  and  Texas  lawmakers. 

The  paper,  which  will  be  consid- 
ered for  adoption  at  the  Interim  Ses- 
sion of  the  TMA  House  of  Delegates, 
November  15-16,  points  to  statistics 
showing  that  more  than  50%  of 
youths  have  had  sexual  intercourse 
by  age  17.  It  also  notes  that  Texas 
leads  the  nation  in  teen  pregnancy 


rates  in  females  aged  14  and  under, 
and  ranks  5th  in  pregnancy  rates  in 
females  aged  15-19.  In  addition,  it 
points  out  that  sexually  active  teens 
between  15  and  19  have  the  highest 
overall  rates  of  sexually  transmitted 
diseases,  approximately  two  to  three 
times  that  of  persons  over  20. 

The  paper  cites  poverty,  lifestyle, 
and  risk-taking  behavior  as  the  neg- 
ative influences  on  adolescents’ 
health  that  lead  to  teen  pregnancy, 
the  alarmingly  high  incidence  of  sex- 
ually transmitted  diseases,  and  a 
projected  epidemic  of  AIDS  among 
sexually  active  adolescents. 

“The  state  of  adolescent  health  is 
frightening,”  said  Catherine  Ed- 
wards, PhD,  director  of  the  TMA 
public  health  and  scientific  affairs 
department.  “In  fact,  the  AMA  has 
issued  a report  along  the  lines  of 
‘Code  Blue’  because  they  feel  the 
status  of  the  health  of  adolescents  is 
at  a critical  point. 

“It’s  the  only  group  in  the  past  30 
years  that  has  not  experienced  any 
improvement  in  their  health.  In  fact, 
they’re  experiencing  a deteriora- 
tion,” she  said.  “They’re  normally 
thought  of  as  a healthy  group  of 
folks,  and  they  are  for  the  most  part, 
but  they’re  also  at  risk  for  a lot  of 
things  called  the  ‘new  morbidities.’” 

The  paper  points  to  a series  of 
family  structural  changes  such  as  an 
increasing  divorce  rate,  single-parent 
families,  women  working  outside 
the  home,  and  an  increase  in  the 
number  of  children  who  are  unsu- 
pervised during  after-school  hours  as 
factors  contributing  to  the  increase 
in  adolescent  sexual  activity. 

It  also  cites  the  potential  negative 
health  consequences  of  adolescent 
sexual  activity:  unwanted  or  unin- 
tended pregnancies,  exposure  to 
HIV/AIDS,  and  exposure  to  other 
sexually  transmitted  diseases. 


James  C.  Hoyle,  Jr,  MD,  chairman 
of  TMA’s  Adolescent  Health  Task 
Force  and  one  of  the  primary  authors 
of  the  paper,  said  it  is  a blueprint  for 
action  on  several  fronts. 

“This  is  our  first  suggestion 
about  how  we  as  a physician-led  or- 
ganization could  get  after  some  of 
these  problems,”  he  said.  “This  is  a 
societal  problem  and  as  physicians, 
we  need  to  identify  it  as  a societal 
problem.  We  need  to  help  solve  it, 
but  . . . this  is  not  something  that  a 
doctor  or  the  TMA  can  solve  alone. 
It  is  going  to  have  to  be  attacked  on 
multiple  fronts,  (and)  must  be  ad- 
dressed by  the  political  leaders  of 
our  state.” 

The  paper  outlines  the  role  of  the 
physician  in: 

• providing  sexuality  education  to 
adolescents  at  an  early  age; 

• being  aware  of  confidentiality 
and  consent  issues; 

• counseling  teenagers  on  contra- 
ceptive choices; 

• taking  a medical/lifestyle  history 
of  the  adolescent  to  identify  those 
at  risk  for  STDs  and  unplanned 
pregnancies; 

• discussing  sexual  decision-mak- 
ing with  adolescents  with  impli- 
cations on  self-esteem; 

• discussing  sexual  responsibility  in 
a nonjudgmental  fashion  to  help 
teenagers  identify  safe  and  re- 
sponsible sexual  behavior;  and 

• providing  counseling  and  treat- 
ment of  adolescent  patients  with 
respect  to  sexual  development, 
sexually  transmitted  disease, 
birth  control,  and  pregnancy. 

The  paper  outlines  the  role  of 
TMA  in: 

• sponsoring  continuing  medical 
education  concerning  adolescent 
sexual  activity; 
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• encouraging  medical  schools  in 
the  state  to  engage  in  research 
and  training  in  all  aspects  of  ado- 
lescent health  including  sexuality; 

• promoting  interdisciplinary  dia- 
logue and  networking  on  public 
health  and  public  affairs  issues  to 
promote  improved  care  for  ado- 
lescents and  comprehensive 
health  education; 

• supporting  Texas  Year  2000 
Objectives; 

• utilizing  Texas  Medicine  as  a fo- 
rum for  the  promotion  and  dis- 
cussion of  adolescent  health  is- 
sues; and 

• developing  educational  materials. 

The  paper  also  proposes  the  fol- 
lowing legislative  initiatives: 

• Local  school  districts  should  pro- 
vide uniform,  age-appropriate  in- 
struction on  family  life,  human 
sexuality,  and  comprehensive 
health  education. 

• Texas  should  adopt  in  statutory 
form  the  “mature  minor”  doc- 
trine and  eliminate  other  statuto- 
ry barriers  to  adolescents  access- 
ing health  care. 

• Any  legislation  regarding  adoles- 
cent health  should  support  pro- 
viding access  to  early  and  accu- 
rate diagnosis  of  pregnancy  and 
professional  counseling  describ- 
ing gestational  alternatives,  and 
should  adhere  to  TMA’s  previous- 
ly stated  position  on  abortion. 

• Funds  at  the  state  and  local  level 
should  be  established  for  student- 
oriented  primary-care  clinics 
and/or  school-linked  comprehen- 
sive health  care  for  adolescents. 

• Establish  an  interim  study  com- 
mittee to  address  barriers  to  com- 
prehensive health-care  service 
delivery. 

• Establish  funding  for  STD  and 
AIDS  research  treatment  and  sup- 
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port  services  for  adolescents. 

• Endorse  legislative  appropriations 
requests  of  state  agencies  that  pro- 
vide services  to  adolescents. 

• Endorse  the  Texas  Comprehen- 
sive School  Health  Initiative. 

Perhaps  the  most  disturbing  ele- 
ment is  that  the  high  degree  of  sexu- 
al activity  in  adolescents  makes  them 
likely  to  be  the  next  wave  of  victims 
in  the  AIDS  epidemic. 

“We  believe  this  is  where  the  next 
major  HIV  surge  will  occur,  and  we 
think  that  the  transmission  in  this  age 
group  will  be  primarily  heterosexu- 
al,” said  Dr  Hoyle.  “These  people  as 
a general  rule  don’t  contracept  well, 
they  don’t  contracept  consistently, 
and  it’s  an  age  of  sexual  experimenta- 
tion— an  age  in  which  varietal  sexual 
partners  are  more  apt  to  occur.  So, 
you  get  a young  person  who  is  sexu- 
ally active,  with  multiple  partners, 
with  little  or  no  care  about  proper 
contraception,  and  the  likelihood  of 
their  becoming  HIV  positive  or  con- 
tracting other  STDs  is  very  high.” 

Dr  Edwards  agrees,  noting  that 
many  of  the  youths  becoming  sexu- 
ally active  at  an  early  age  are  the 
least  well-equipped  to  handle  the 
risks  and  responsibilities. 

“When  you’re  an  adolescent,  you 
have  that  T’m  going  to  live  forever’ 
feeling.  You’re  young  and  strong 
and  the  future’s  ahead  of  you,  so  it’s 
hard  to  talk  to  teens  about  some- 
thing that’s  10  years  down  the 
road,”  she  said. 

Eor  more  information  or  a copy 
of  the  full  report,  contact  the  TMA 
Public  Health  and  Scientific  Affairs 
Department  at  401  W 15th  St, 
Austin,  TX  78701,  or  call  (512) 
370-1461. 
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TDH  report  updates 
diagnosing,  treating 
cholera 

Public  health  officials  say  it  is 
only  a matter  of  time  before 
Texas  physicians  see  the  state’s  first 
case  of  cholera.  Officials  at  the 
Texas  Department  of  Health  (TDH) 
warn  that  the  spread  of  the  current 
South  American  cholera  outbreak 
into  Mexico  makes  the  disease’s  ap- 
pearance in  Texas  likely. 

A recent  TDH  report  on  cholera 
says,  “Physicians  should  be  aware 
that  we  are  in  the  midst  of  a cholera 
pandemic.  Profuse  watery  diarrhea 
in  a patient  should  alert  the  physi- 
cian to  strongly  consider  the  diagno- 
sis of  cholera.  A history  of  travel  to 
Latin  America  is  further  reason  to 
suspect  cholera.” 

Since  January  1991,  the  disease 
has  been  reported  in  Ecuador, 
Colombia,  Chile,  and  Brazil,  with 
more  than  246,000  cases  and  2,400 
deaths  reported  in  Peru  alone,  ac- 
cording to  TDH.  Since  June,  more 
than  800  cases  have  been  reported  in 
Mexico,  giving  rise  to  concerns  that 
the  disease  may  move  northward. 

“We  are  going  to  have  cases  in 
Texas,  but  compared  to  other  causes 
of  morbidity  in  Texas,  I don’t  expect 
it  to  be  a major  public  health  prob- 
lem,” said  Kate  Hendricks,  MD, 
MPH&TM,  of  the  Bureau  of  Dis- 
ease Control  and  Epidemiology,  the 
primary  author  of  the  TDH  report. 

The  report  notes  that,  until  1991, 
the  only  case  reports  of  cholera  in 
the  Americas  had  been  from  the  US 
Gulf  Coast.  Eive  of  these  occurred  in 
Texas  from  1973  to  1988.  One  of 
the  five  persons  had  consumed  raw 
oysters  and  another  had  drunk  fecal- 
ly  contaminated  water.  The  sources 
of  infection  for  the  remaining  three 
cases  are  unknown. 
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Dr  Hendricks  said  physicians 
should  be  aware  that  in  acute  cases, 
aggressive  treatment  is  necessary. 

“Since  it  is  a gastroenteritis,  it 
should  be  treated  like  other  gas- 
troenteritides.  The  ‘catch’  with 
cholera  is  that  in  a few  percent  of 
the  cases  the  dehydration  can  be  ex- 
tremely severe,”  she  said.  “The  de- 
hydration in  those  patients  may 
progress  to  shock.  They  must  be  re- 
hydrated vigorously,  like  a physician 
would  usually  do  with  someone  who 
is  in  shock.” 

The  TDH  report  outlines  the  follow- 
ing guidelines  on  diagnosis: 

Toxigenic  Vibrio  cholerae  01  is  the 
causal  agent  of  “cholera.”  El  Tor  is 
the  circulating  biotype  in  this  partic- 
ular pandemic.  The  incubation  peri- 
od of  cholera  is  1-5  days.  Many 
cholera  bacteria  (10^)  are  needed  to 
infect  a person  who  has  normal  gas- 
tric acidity.  Persons  taking  antacids 
or  who  have  had  stomach  surgery 
may  be  infected  with  fewer  (lO^) 
organisms. 

The  diagnosis  of  cholera  should 
be  considered  in  persons  with  the 
classic  symptom  of  large-volume 
watery  diarrhea.  The  severity  of  the 
diarrhea  may  lead  to  muscle  cramps, 
shock,  and/or  death.  Although  ab- 
dominal pain  and  cramps  are  tradi- 
tionally absent,  both  of  these  symp- 
toms have  been  noted  in  Peruvian 
cases.  Vomiting  may  occur,  particu- 
larly when  acidosis  develops.  Pa- 
tients may  have  altered  conscious- 
ness. Patients  are  typically  afebrile. 

Only  1%  to  2%  of  persons  af- 
fected with  V cholerae  01,  biotype 
El  Tor,  have  severe  diarrhea  requir- 
ing IV  therapy;  5%  have  milder  de- 
hydration that  may  be  treated  with 
oral  rehydration  solutions;  and  18% 
have  very  mild  symptoms.  The  re- 
maining 75%  of  persons  infected 
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with  this  biotype  have  no  symptoms. 
In  patients  with  diarrhea,  history  of 
recent  travel  to  Central  or  South 
America  is  additional  reason  to  sus- 
pect cholera. 

In  geographic  areas  with  no 
known  cholera,  laboratory  iden- 
tification of  toxigenic  V cholerae  01  is 
definitive  confirmation  of  a diagnosis. 
Treatment  is  supportive  and  should 
precede  identification  of  the  organism. 

Physicians  should  be  aware  that 
many,  if  not  most,  laboratories  do  not 
routinely  use  media  appropriate  for 
isolation  of  V cholerae  unless  they  are 
specifically  requested  to  do  so. 

Unpreserved  stool  sent  promptly  to 
the  laboratory  is  suitable  for  culture. 
Stool  specimens  and  rectal  swabs  that 
cannot  be  sent  promptly  should  be 
placed  in  Cary  Blair  medium. 

The  TDH  report  contains  the  follow- 
ing guidelines  for  treatment: 

Severe  cholera  may  cause  fluid  losses 
in  excess  of  10%  of  body  weight. 
Cholera  deaths  can  be  prevented  by 
the  aggressive  administration  of  IV 
and  oral  rehydration  fluids.  This  will 
correct  dehydration,  shock,  and  aci- 
dosis. Antibiotic  treatment  will  lessen 
the  duration  of  illness. 

Patients  should  seek  medical  care 
if  urination  lessens,  they  develop  dry 
mucous  membranes,  fluid  losses 
cannot  be  matched  by  oral  intake, 
or  vomiting  becomes  profuse.  Pa- 
tients with  mild  to  moderate  dehy- 
dration can  be  orally  rehydrated 
with  solutions  such  as  Ricelyte  (tm), 
Rehydralyte  (tm),  or  WHO  oral  re- 
hydration solution  (ORS).  Accord- 
ing to  the  CDC,  these  are  the  only 
solutions  currently  available  in  the 
United  States  that  contain  the  prop- 
er balance  of  electrolytes.  Mildly  to 
moderately  dehydrated  patients 
should  be  instructed  to  take  in  fluids 
until  they  are  no  longer  thirsty.  Then 
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Stool  and  urine  volume  outputs 
should  be  replaced  by  oral  rehydra- 
tion solution.  During  rehydration 
patients  should  also  have  free  access 
to  water  and  food. 

Patients  with  severe  dehydration, 
intractable  vomiting,  obtundation, 
or  an  ileus  need  intravenous  therapy 
with  Lactated  Ringers’  (LR)  solu- 
tion. Intravenous  fluid  should  be 
given  quickly  to  restore  the  circula- 
tion. In  adults,  several  liters  may  be 
required  immediately  to  restore  ade- 
quate volume.  Cholera  patients  may 
have  significant  ongoing  fluid  losses. 
Oral  rehydration  should  be  offered 
as  soon  as  patients  are  hemodynami- 
cally  stable. 

Prolonged  maintenance  of  infants 
with  LR  may  lead  to  hypoglycemia. 
Because  of  this,  their  normal  diet  of 
breast  milk/formula  and  food  should 
be  offered  as  soon  as  possible. 

Because  resistance  has  recently 
been  noted  in  Ecuador,  antibiotics 
are  not  recommended  for  asymp- 
tomatic carriers.  The  following  an- 
tibiotics are  acceptable  for  adminis- 
tration to  confirmed  or  suspected 
cases  during  an  outbreak: 

Tetracycline 

Adult:  500  mg,  4 times/day  for  3 days 

Child:  12.5  mg  per  kg,  4 times/day  for 
3 days 

Doxycycline 

Adult:  300  mg  as  a one-time  dose 

Child:  6 mg  per  kg  as  a one-time  dose 

Furazolidone 

Adult:  100  mg,  4 times/day  for  3 days 

Child:  1.25  mg  per  kg,  4 times/day  for 
3 days 

TVimethoprim-Sulfamethoxazole 

(TMP-SMX) 

Adult:  160  mg  as  TMP,  2 times/day  for  3 
days 

Child:  5 mg  per  kg  as  TMP,  2 times/day 
for  3 days 

Erythromycin 

Adult:  250  mg,  4 times/day  for  3 days 

Child:10  mg  per  kg,  3 times/day  for 
3 days 
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Because  definitive  laboratory 
confirmation  may  take  weeks,  Dr 
Hendricks  said,  the  public  health  re- 
sponse, like  the  initial  treatment  of 
the  patient,  should  often  precede 
laboratory  confirmation.  Physician 
reports  of  cholera  will  trigger  local 
health  departments  to  investigate  the 
probable  source  and  determine  the 
potential  for  spread. 

The  surveillance  case  definition  of 
cholera  in  Texas  will  be  (a)  an 
afebrile  person  over  5 years  of  age 
with  profuse  (>5/day)  diarrhea,  and 
without  fecal  leukocytes,  or  (b)  a 
person  with  laboratory-confirmed 
toxigenic  V cholerae  01. 

In  Texas,  the  report  says,  persons 
with  illness  fitting  the  surveillance 
case  definition  and  laboratory- 
confirmed  cases  should  be  reported 
immediately  by  telephone  to  the  lo- 
cal health  department  or  to  the 
Texas  Department  of  Health  in 
Austin  at  (1-800)  252-8239.  Failure 
to  report  is  a misdemeanor. 

For  more  information  and  a 
copy  of  the  full  report,  “Cholera  Up- 
date,” see  the  Texas  Department  of 
Health  publication  Preventable  Di- 
sease News,  issue  No.  20,  published 
October  5. 
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Commentary 

Firearm-related 
mortality 
in  Texas 
(1985-1990) 

David  F.  Zane,  MS 

Injury  Control  Program, 

Epidemiology  Division, 

Texas  Department  of  Health,  Austin 

Mary  Jo  Preece 

Injury  Control  Program, 

Epidemiology  Division, 

Texas  Department  of  Health 

Patti  J.  Patterson,  MD,  MPH 

Associateship  for 
Personal  Health  Services, 

Texas  Department  of  Health 

Erik  K.  Svenkerud,  MD,  MPH 

Bureau  of  Disease  Control 
and  Epidemiology, 

Texas  Department  of  Health 

Deaths  caused  by  firearms  have 
been,  and  still  are,  a major 
public  health  problem  in  the  United 
States  and  Texas. 

In  1988,  there  were  33,989 
Americans  killed  by  guns  (1).  Lee  et 
al  recently  investigated  firearm  mor- 
tality in  Texas  from  1976  through 
1985  (2).  A total  of  30,906  Texans 
died  from  firearms  during  the  10- 
year  study  period.  The  researchers 
estimated  the  economic  cost  of 
firearm  mortality  in  Texas  to  be 
$40.7  billion  per  year. 

In  order  to  understand  the  current 
magnitude  of  firearm  deaths  in  the 
state,  the  Texas  Department  of 
Health  examined  firearm-related 
mortality  among  Texans  for  the  years 
1985  through  1990.  All  firearm-relat- 
ed fatalities  occurring  during  the  6- 
year  period  1985-1990  were  re- 
viewed using  death  certificate  data 
from  the  Texas  Department  of 
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Fig  1.  Firearm  mortality  by  age, 
Texas,  1985-1990. 
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Health’s  Bureau  of  Vital  Statistics. 
Deaths  of  Texas  residents,  m whom 
the  underlying  cause  of  death  was 
a firearm-related  injury  (Inter- 
national Classification  of  Disease 
code  E922.0-922.9,  E955.0-955.4, 
E965.0-965.4,  E970,  or  E985.0- 
985.4),  were  included.  Population  es- 
timates were  obtained  from  the  Texas 
Department  of  Health’s  Bureau  of 
State  Health  Policy  and  Data  Analy- 
sis. Highlights  of  the  study  were: 

• 19,184  Texans  were  killed  by 
firearms  from  1985  through 
1990. 

• Of  these,  408  were  children  un- 
der the  age  of  15. 

• Those  aged  25-34  years  had  the 
highest  death  rate  from  firearms 
(Fig  1). 

• More  than  527,000  years  of  pro- 
ductive life  were  lost  due  to  these 
premature  deaths. 

Other  findings  included: 

• The  highest  crude  death  rate  was 
20.0  per  100,000  population  in 
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Fig  2.  Crude  firearm-related 
death  rate,  Texas,  1985-1990. 
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1986  (the  average  annual  death 
rate  was  18.7  per  100,000  popu- 
lation) (Fig  2). 

• 48%  of  firearm  deaths  were  suicides, 
and  45%  were  assaults  (Fig  3). 

• The  elderly  (65+)  had  the  highest 
suicide  firearm  death  rate  (18.4 
per  100,000  population). 

• Texas  males  were  5 times  more 
likely  to  be  killed  by  a firearm 
than  Texas  females  during  the 
study  period. 


• Blacks  were  1.9  times  more  likely 
to  be  killed  by  a firearm  than 
whites  or  Hispanics. 

• Black  males  had  the  highest 
firearm  death  rate  (57.1  per 
100,000  population)  (Fig  4). 

This  study  reveals  that  deaths 
caused  by  bullets  remain  a 
significant  public  health  problem  in 
Texas  that  demands  attention.  More 
than  3,000  Texans  annually  are 
killed  by  firearms. 

In  1990,  firearms  surpassed  mo- 
tor vehicles  as  the  leading  cause  of 
injury  mortality  in  Texas  (Fig  5). 
There  were  3,443  deaths  related  to 
firearms  and  3,309  motor  vehicle-re- 
lated deaths  that  year  (3).  Motor  ve- 
hicles have  been  the  leading  injury 
killer  in  the  state,  since  vital  records 
were  computerized  in  1964.  Last 
year,  1990,  was  the  first  time,  at 
least  within  the  past  27  years,  that 
firearms  surpassed  motor  vehicles  in 
injury  mortality. 

The  National  Committee  for  In- 
jury Prevention  and  Control,  com- 


Fig  4.  Firearm-related  deaths 

by  race/sex,  Texas,  1985-1990. 
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posed  of  31  individuals  with  exper- 
tise in  local,  state,  and  national  in- 
jury issues,  has  made  several  recom- 
mendations to  reduce  firearm 
injuries  (4).  Excerpted  from  Injury 
Prevention:  Meeting  the  Challenge, 
their  recommendations  include: 

1.  States  should  consider  firearm  li- 
censing alternatives  such  as  re- 
strictive licensing  and  permissive 
licensing  with  waiting  periods 
and  background  checks; 

2.  Both  municipalities  and  states 
should  consider  prohibiting  the 
carrying  of  firearms  except  by  law 
enforcement  and  security  person- 


Fig  3.  Firearm-related  mortality 
by  type,  Texas,  1985-1990. 
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Fig  5.  Motor  vehicle  and  firearm-related  deaths,  Texas,  1970-1990. 
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Prepared  by  the  Injury  Control  Program,  Texas  Department  of  Health  (9-11-91).  Data  from  the 
Bureau  of  Vital  Statistics,  Texas  Department  of  Health. 
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nel  in  areas  where  people  are  at 
high  risk  for  firearm  injuries; 

3.  Priority  should  be  given  to  strict- 
ly enforcing  current  laws  at  the 
federal,  state,  and  local  levels; 
and 

4.  Local,  state,  and  federal  initia- 
tives to  restrict  the  manufacture, 
sale,  possession,  and  carrying  of 
handguns  should  be  supported 
and  evaluated  for  their  impact  on 
firearm  injuries. 

We  recognize  that  the  prevention 
of  firearm-related  fatalities  is  a very 
emotional  and  controversial  issue. 
However,  as  with  any  major  public 
health  problem,  risk  factors,  inter- 
ventions, and  preventive  strategies 
need  to  be  vigorously  evaluated. 
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Chrome  lymphocytic  leukemia  is  the 
most  common  leukemia  in  the  West- 
ern Hemisphere  and  will  increase  in 
prevalence  as  the  population  contin- 
ues to  age.  Partly  because  of  the  ad- 
vanced age  of  patients  arid  the  often 
prolonged  indolent  course  of  disease, 
therapy  has  changed  little  over  the 
past  several  decades.  The  clinical 
course  is  highly  variable  and  several 
clinical  features  have  prognostic  val- 
ue. Until  recently,  therapeutic  ap- 
proaches have  ranged  from  watchful 
observation  to  palliative  treatment 
with  an  alkylating  agent  alone  or 
combined  with  a corticosteroid;  how- 
ever, a number  of  new  chemo- 
therapeutic agents  (eg,  fludarabine, 
deoxycoformycin,  and  chlorode- 
oxyadenosine)  have  been  shown  to 
act  effectively  against  the  disease. 
The  availability  of  effective  new 
agents  combined  with  a better  under- 
standing of  the  biology  and  prognos- 
tic determinants  in  this  disease  have 
sparked  recent  interest  in  the  optimal 
management  of  patients  with  this  in- 
creasingly common  malignancy. 


The  authors,  Depart- 
ment of  Hematology, 
Box  61,  The  University 
of  Texas  M.D.  Ander- 
son Cancer  Center, 
1515  Holcombe  Blvd, 
Houston,  TX  77030. 
Dr  Robertson  is  a clin- 
ical oncology  fellow  of 
the  American  Cancer 
Society.  Send  reprint 
requests  to  Dr  Keating. 
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Therapeutic  approaches  to  chronic 
lymphocytic  leukemia 

L.E.  Robertson,  MD 
Michael  J.  Keating,  MD 


Chronic  lymphocytic  leukemia 
(CLL)  is  a common  hemato- 
logic malignancy  character- 
ized by  the  proliferation  and  accu- 
mulation of  long-lived,  functionally 
inactive,  mature-appearing  lympho- 
cytes, usually  of  B-cell  lineage.  The 
often  long  natural  history  of  this  dis- 
ease contributes  to  making  it  the 
most  prevalent  leukemia  in  the 
Western  Hemisphere.  CLL  affects 
older  adults.  The  median  age  at  di- 
agnosis is  55  years,  and  nearly  two 
thirds  of  patients  are  older  than  60 
(1).  The  exponential  increase  in  the 
incidence  of  CLL  with  age  and  the 
increasing  age  of  the  population  as- 
sures an  increase  in  the  number  of 
patients  with  CLL. 

The  course  of  CLL  is  frequently 
indolent.  Many  patients  fare  well  for 
many  years  after  their  diagnosis.  Be- 
cause of  the  disease’s  indolent  be- 
havior, the  advanced  age  of  patients, 
and  risks  of  toxicity  and  further  im- 
mune impairment  from  therapy,  ob- 
servation is  often  recommended. 
Nonetheless,  the  clinical  course  of 
CLL  is  extremely  heterogeneous, 
and  some  patients  may  die  within  a 
year  of  diagnosis.  Lortunately  sever- 
al clinical  features  that  afford  prog- 
nostic value  for  decision  making 
have  been  identified. 

Clinical  course 

Dameshek,  Boggs,  Wintrobe,  and 
Galton  reported  on  the  natural  his- 
tory of  CLL  in  the  1960s  (2-4). 
Dameshek’s  observations  lead  to  the 
developments  of  the  first  widely  ac- 
cepted prognostic  classification, 
which  will  be  discussed  in  the  fol- 
lowing section  (5). 

The  clinical  course  of  CLL  varies 
from  patient  to  patient.  Survival 
ranges  from  less  than  1 year  to  more 
than  20  years  following  diagnosis. 
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Most  patients  can  be  divided  into 
two  groups  in  which  the  disease  fol- 
lows either  an  indolent  or  an  aggres- 
sive course.  Patients  with  indolent 
disease  typically  have  a low  tumor 
burden  with  minimal  lym- 
phadenopathy  and  minimal-to-mod- 
est  lymphocytosis  (lymphocyte 
counts  of  10  to  30  x 10^/L).  Such 
patients  often  enjoy  excellent  quality 
of  life.  After  an  unpredictable  peri- 
od, progressive  lymphocytosis,  lym- 
phadenopathy,  and  splenomegaly 
may  develop.  This  is  eventually  ac- 
companied by  cytopenias  and  im- 
mune compromise.  Patients  with  ag- 
gressive disease  present  in  this 
phase.  Under  these  conditions,  medi- 
an survival  is  a few  years. 

Infection  is  the  most  common 
cause  of  death  and  considerable 
morbidity  in  CLL.  Susceptibility  to 
infection  increases  secondarily  as  a 
result  of  associated  polyclonal  B-cell 
impairment,  hypogammaglobuline- 
mia, T-cell  dysfunction,  and  granu- 
locytopenia. Bacteria  most  often 
cause  these  infections.  Viral,  fungal, 
and  mycobacterial  infections  also 
occur,  however,  primarily  in  patients 
who  have  been  treated  or  who  are  in 
the  late  stages  of  the  disease. 
Thrombocytopenia  can  be  extreme 
in  advanced  disease;  however,  hem- 
orrhage rarely  causes  mortality.  Se- 
vere anemia  requiring  chronic  red 
cell  support  can  result  in  transfu- 
sional  iron  overload.  The  incidence 
of  second  cancers  appears  to  in- 
crease, and  the  development  of  a 
more  aggressive  lymphoproliferative 
disorder  can  intervene.  Linally,  pa- 
tients with  CLL  often  die  of  unrelat- 
ed age-associated  comorbid  illnesses. 
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Staging  and  prognostic 
features 

Staging  attempts  to  define  the 
amount,  location,  and  hematologic 
impact  of  the  lymphoid  tumor  bur- 
den to  help  the  clinician  predict  clin- 
ical outcome.  The  two  staging  clas- 
sifications used  most  widely  are  the 
Rai  and  Binet  systems  (5,6).  Both 
systems  are  applied  easily  and  are 
based  on  the  routine  physical  exami- 
nation and  on  hematologic  features 
such  as  anemia  and  thrombocytope- 
nia (see  Tables  1,  2).  For  example, 
patients  with  lymphocytosis  only 
(Rai  0)  have  an  excellent  prognosis 
with  a median  survival  exceeding  12 
years.  Rai  stages  I and  II  represent 
about  50%  of  patients  at  presenta- 
tion and  are  associated  with  respec- 
tive survivals  of  8 years  and  6 years. 
In  contrast,  the  presence  of  anemia 
or  thrombocytopenia  (Rai  III,  IV;  Bi- 
net C)  represents  a high-risk  group 
with  an  average  survival  of  less  than 
two  years.  Because  advantages  are 
inherent  in  both  systems,  some  in- 
vestigators have  recommended  inte- 
grating the  two  classifications  (7). 

Despite  the  use  of  clinical  prog- 
nostic systems,  survival  within  each 
stage  still  varies  among  patients. 
Therefore,  additional  prognostic  fac- 
tors have  been  identified.  Grey  and 
colleagues  first  recognized  the  im- 

Table  1.  RAI  staging  system  for  chronic  lym- 
phocytic leukemia. 

0 Absolute  lymphocytosis  in  blood  of  >15  x 
lO’/L. 

1 Absolute  lymphocytosis  plus  enlarged 
lymph  nodes. 

II  Absolute  lymphocytosis  plus  enlarged  liv- 
er and/or  spleen  (with  or  without  en- 
larged lymph  nodes). 

III  Absolute  lymphocytosis  plus  anemia 
(hemoglobin  <11  g/dL). 

IV  Absolute  lymphocytosis  plus  thrombocy- 
topenia (platelets  <100  x lO’/L). 


portance  of  the  histologic  pattern  of 
bone  marrow  infiltration  (8).  The 
bone  marrow  histology  at  diagnosis 
has  since  been  studied  extensively 
and  appears  to  be  a prognostic  fac- 
tor independent  of  clinical  stage 
(9-11).  Several  patterns  of  involve- 
ment including  nodular,  interstitial, 
mixed,  and  diffuse  can  be  identified 
by  examining  the  marrow.  However, 
the  main  prognostic  separation  ex- 
ists between  the  diffuse  and  nondif- 
fuse  patterns  of  infiltration.  The  dif- 
fuse pattern  is  more  common  in 
advanced  stages  of  disease,  whereas 
the  nondiffuse  pattern  confers  a fa- 
vorable outcome  within  each  of  the 
staging  subsets. 

Several  other  characteristics  with 
prognostic  value  have  been  identified. 
Clinical  features  such  as  poor  perfor- 
mance status  (12),  advanced  age  (3), 
marked  lymphocytosis  (2,6),  rapid  dou- 
bling time  of  lymphocytes  (13),  and  re- 
nal or  hepatic  impairment  (14)  may 
predict  an  inferior  prognosis.  Morpho- 
logic features  such  as  a homogeneous 
population  of  lymphocytes  (15)  and  the 
presence  of  nuclear  convolutions 
and/or  clefts  have  been  reported  to  be 
unfavorable  indicators  (16).  Tumor-as- 
sociated markers  such  as  an  elevated 
tritiated  thymidine  uptake  (17),  fi-2-mi- 
croglobulin,  (18)  and  deoxythymidine 
kinase  activity  (19)  may  also  predict  a 
less  favorable  outcome. 

Table  2.  Binet’s  staging  system  for  chronic 
lymphocytic  leukemia. 

A Hemoglobin  >10  mg/dL,  platelets 

>100xl0’/L,  and  less  than  three  areas  in- 
volved (areas  of  involvement  include  the 
cervical,  axillary,  and  inguinal  lymph 
nodes,  spleen,  and  liver). 

B Hemoglobin  >10  mg/dL,  platelets 

>100xl0’/L,  and  more  than  three  areas 
involved. 

C Hemoglobin  <10  mg/dL  or  platelets 
<100xl0^/L,  or  both  (independent  of  ar- 
eas involved). 
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With  the  use  of  B-cell  mitogens 
such  as  Epstein-Barr  virus  and 
lipopolysaccharide,  we  can  obtain 
sufficient  numbers  of  metaphases 
that  can  be  analyzed  in  about  90% 
of  patients  with  CEL.  Approximate- 
ly 50%  of  patients  with  evaluable 
metaphases  have  an  abnormal  kary- 
otype. The  most  common  abnormal 
finding  is  an  extra  chromosome  12 
that  occurs  alone  or  in  association 
with  other  abnormalities.  Some  con- 
troversy exists  over  the  prognostic 
impact  of  simple  trisomy  12,  al- 
though some  investigators  have  sug- 
gested that  this  abnormal  karyotype 
alone  has  an  adverse  impact  on  sur- 
vival (20).  That  multiple  chromoso- 
mal aberrations  in  addition  to  tri- 
somy 12  indicate  a worse  prognosis 
is  generally  agreed  (15,21).  Han  and 
colleagues  report  that  complex  chro- 
mosomal changes  were  demonstrat- 
ed in  seven  of  eight  patients  who  de- 
veloped a transformation  due  to 
diffuse,  large  cell  lymphoma 
(Richter’s  syndrome)  (22). 

Indications  for  treatment 

The  first  decision  in  managing  a pa- 
tient with  CEL  is  when  to  intervene 
with  antileukemic  treatment.  In  pa- 
tients with  high-risk  disease  (Binet  C 
or  Rai  III,  IV),  treatment  is  indicated 
because  the  potential  benefits  of 
therapy  in  these  high-risk  groups 
usually  outweigh  the  risks.  In  pa- 
tients without  hematologic  evidence 
of  marrow  impairment,  the  decision 
is  not  as  clear.  However,  the  Nation- 
al Cancer  Institute  Working  Group 
(NCI-WG)  has  recently  described 
eight  clinical  features  of  “active  dis- 
ease”; weight  loss  of  more  than 
10%  in  the  last  6 months,  extreme 
fatigue,  fever  or  night  sweats  with- 
out evidence  of  infection,  worsening 
anemia  or  thrombocytopenia,  mas- 
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sive  (>6  cm  below  the  left  costal 
margin)  or  progressive  spleno- 
megaly, massive  (>10  cm  in  the 
longest  diameter)  or  progressive 
lymphadenopathy,  progressive  lym- 
phocytosis with  a rapid  lymphocyte 
doubling  time,  and  marked  hy- 
pogammaglobulinemia or  parapro- 
teinemia (23).  These  clinical  features 
should  help  the  clinician  to  decide 
when  to  begin  treatment. 

Conventional  chemotherapy 

The  mainstay  of  treatment  has  been 
systemic  chemotherapy  with  an  alky- 
lator  alone  or  combined  with  a corti- 
costeroid. Chlorambucil,  adminis- 
tered either  daily  or  every  2 weeks  at 
higher  doses,  is  used  most  frequently. 
Intermittent  therapy  may  be  prefer- 
able because  it  is  associated  with  a 
similar  or  superior  rate  of  response 
with  better  compliance,  and  because 
it  may  be  less  toxic  (24).  Other  alky- 
lating agents  such  as  cyclophos- 
phamide seem  to  be  equally  effective 
(25).  Chlorambucil  frequently  is  giv- 
en with  corticosteroids  because  of 
their  documented  lympholytic  effect 
and  their  ability  to  control  autoim- 
mune cytopenias.  In  previously  un- 
treated patients  given  the  combina- 
tion of  chlorambucil  and  prednisone, 
the  response  rate  has  been  reported 
to  be  as  high  as  70%.  Fewer  than 
10%  of  these  patients,  however,  re- 
sponded completely  (24,26). 

The  impact  of  chlorambucil  ad- 
ministration in  early-stage  CLL  has 
been  reviewed  recently  by  two  coop- 
erative groups.  The  Cancer  and 
Leukemia  Group  B found  that  early 
therapy  with  chlorambucil  did  not 
confer  a survival  advantage  over  pa- 
tients randomized  to  observation,  al- 
though the  occurrence  of  disease-re- 
lated symptoms  was  delayed  in  the 
treated  group  (27).  In  a similar 
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Study  by  the  French  Cooperative 
Group  on  Chronic  Lymphocytic 
Leukemia  (FCGCLL),  453  patients 
staged  as  Binet  A were  assigned  ran- 
domly to  chlorambucil  or  observa- 
tion. The  disease  progressed  more 
quickly  in  the  untreated  group, 
while  more  deaths  were  seen  in  the 
treated  group,  resulting  in  no  overall 
survival  difference  (28). 

Besides  the  combination  of  chlo- 
rambucil and  prednisone,  the  regi- 
men of  cyclophosphamide,  vin- 
cristine, and  prednisone  (CVP)  has 
been  used  extensively  in  previously 
treated  and  untreated  patients.  Sev- 
eral head-to-head  trials  have  com- 
pared these  two  combinations.  The 
FCGCLL  randomized  223  patients 
staged  as  Binet  B to  chlorambucil  or 
CVP,  finding  no  difference  in  sur- 
vival or  disease  progression  (27). 
When  the  Spanish  Cooperative 
Group  also  randomly  assigned  96 
previously  untreated  patients  staged 
as  Binet  C to  chlorambucil  plus 
prednisone  or  CVP,  a higher  re- 
sponse rate  with  CVP  and  no  differ- 
ence in  survival  were  observed  (29). 

The  FCGCLL  recently  random- 
ized 59  patients  staged  as  Binet  C 
between  CVP  and  CVP  plus  a small 
dose  of  doxorubicin  (CHOP).  Be- 
cause of  a marked  survival  advan- 
tage in  patients  receiving  doxoru- 
bicin, the  CVP  arm  was  closed.  At  3 
years,  the  rate  of  survival  was  69% 
in  the  anthracycline-containing  arm 
and  26%  in  the  CVP  arm  (28).  Un- 
fortunately, because  eligibility  crite- 
ria were  not  reported,  sample  size 
was  small,  and  follow-up  was  brief, 
these  provocative  results  have  gener- 
ated controversy. 

Investigators  at  M.D.  Anderson 
Cancer  Center  have  also  reported  su- 
perior results  with  anthracycline-con- 
taining  regimens  such  as  cyclo- 
phosphamide, doxorubicin,  and  pred- 
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nisone  (CAP)  and  such  as  the  three 
preceding  drugs  plus  cytarabine  and 
vincristine  (POACH)  (30,31).  Our 
overall  response  rates  were  66%  for 
CAP  and  56%  for  POACH,  and  the 
median  survival  times  were  80 
months  for  CAP  and  27  months  for 
POACH  in  patients  staged  as  Binet  C. 

Among  investigations  of  other  in- 
tensive cytotoxic  regimens,  Kempin 
et  al  treated  63  patients  with  the  M-2 
protocol  (vincristine,  bischloroethyl- 
nitrosurea,  cyclophosphamide,  mel- 
phalan,  and  prednisone).  The  com- 
plete response  rate  was  a modest 
17%,  and  the  partial  response  rate 
was  44%  (32).  The  median  survival 
did  not  differ  from  that  of  historical 
controls.  The  regimen  of  dexamatha- 
sone,  high-dose  cytarabine,  and  cis- 
platinum  has  also  shown  to  act 
against  CLL  (33). 

Radiation  therapy 

The  first  therapy  for  CLL  was  radia- 
tion. Total  body  irradiation  has  been 
used  alone  and  combined  with 
chemotherapy.  Johnson  reported  a 
greater  than  80%  response  rate  and 
improved  survival  in  complete  re- 
sponders (34).  Unfortunately,  a later 
trial  failed  to  reproduce  these  re- 
sults. Moreover,  severe  hematologic 
toxicity  paralleled  the  response  rate 
in  this  study  (35).  Local  irradiation 
has  been  effective  in  palliating  bulky 
lymphadenopathy.  Splenic  irradia- 
tion may  be  useful  in  managing  pa- 
tients with  painful  splenomegaly, 
progressive  lymphocytosis,  anemia, 
and  thrombocytopenia  who  are 
poor  candidates  for  surgical  splenec- 
tomy (36). 

Splenectomy 

The  effect  of  splenectomy  in  patients 
with  advanced  CLL  has  been  evalu- 
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ated  in  several  recent  studies 
(37-40).  Surgical  removal  of  the 
spleen  can  improve  the  hemoglobin 
concentration  and  platelet  count 
when  the  cytopenia  is  related  to  ei- 
ther splenic  sequestration  or  autoim- 
mune destruction.  Transfusion  re- 
quirements frequently  abate,  and 
symptoms  referable  to  splenomegaly 
tend  to  resolve.  Furthermore,  two  of 
these  groups  of  investigators  suggest 
that  splenectomy  may  provide  an 
advantage  to  survival.  However,  this 
procedure  carries  risk,  and  perioper- 
ative mortality  can  occur. 

Biologic  therapy 

Alpha  interferon  is  the  most  widely 
studied  biologic  agent  used  in  CLL. 
Earlier  research  with  this  agent  in 
advanced-stage  disease  revealed 
marginal  activity  with  responses  of 
20%  or  less  (41,42).  In  contrast, 
several  recent  studies  in  patients 
! with  early-stage  disease  indicate  fa- 
vorable response  can  occur  with  low 
, doses  of  alpha  interferon  (43-45). 

' This  therapeutic  strategy  is  appeal- 
^ ing  and  may  provide  an  avenue  to 
immune  reconstitution. 

The  clonal  immunophenotypic 
characteristics  of  CLL  have  led  to 
several  studies  of  monoclonal  anti- 
; bodies.  Monoclonal  antibodies  di- 
rected at  a CLL-associated  antigen, 
Leu-1  (CD5),  or  at  a specific  idio- 
type  are  associated  with  transient  re- 
duction of  circulating  lymphocytes, 
but  no  significant  effect  on  lym- 
phadenopathy,  hepatosplenomegaly, 

■ or  bone  marrow  infiltration  have 
' been  reported  (46,47). 

Other  biologic  response  modifiers 
j include  the  lymphoid  growth  fac- 
tors. Interleukin-2  (IL-2)  is  notewor- 
thy because  of  its  ability  to  enhance 
: natural  killer  cell  activity,  which  is 
frequently  diminished  or  absent  in 
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CLL.  IL-2  was  given  recently  to  12 
patients  in  an  Eastern  Cooperative 
Oncology  Group  trial,  and  activity 
was  demonstrated.  Interestingly  two 
patients  who  had  been  previously  re- 
fractory to  conventional  chemother- 
apy achieved  rapid  and  complete  re- 
sponses to  the  same  chemotherapy 
after  taking  IL-2  (48). 

Supportive  therapy 

Infections  constitute  a major  cause 
of  morbidity  and  mortality  in  pa- 
tients with  CLL.  The  factors  respon- 
sible for  this  increased  susceptibility 
to  infection  include  B-cell  dysfunc- 
tion and  hypogammaglobulinemia 
as  well  as  T-cell  defects.  Hypogam- 
maglobulinemia is  common  in  pa- 
tients with  CLL  and  seems  to  be  cor- 
related with  the  clinical  stage  and 
duration  of  disease.  With  the  current 
availability  of  highly  purified  im- 
munoglobulin G (IgG),  a recent 
prospective  double-blind,  random- 
ized trial  evaluated  the  effect  of  in- 
travenous IgG  on  the  incidence  of 
infection  (49).  A 50%  reduction  in 
the  rate  of  bacterial  infections  and 
no  change  in  the  rate  of  viral  or  fun- 
gal infections  occurred  in  the  treated 
group.  The  decrease  in  bacterial  in- 
fections did  not  correlate  with  pre- 
treatment decreases  in  IgG,  suggest- 
ing that  the  IgG  level  may  be  less 
important  than  the  ability  to  mount 
a specific  antibody  response. 

To  evaluate  the  role  of  active  im- 
munization in  CLL,  47  patients  were 
given  the  pneumococcal  vaccine  and 
monitored  for  an  increase  in  anti- 
body titers.  Those  with  early-stage 
disease  were  able  to  achieve  an  anti- 
body response  and  may  benefit, 
whereas  patients  with  advanced- 
stage  disease  (Rai  III  and  IV)  did  not 
respond  (50). 


New  chemotherapeutic  drugs 

Several  nucleoside  analogues  are  now 
showing  effectiveness  in  the  treatment 
of  CLL.  Lludarabine  is  a fluorinated 
and  phosphorylated  analogue  of  ara- 
hinosyladenine  but  is  more  water  sol- 
uble and  resistant  to  deamination.  A 
similar  purine  analogue,  2-chloro- 
deoxyadenosine,  has  shown  promise 
in  treating  patients  with  refractory 
CLL  (51).  Deoxycoformycin  is  an 
adenosine  deaminase  inhibitor  that 
has  shown  activity  in  the  treatment  of 
patients  with  hairy-cell  leukemia  and 
of  patients  with  CLL  who  had  earlier 
been  heavily  treated  (52). 

Of  the  three  analogues,  fludara- 
bine  is  the  most  widely  studied.  Our 
group  used  fludarabine  to  treat  68 
patients  with  CLL  who  had  been 
treated  previously.  Lludarabine  ad- 
ministration resulted  in  a 13%  rate 
of  complete  response  and  a 44% 
rate  of  partial  response  (53).  More 
than  60%  of  these  patients  had  ad- 
vanced CLL  and  almost  three 
fourths  had  been  treated  with  two 
or  more  previous  regimens.  Al- 
though severe  demyelination  was 
noted  when  much  higher  doses  were 
used  for  acute  leukemia,  no  neuro- 
toxicity was  seen  at  the  lower  doses 
used  in  this  study.  Toxicity  was  mild 
and  consisted  mainly  of  myelosup- 
pression  and  infection.  In  patients 
with  previously  untreated  CLL,  a re- 
sponse rate  of  79%  was  observed 
(54).  However,  to  assess  whether  ini- 
tial therapy  with  fludarabine  will 
benefit  survival  would  be  premature, 
and  a randomized  clinical  trial  is  be- 
ing conducted  to  compare  this  agent 
to  standard  therapy. 

New  directions 

In  1987,  the  NCI-WG  established 
criteria  for  eligibility,  response,  and 


VOLUME  87  NO.  11 


NOVEMBER  1991 


71 


toxicity  to  facilitate  comparisons  be- 
tween ongoing  and  planned  clinical 
trials  m CLL  (23).  The  NCI-WG 
plans  to  evaluate  the  combinations 
of  deoxycoformycin  plus  fludara- 
bine,  deoxycoformycin  plus  chlo- 
rambucil, and  fludarabine  plus  chlo- 
rambucil in  patients  with  CLL.  In  a 
collaborative  phase  III  trial,  chlo- 
rambucil plus  prednisone  will  be 
compared  to  fludarabine  in  a head- 
to-head  fashion.  Further  plans  are 
under  way  at  the  M.D.  Anderson 
Cancer  Center  to  evaluate  chloro- 
deoxyadenosine  and  fludarabine  in 
combination  with  other  cytotoxic 
agents  such  as  doxorubicin. 

Biologic  therapy  also  holds 
promise  in  CLL.  The  role  of  interfer- 
on in  early-stage  disease  and  follow- 
ing remission  deserves  more  attention. 
Recombinant  human  granulocyte- 
macrophage  colony-stimulating 
growth  factor  stimulates  granulocyte 
production  in  patients  with  CLL  (55) 
and  may  prove  a valuable  supportive 
measure  for  granulocytopenic  pa- 
tients. Developments  in  monoclonal 
antibody  conjugants  may  provide  fur- 
ther inroads  to  more  effective  meth- 
ods of  therapy. 

CLL  lymphocytes  coexpress  com- 
mon B-cell  antigens  (CD19,  CD20, 
etc)  and  leu-1  (CD5),  which  was  pre- 
viously thought  to  be  a specific  T-cell 
antigen.  This  unique  biologic  feature 
can  be  used  in  several  ways.  Use  of 
sophisticated  techniques  such  as  two- 
parameter  flow  cytometry  enables  us 
to  identify  patients  having  minimal 
residual  disease  after  therapy  and  is 
predictive  of  remission  duration  (56). 
Autologous  bone  marrow  from  pa- 
tients with  no  residual  disease  de- 
tectable by  histologic  or  flow  cyto- 
metric techniques  can  be  stored  for 
later  use  when  relapse  occurs.  Ex- 
pression of  surface  lymphocyte  anti- 
gens can  be  exploited  by  a variety  of 
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marrow-purging  techniques.  Bone 
marrow  transplantation  is  not  with- 
out precedent  in  this  malignancy 
since  allogenic  marrow  transplant  in 
a small  group  of  selected  patients  has 
met  with  some  success  (57). 

Conclusion 

At  present,  outside  of  the  investiga- 
tional setting,  we  do  not  recommend 
treatment  for  patients  in  the  early 
stages  (Rai  0, 1,  and  II)  of  CLL  unless 
criteria  for  “active  disease”  are  met 
(23).  Patients  in  the  advanced  stages 
(Rai  III  and  IV)  should  be  treated. 
Initial  therapy  with  chlorambucil 
(and  prednisone)  currently  represents 
the  standard  of  care.  Preliminary  re- 
sults suggest  fludarabine  is  the  single 
most  active  agent  in  the  treatment  of 
CLL;  untreated  patients  will  be  need- 
ed for  enrollment  in  the  phase  III 
evaluation  of  fludarabine  versus  chlo- 
rambucil. In  patients  with  disease  re- 
fractory to  chlorambucil  or  other 
alkylating  agents,  fludarabine  is  the 
treatment  of  choice.  Fludarabine  has 
now  been  approved  for  this  purpose 
and  should  soon  be  available  outside 
the  investigational  setting. 

Clinical  trials  using  fludarabine 
and  other  promising  new  therapies 
such  as  deoxycoformycin  and  the  bi- 
ologic agents  will  need  a continued 
influx  of  patients  to  support  further 
evaluation.  We  hope  these  new 
strategies  will  improve  the  quality  of 
life  and  overall  survival  of  patients 
with  this  increasingly  common 
hematologic  malignancy. 
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Plasma  levels  of  total  cholesterol, 
triglyceride,  high-density  lipoprotein 
cholesterol,  and  low-density 
lipoprotein  cholesterol  were  ob- 
tained in  110  senior  high  school  stu- 
dents who  were  predominantly  His- 
panic. Results  ivere  compared  with 
family  history  of  premature  coro- 
nary heart  disease  or  hypercholes- 
terolemia. The  level  of  high-density 
lipoprotein  cholesterol  was  sig- 
nificantly lower  in  Hispanic  adoles- 
cents than  in  non-Hispanics 
(P<0.05).  A positive  family  history 
was  found  in  22%  of  the  subjects. 
Only  25%  of  the  students  with  high 
levels  of  total  cholesterol  had  a pos- 
itive family  history.  The  positive 
predictive  value  of  family  history  for 
a high  level  of  total  cholesterol  was 
only  38%.  These  results  suggest  that 
adolescents  should  be  screened  for 
hypercholesterolemia  regardless  of  a 
positive  family  history. 
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The  atherosclerotic  process  be- 
gins during  childhood  (1,2). 
Because  children  with  high 
levels  of  cholesterol  tend  to  track 
and  develop  into  adults  with  high 
levels  of  cholesterol  (3-5),  early 
screening  for  hypercholesterolemia 
has  been  recommended  to  identify 
children  at  risk  and  possibly  to  pre- 
vent atherosclerotic  heart  disease  in 
the  adult  (6).  Controversy  exists, 
however,  as  to  the  method  of  screen- 
ing for  hypercholesterolemia  in  pedi- 
atric patients.  The  National  Insti- 
tutes of  Health  (NIH)  Consensus 
Conference  and  the  Committee  on 
Nutrition  of  the  American  Academy 
of  Pediatrics  (AAP)  have  recom- 
mended that  only  those  children  at 
high  risk,  defined  as  those  with  a 
family  history  of  hypercholes- 
terolemia or  premature  coronary 
heart  disease  before  age  55,  be 
screened  for  hypercholesterolemia 
(7,8).  Others  recommend  screening 
all  children  regardless  of  family  his- 
tory because  many  children  without 
a positive  family  history  are  found 
to  have  high  levels  of  plasma  choles- 
terol (9-11).  No  specific  recommen- 
dations are  made  for  adolescents. 
The  NIH  group  recommends  mea- 
suring only  total  cholesterol  (TC)  as 
an  initial  screening,  while  the  AAP 
recommends  a full  evaluation  of 
lipid  and  lipoprotein  levels  including 
low-density  lipoprotein  cholesterol 
(LDL-C)  (7,8).  A routine  screening 
for  cholesterol  alone  is  recommend- 
ed in  adults  20  years  and  older  re- 
gardless of  family  history  (12).  No 
study,  however,  has  evaluated 
specifically  the  importance  of  a posi- 
tive family  history  in  predicting  hy- 
percholesterolemia in  adolescents. 
Our  purpose  in  this  study  was  to  test 
the  predictive  value  of  family  history 
in  screening  a high  school  popula- 
tion for  hypercholesterolemia. 
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Methods 

The  population  studied  consisted  of 
113  healthy  senior  high  school  stu- 
dents, mainly  offspring  of  Hispanic 
blue-collar  workers,  from  a techni- 
cal magnet  school  in  San  Antonio, 
Tex.  All  students  were  eligible  to 
participate  except  for  those  who  on 
questioning  admitted  to  being  preg- 
nant or  to  having  an  acute  illness  or 
to  being  on  medications  that  affect 
cholesterol  levels.  The  entire  senior 
class  was  given  a lecture  on  the  rela- 
tionship of  elevated  cholesterol  and 
heart  disease.  After  consent  and/or 
assent  with  parental  approval  were 
obtained,  questionnaires  were  com- 
pleted by  the  students  with  parental 
assistance.  These  questionnaires 
were  developed  to  determine  the 
presence  or  absence  of  hypercholes- 
terolemia or  premature  coronary 
heart  disease  in  the  parents  and 
grandparents  of  the  students;  also, 
the  questionnaires  were  designed  to 
determine  whether  the  students  were 
taking  oral  contraceptives  and 
whether  they  were  smokers.  The  stu- 
dents were  interviewed  by  the  school 
nurse  to  insure  that  all  question- 
naires were  answered  properly.  The 
school  nurse  called  the  parents  to 
verify  all  family  history  of  prema- 
ture coronary  artery  disease  and/or 
hypercholesterolemia. 

Written  instructions  on  fasting 
were  given  to  the  students  3 days  be- 
fore the  testing.  The  instructions 
were  repeated  over  the  public  ad- 
dress system  1 day  before  testing. 
Venous  blood  was  drawn  by  the  ref- 
erence laboratory’s  phlebotomists 
before  the  first  morning  class.  This 
blood  was  separated,  stored  at  4°C, 
and  analyzed  for  total  cholesterol 
(TC),  triglycerides  (TG),  and  high- 
density  lipoprotein  cholesterol 
(HDL-C)  within  48  hours.  Standard 
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Table  1.  Lipid  and  lipoprotein  levels  in  plasma. 


Low- 

Fdigh- 

density 

Total 

density 

lipo- 

(No. of 

Choles- 

Triglycer- 

lipoprotein” 

protein 

students) 

terol”' 

ides”' 

cholesterol 

TC/FiDL-Cf  cholesterol 

M (44) 

4.33  ± 0.71 

1.02l0.54t 

1.18  1 0.21t 

3.7l0.8t 

2.6710.66 

Hispanic 

F(38) 

4.25  ± 0.79 

0.8010.30 

1.32  10.25 

3.3  10.7 

2.5610.69 

B (82) 

4.2710.76 

0.9210.46 

1.24  10.24§ 

3.5  10.8S 

2.6210.67 

M (20) 

4.2810.56 

0.81  10.36 

1.3910.30 

3.210.7 

2.5210.49 

Non- 

F(8) 

4.12  1 0.88 

0.68  10.28 

1.44  1 0.33 

3.010.9 

2.3710.65 

Hispanic 

B(28) 

4.18  1 0.67 

0.77  1 0.34 

1.4010.30 

3.1  10.7 

2.4710.53 

Family  History 

Positive 

(24) 

4.40  1 0.60 

0.9610.60 

1.28  10.31 

3.610.8 

2.6810.61 

Negative 

(86) 

4.24  1 0.75 

0.8610.37 

1.2910.26 

3.410.9 

2.56  1 0.65 

*■  Values  are  expressed  in  mmol/L,  showing  Mean  ± SD.  To  converrt  TC,  HLD-C,  and  LDL-C  to 
mg/dL,  use  the  conversion  factor  38.66976.  To  convert  TG  to  mg/dL,  use  the  conversion  factor 
of  88.573959. 

t TC/HDL-C  = ratio  of  total  cholesterol  to  high-density  lipoprotein  cholesterol. 

Significantly  different  from  Hispanic  female  values  (P  > 0.05). 

§ Significantly  different  from  the  non-Hispanic  group  (P  > 0.05). 

M = male;  F = female;  B = both. 


enzymatic  methods  were  used  to  de- 
termine TC  levels  (13).  The  HDL-C 
levels  were  determined  by  choles- 
terol assay  after  dextran  sulfate  and 
magnesium  sulfate  precipitation 
(14).  The  TG  level  was  measured  en- 
zymatically (15).  Levels  of  low-den- 
sity lipoprotein  cholesterol  were  cal- 
culated using  this  equation:  LDL-C 
= TC  - (TG/5  + HDL-C).  The  ratio 
of  TC/HDL-C  was  also  calculated. 
The  mean  and  standard  deviations 
(SD)  of  each  measurement  were  de- 
termined for  subgroups  of  the  popu- 
lation, and  the  statistical  test  was 
performed  by  analysis  of  variance 
followed  by  the  Tukey’s  test  or  the 
Student’s  t-test  with  a statistical  sig- 
nificance accepted  at  the  0.05  level. 
A 2 X 2 table  relating  family  history 
and  the  level  of  TC  was  constructed. 
The  sensitivity,  specificity,  predictive 
value  of  a positive  test,  and  predic- 
tive value  of  a negative  test  were  cal- 
culated (16). 

Results 

Student  profile 

A total  of  113  (38%)  of  the  senior 
high  school  students  volunteered  to 
participate  in  the  study.  The  major 
reason  given  by  the  nonvolunteers 
was  fear  of  venipuncture.  The  mean 
age  was  18  ± 0.77  years  with  the 
range  of  17  to  22  years.  Eighty-two 
students  (73%)  had  Hispanic  sur- 
names and  28  students  (25%)  did 
not.  Sixty-four  of  the  students  were 
male  (57%)  and  46  were  female 
(41%).  Three  girls  who  said  they 
were  taking  oral  contraceptives  were 
evaluated  separately  because  of  their 
known  effect  on  plasma  lipids  and 
lipoproteins  (17).  Two  of  the  girls 
taking  oral  contraceptives  had  a posi- 
tive family  history  but  were  not  in- 
cluded in  the  prevalence  calculation. 
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Lipid  and  lipoprotein  levels 
The  mean  and  SD  of  levels  for  TC, 
TG,  and  HDL-C,  for  the  ratio  of 
TC/HDL-C,  and  for  the  calculated 
LDL-C  are  presented  in  Table  1,  by 
ethnicity,  sex,  and  family  history. 
Levels  of  TG  and  LDL-C  did  not 
differ  between  Hispanic  and  non- 
Hispanic  students  or  between  male 
and  female  students.  However, 
HDL-C  levels  were  slightly  but  sig- 
nificantly lower  in  Hispanic  students 
(P<0.01),  and  they  were  also 
significantly  lower  in  Hispanic  males 
than  in  Hispanic  females  (P<0.01). 
The  prevalence  of  an  HDL-C  level 
less  than  0.91  mmol/L  (less  than  the 
5th  percentile)  was  4.5%.  All  ado- 
lescents with  an  HDL-C  level  below 
the  5th  percentile  were  Hispanic, 
and  80%  of  them  were  male.  The 
ratio  of  TC/HDL-C  was  significantly 
higher  in  Hispanic  students 
(P<0.02),  and  this  ratio  was 
significantly  higher  in  Hispanic 
males  than  in  Hispanic  females 
(P<0.02).  A comparable  sex-related 
difference  in  HDL-C  levels  was  not 
present  in  non-Hispanic  students. 
Hispanic  males  had  significantly 
higher  levels  of  TG  than  did  Hispan- 
ic females  (P<0.05),  and  TG  levels 
were  in  general  higher  in  Hispanic 
than  in  non-Hispanic  students,  al- 
though the  difference  was  not  statis- 
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tically  significant  (0.05<P<0.1).  Girls 
who  were  taking  oral  contraceptives 
(N=3)  had  significantly  higher  TC 
levels  than  girls  who  were  not  using 
the  pills  (5.47  ± 0.99  vs  4.23  ± 0.80 
mmol/L)  (P<0.02).  Students  who 
smoked  (N=9)  had  higher  levels  of 
TC  (4.52  ± 0.65  mmol/L),  TG  (1.06 
± 0.35  mmol/L),  and  LDL-C  (3.34  ± 
0.11  mmol/L)  and  had  lower  levels 
of  HDL-C  (1.17  ± 0.25  mmol/L) 
than  the  nonsmokers,  but  the  differ- 
ence did  not  reach  statistical 
significance  (P>0.05). 

Relationship  between  TC  levels  and 
family  history 

The  relationship  between  TC  levels 
greater  and  lower  than  the  estab- 
lished 75th  percentile  value  (4.53 
mmol/L)  and  the  positive  and  nega- 
tive family  histories  is  shown  in  a 2 x 
2 table  (Table  2).  The  TC  level  of 
4.53  mmol/L  is  approximately  the 
75th  percentile  value  for  male  and  fe- 
male individuals  5 to  19  years  old  in 
the  United  States  (18).  The  prevalence 
of  levels  of  TC  > 4.53  mmol/L  was 
33%,  and  the  prevalence  of  a positive 
family  history  was  22%  in  the  popu- 
lation we  studied  (Table  2).  Students 
with  positive  family  histories  had 
slightly  higher  levels  of  TC,  TG,  and 
LDL-C  than  did  the  students  with 
negative  family  histories,  but  the  dif- 
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Table  2.  Fourfold  table  showing  family  history  and  levels  of  total  cholesterol  in  plasma. 


Cholesterol 
> 4.55  mmol/L 

Cholesterol 
< 4.53  mmol/L 

Total 

Positive  family 
history 

9 (TP) 

15  (FP) 

24 

Negative  family 
history 

27  (FN) 

59  (TN) 

86 

Total 

36 

74 

110 

TP  = true  positive;  FP  = false  positive;  FN 

= false  negative;  TN 

= true  negative. 

ferences  were  not  statistically 
significant  (P>0.2)  (Table  1).  Of  those 
students  reporting  positive  family  his- 
tories, 9 (38%)  had  levels  of  TC  > 

4.55  mmol/L;  of  those  students  with 
negative  family  histories,  27  (31%) 
had  levels  of  TC  > 4.55  mmol/L 
(Table  2).  Thus,  the  positive  predic- 
tive value  of  a family  history  (True 
Positives/True  Positives  + False  Posi- 
tives) was  only  38%.  The  predictive 
value  of  a negative  test  (True  Nega- 
tives/True Negatives  + False  Nega- 
tives) was  69%.  The  sensitivity  (True 
Positives/True  Positives  + False  Nega- 
tives) of  a positive  family  history  was 
25%  and  the  specificity  (True  Nega- 
tives/True Negatives  + False  Positives) 
was  80%  in  this  population. 

Of  the  children  with  TC  levels  > 

4.55  mmol/L,  24  children  (67%) 
had  LDL-C  levels  at  the  90th  per- 
centile value  (>  3.10  mmol/L)  (18). 
Of  the  children  with  levels  of  TC  < 
4.53  mmol/L,  none  (N=74)  had  lev- 
els of  LDL-C  > 3.10  mmol/L.  Thus, 
in  this  population,  the  value  of  levels 
of  TC  > 4.55  mmoL/L  to  predict  lev- 
els of  LDL-C  > 3.10  mmol/L  is 
66%,  and  the  value  of  the  levels  of 
TC  < 4.53  mmol/L  to  predict  levels 
of  LDL-C  <3.10  mmol/L  is  100%. 

Of  the  children  with  levels  of  TC 
> 4.55  mmol/L,  none  had  levels  of 
HDL-C  < 0.91  mmol/L  (5th  per- 
centile). The  value  of  levels  of  TC  > 

4.55  mmol/L  to  predict  levels  of 
ITDL-C  < 0.91  mmol/L  was  0%  in 
this  population  of  adolescents.  The 
sensitivity  of  levels  of  TC  > 4.55 
mmol/L  to  predict  levels  of  HDL-C 
< 0.91  mmol/L  was  0%,  while  the 
specificity  was  68%. 


Discussion 

The  results  of  our  study  suggest  that 
a positive  family  history  of  premature 
heart  disease  and/or  hypercholes- 
terolemia alone  is  a poor  predictor  of 
hypercholesterolemia  in  adolescents. 
Positive  family  history  used  alone 
failed  to  identify  all  adolescents  with 
elevated  cholesterol  levels  and  did 
not  selectively  identify  those  adoles- 
cents more  severely  affected.  If  we 
had  used  a positive  family  history 
alone  as  a screening  criterion,  we 
would  have  missed  72%  of  the  high 
school  seniors  with  cholesterol  levels 
> 4.53  mmol/L  (75th  percentile). 
Similar  conclusions  have  been 
reached  by  others  investigating 
preadolescent  children  (10,11).  These 
authors  recommended  an  inclusive 
screening  in  a population  of  young 
children  rather  than  a screening 
based  on  family  history.  It  appears 
that  the  same  recommendation 
should  be  extended  to  adolescents, 
especially  if  they  are  smokers,  users 
of  oral  contraceptives,  or  moderately 
obese  (Body  Mass  Index  > 27)  (19). 

By  screening  all  participants  for 
both  TC  and  LDL-C,  we  were  able 
to  calculate  the  predictive  value  of  a 
single  TC  level  to  predict  an  LDL-C 
level  above  the  90th  percentile.  We 
found  that  a single  TC  level  above 
the  75th  percentile  had  a predictive 
value  of  66%  for  an  LDL-C  level  el- 
evated above  the  90th  percentile.  No 
individuals  with  a TC  level  below 
the  75th  percentile  had  an  LDL-C 
level  above  the  90th  percentile,  giv- 
ing the  TC  level  at  the  75th  per- 
centile a negative  predictive  value  of 
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100%.  If  larger  studies  confirm  this 
finding,  we  would  recommend 
screening  all  adolescents  using  TC  as 
a relatively  inexpensive  substitute 
method  of  identifying  those  individ- 
uals with  an  LDL-C  above  the  90th 
percentile.  Since  the  TC  level  is  a 
poor  predictor  of  the  HDL-C  level, 
adolescents  should  also  be  screened 
for  HDL-C. 

The  prevalence  of  a positive  fami- 
ly history  of  premature  coronary 
artery  disease  and/or  hypercholes- 
terolemia in  this  study  was  only 
22%.  This  is  lower  than  the  preva- 
lence of  35%  in  the  Chicago  area  re- 
ported by  Griffin  et  al  (11).  This  dis- 
crepancy may  be  due  to  a difference 
in  population  or  to  a lack  of  com- 
plete health  information  on  previous 
generations,  which  would  artificially 
lower  the  prevalence  reported.  Two 
of  the  girls  with  positive  family  histo- 
ries were  excluded  from  the  preva- 
lence study  because  of  oral  contra- 
ceptive use.  A possible  selection  bias 
in  our  study  could  be  an  increased 
participation  of  individuals  with  a 
known  history  of  hyperlipidemia  or 
premature  coronary  artery  disease 
who  had  an  increased  concern  for 
their  health.  The  low  prevalence  of  a 
positive  family  history  or  premature 
coronary  artery  disease  and/or  hyper- 
cholesterolemia found  in  this  study 
does  not  suggest  this  possibility. 

Although  the  population  we  stud- 
ied is  relatively  small,  the  results  sug- 
gest that  important  ethnic  differences 
already  exist  between  Hispanic  and 
non-Hispanic  adolescents.  Hispanic 
adults  in  the  San  Antonio  area  are 
known  to  have  lower  levels  of  HDL- 
C and  higher  levels  of  TG  than  non- 
Hispanics  have  (20).  These  changes 
are  reported  to  be  related  to  obesity 
and  hyperinsulinemia,  especially  in 
individuals  with  a family  history  of 
diabetes  (21).  We  found  a similar 
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trend  in  the  lipid  pattern  of  Hispanic 
adolescents  in  this  study.  A larger 
study  should  help  in  determining 
whether  or  not  this  relationship 
among  obesity,  a family  history  of  di- 
abetes, a low  HDL-C  level,  and  a 
high  TG  level  already  exists  in  His- 
panic adolescents.  A long-term  study 
including  younger  children  could  de- 
termine whether  or  not  hyperinsu- 
linemia  predisposes  Hispanic  adoles- 
cents to  dyslipidemia  and  at  what  age 
this  ethnic  difference  begins. 

Our  finding  of  lower  HDL-C  lev- 
els in  Hispanic  adolescents  is  very 
important.  Only  Hispanics  had 
HDL-C  levels  below  the  5th  per- 
centile; males  accounted  for  80%  of 
this  group.  HDL-C  was  not  consid- 
ered a significant  risk  factor  for 
monitoring  by  the  NIH  Consensus 
Conference  (7),  but  the  Lipid  Re- 
search Clinic  group  concluded  re- 
cently that  HDL-C  is  an  extremely 
powerful  predictor  of  future  coro- 
nary artery  disease  in  both  males 
and  females  (22).  Hispanic  adults 
have  a lower  death  rate  due  to  coro- 
nary artery  disease  than  non-His- 
panics  have.  However,  while  the  re- 
cent decline  in  deaths  caused  by 
total  ischemic  heart  disease  for  non- 
Hispanic  males  from  1970  to  1980 
was  24%,  it  was  only  16.4%  for 
Hispanic  males  (23).  Some  investiga- 
tors would  attribute  most  of  this  de- 
cline to  changes  in  life-style  such  as 
diet  and  exercise.  The  current  trend 
from  diets  high  in  saturated  fats  and 
low  in  carbohydrates  to  diets  low  in 
fat  and  high  in  carbohydrates  may 
actually  lower  levels  of  HDL-C  (24). 
If  larger  studies  subsequently  pro- 
duce similar  findings,  Hispanic  ado- 
lescents may  be  at  increased  risk  for 
future  coronary  artery  disease  and 
should  be  screened  for  both  TC  and 
HDL-C.  A further  indication  that 
Hispanic  adolescents  may  be  at 
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greater  risk  for  cardiovascular  dis- 
ease is  our  finding  of  a significantly 
higher  ratio  of  TC  to  HDL-C  in  His- 
panic adolescents  as  compared  with 
non-Hispanics.  This  ratio  has  re- 
cently been  reported  to  have  the 
highest  predictive  value  for  risk  of 
future  coronary  artery  disease  when 
compared  with  all  other  known  risk 
factors  in  a 20-year  follow-up  study 
of  2,633  males  and  females  (25).  If 
further  studies  confirm  this  finding, 
the  evaluation  of  coronary  risk  fac- 
tors in  Hispanic  adolescents  should 
also  include  a TC/HDL-C  ratio. 

In  conclusion,  our  results  show 
that  even  though  38%  of  adoles- 
cents with  positive  family  histories 
had  cholesterol  levels  above  the  es- 
tablished 75th  percentile  value,  75% 
of  adolescents  with  levels  above  the 
75th  percentile  had  negative  family 
histories  for  premature  coronary 
heart  disease  or  hyperlipidemia. 
Therefore,  family  history  should  not 
be  used  as  the  sole  criterion  for 
screening  adolescents  for  hyper- 
cholesterolemia; all  adolescents 
should  be  screened  for  hypercholes- 
terolemia. Screening  by  measuring 
TC  to  detect  elevated  levels  of  LDL- 
C is  recommended  by  the  Consensus 
Conference  for  the  general  popula- 
tion above  age  20.  Screening  by 
measuring  TC  levels  alone  to  detect 
elevated  levels  of  LDL-C  may  be  ac- 
ceptable because  it  is  less  expensive 
and  identified  in  our  population  of 
adolescents  all  subjects  with  LDL-C 
levels  in  the  90th  percentile  and 
higher.  Since  TC  levels  above  the 
75th  percentile  do  not  identify  His- 
panic adolescents  with  HDL-C  levels 
less  than  the  5th  percentile,  and 
since  Hispanic  adolescents  tend  to 
have  lower  levels  of  HDL-C,  His- 
panic adolescents  should  be  screened 
for  TC  and  HDL-C.  This  is  consis- 
tent with  the  AAP’s  recommenda- 
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tion  that  children  who  may  be  at  in- 
creased risk  for  developing  coronary 
artery  disease  be  screened  for  TC 
and  HDL-C. 
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The  rate  of  success  in  reoperation 
for  thrombosed  infrainguinal  grafts 
is  unimpressive,  particularly  in  pa- 
tients with  disease  of  distal  vessels. 
In  certain  cases,  combining  high- 
dose  urokinase  and  angioplasty  ap- 
pears to  offer  a safe  and  effective  al- 
ternative. We  describe  the  successful 
use  of  this  combined  treatment  in  a 
patient  with  a recently  occluded 
femoropopliteal  bypass  graft. 


Dr  Dieck,  4007  James 
Casey,  Suite  A130, 
Austin,  TX  78745.  Dr 
Benrey,  6624  Fannin, 
Suite  2310,  Houston, 
TX  77030.  Send 
reprint  requests  to 
Dr  Dieck. 
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High-dose  thrombolytic  therapy  and 
angioplasty  for  thrombosis  in  a subacute 
femoropopliteal  bypass  graft 

John  A.  Dieck,  MD 
Jaime  Benrey,  MD 


Femoropopliteal  bypass  grafting 
provides  effective  revasculariza- 
tion to  relieve  marked  claudica- 
tion. In  time,  however,  the  bypass 
grafts  may  become  occluded,  usually 
by  thrombosis,  and  further  surgery  is 
required.  Studies  have  shown  that 
surgical  results  in  such  cases  have 
been  less  than  favorable  (1,2).  As  an 
alternative  to  surgery,  thrombolytic 
therapy  by  prolonged  intra-arterial 
administration  of  streptokinase, 
urokinase,  and  tissue  plasminogen 
activator  (tPA)  has  been  used  with 
varied  results  (2-8).  We  successfully 
used  an  aggressive  protocol  for  ad- 
ministration of  high-dose,  short-du- 
ration intra-arterial  urokinase  togeth- 
er with  percutaneous  balloon 
angioplasty  in  a patient  with  a 
femoropopliteal  bypass  graft  that 
had  recently  become  occluded. 

Case  Report 

A 58-year-old  man  with  a history  of 
severe  bilateral  claudication  of  the 
lower  extremities  presented  with 
right  calf  pain,  which  had  progressed 
to  pain  at  rest  over  a 2-day  period. 
At  another  institution  1 year  earlier, 
he  had  undergone  bilateral  femoro- 
popliteal bypass  with  placement  of  a 
Dacron  graft.  After  the  surgery,  his 
condition  improved,  but  he  contin- 
ued to  experience  pain  in  his  right 
leg.  He  was  a heavy  smoker,  and  his 
medical  history  was  significant  for  se- 
vere systemic  arterial  hypertension, 
moderate  unilateral  stenosis  of  the 
renal  artery,  and  asymptomatic  coro- 
nary artery  disease. 

When  admitted  to  our  institu- 
tion, the  patient  was  given  minoxi- 
dil, atenolol,  hydrochlorothiazide, 
and  enalapril.  He  was  experiencing 
mild  expiratory  wheezing.  Physical 
examination  showed  a blood  pres- 
sure of  140/82,  brisk  bilateral 
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femoral  pulses,  and  no  carotid 
bruits.  In  the  right  lower  extremity, 
no  popliteal,  dorsalis  pedis,  or  pos- 
terior tibial  pulses  were  detected. 
Pulses  on  the  left  were  diminished. 
His  right  foot  was  cool  and  mottled. 

Angiography  revealed  the  graft  to 
be  totally  occluded  with  thrombus 
(Fig  1,  left).  Urokinase,  500,000  lU, 
was  administered  locally  for  a 1-hour 
period  without  a loading  dose,  and 
heparin,  5,000  U,  was  administered 
intravenously.  The  urokinase  was 
given  directly  through  the  vascular 
sheath  as  it  approximated  the  loca- 
tion of  the  thrombus.  The  thrombus 
cleared  progressively  during  a 40- 
minute  period.  An  obstructing  lesion 
at  the  distal  anastomosis  was  iden- 
tified (Fig  1,  center)  and  subsequently 
was  dilated  with  a 5-mm  balloon 
catheter.  Repeat  angiography  showed 
a good  result  with  good  flow  (Fig  1, 
right);  however,  distal  native  disease 
and  embolization  were  noted  (Fig  2, 
left).  Progressively  smaller  guide 
wires  and  balloons  were  used  for  dis- 
tal focal  stenoses  and  emboli.  The 
smallest  instruments  used  were  a 
0.018-inch  hydrophilic  wire  and  3.0- 
mm  balloon. 

Three  tandem  stenotic  lesions  in 
the  anterior  tibial  artery  were  dilated 
successfully  (Fig  2,  center  and  right). 
Intravenous  administration  of  hep- 
arin was  continued  overnight,  and 
the  introducer  sheath  was  removed 
the  following  day.  Four  hours  after 
the  administration  of  urokinase  and 
the  initial  bolus  of  heparin,  the 
thrombin  time  was  > 150  seconds 
(control,  21  seconds),  fibrinogen 
was  3.1  g/L  (baseline,  3.8  g/L),  and 
the  D dimer,  a split  product  of  cross- 
linked  fibrin,  was  positive  at  a dilu- 
tion of  1:4.  The  D-dimer  concentra- 
tion in  plasma  is  a marker  for 
measuring  the  degree  of  systemic 
thrombolysis  (9).  After  20  hours,  the 
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Fig  1.  Left,  Cineangiogram  reveals  a totally  occluded  native  right  superficial  femoral  artery  and  a totally  occluded,  thrombosed  femoropopliteal  graft  (ar- 
row). Center,  Clearance  of  thrombus  in  graft  after  administration  of  urokinase.  Note  stenotic  lesion  at  distal  anastomosis  (arrow).  Right,  Postangioplasty 
cineangiogram  shows  relief  of  stenosis  and  restoration  of  blood  flow  at  distal  anastomosis. 


thrombin  time  was  20  seconds  and 
the  fibrinogen  was  4.0  g/L.  No 
bleeding  complications  occurred. 
Distal  pulses  were  palpable,  and 
Doppler  studies  48  hours  after  the 
procedure  showed  an  ankle-arm  in- 
dex of  .87  on  the  right  and  .53  on 
the  left.  A normal  index  is  > .85. 
The  patient  showed  clinical  im- 
provement at  the  time  of  discharge. 
At  6-month  follow-up,  he  continued 
to  be  asymptomatic  on  the  right  but 
did  experience  mild  claudication  in 
his  left  leg. 


Discussion 

Alternatives  for  treating  thrombosed 
femoropopliteal  bypass  grafts  include 
surgery,  percutaneous  angioplasty, 
and  thrombolytic  therapy.  Because  of 
suboptimal  results  associated  with 
surgery  (1)  and  the  difficulty  in  dilat- 
ing thrombus  associated  with  the  cul- 
prit lesion  with  balloon  angioplasty, 
many  investigators  have  examined 
the  role  of  thrombolytic  agents  in 
thrombosis  of  peripheral  arterial  by- 
pass grafts  (2-8). 


Successful  recanalization  after 
thrombolytic  therapy  occurs  in  36% 
(4)  to  76%  (7)  of  cases.  Patients 
with  good  distal  runoff  before 
surgery  are  more  likely  to  have  a 
good  outcome  (8).  Occlusions  more 
than  7 days  old  are  more  difficult  to 
treat  with  thrombolytic  therapy  (4), 
although  Koltun  et  al  (3)  reported 
good  results  in  occlusions  older  than 
1 week.  Identifying  and  treating  a 
“culprit”  lesion  not  only  improves 
the  immediate  result  but  also  im- 
proves long-term  patency  (6).  And, 


Fig  2.  Left,  Cineangiogram  shows 
evidence  of  severe  distal  disease  af- 
ter good  proximal  flow  was  estab- 
lished. Center,  Postangioplasty 
cineangiogram  reveals  good  blood 
flow  in  native  distal  circulation. 
Right,  Final  cineangiogram  shows 
blood  flow  in  distal  circulation. 
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as  this  case  illustrates,  the  presence 
of  a culprit  lesion  at  the  site  of  the 
anastomosis  (or  in  the  native  vessel) 
also  increases  the  likelihood  of  sus- 
tained patency. 

The  primary  complications  of 
thrombolytic  therapy  are  bleeding 
and  distal  embolization.  Our  patient 
experienced  a modest  decrease  in 
fibrinogen  and  suffered  no  bleeding 
complications.  Although  bleeding  is 
related  to  the  degree  of  fibrinogenol- 
ysis  when  non-fibrin-specific  agents 
are  used,  (4),  this  is  not  necessarily 
true  with  tPA.  The  incidence  of 
bleeding  with  streptokinase  is  higher 
than  with  urokinase  (3),  probably  be- 
cause of  shorter  infusion  times  asso- 
ciated with  urokinase  (6).  Bleeding 
with  tPA  is  similar  to  that  seen  with 
urokinase  (3,7).  Distal  embolization 
occurs  in  5%  to  10%  of  patients  and 
may  require  surgical  embolectomy  or 
amputation  (4,6).  In  our  patient,  dis- 
tal embolization  was  managed  suc- 
cessfully with  balloon  angioplasty. 

Poor  distal  runoff  usually  pre- 
cludes successful  lysis  of  intragraft 
thrombi  (8).  The  development  of 
smaller  wires  and  balloons  that  may 
easily  pass  stenotic  areas  in  smaller 
vessels  has  increased  accessibility  to 
lesions  below  the  trifurcation  of  the 
popliteal  artery.  Dilatation  of  the 
anastomotic  lesion,  as  well  as  of  dis- 
tal lesions,  should  improve  our  pa- 
tient’s long-term  prognosis  (6,8). 

Urokinase  appears  to  be  better 
than  streptokinase  for  treating  oc- 
cluded grafts  (3,4,6-8,10,11);  how- 
ever, experience  with  tPA  is  limited 
(7,12).  Urokinase  is  usually  deliv- 
ered with  an  initial  bolus  of  30,000 
to  150,000  U,  followed  by  an  infu- 
sion of  240,000  U/h  that  is  tapered 
to  60,000  U/h  during  a 4-hour  peri- 
od (13).  In  our  patient,  a very  high 
dose  of  urokinase  was  injected  into 
the  graft  during  a short  period.  Al- 
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though  this  method  may  appear  to 
present  a higher  risk  of  distal  em- 
bolization than  does  prolonged  infu- 
sion, this  case  illustrates  that  short- 
term infusion  is  indeed  safe.  This 
approach  offers  other  advantages  in 
decreased  treatment  time,  greater 
comfort  for  the  patient,  and  less  ex- 
pense. In  our  patient,  for  example,  a 
sheath  was  left  in  place  for  20 
hours.  With  prolonged  infusion,  the 
sheath  would  have  been  placed  for 
an  additional  24  hours,  return  trips 
to  the  catheterization  laboratory 
would  have  been  required  to  verify 
results,  and  the  risk  of  femoral 
hematoma  would  have  been  in- 
creased. Thus  our  approach  — with 
balloon  angioplasty,  if  necessary  — 
may  produce  excellent  results  with- 
out complications  or  the  develop- 
ment of  a lytic  state. 
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The  spectrum  of  blunt  cardiac  trau- 
ma ranges  from  injuries  with  no  ac- 
tual cellular  damage  (myocardial 
concussion)  to  cardiac  chamber  rup- 
ture. Although  blunt  injuries  to  the 
heart  are  common  and  potentially 
lethal,  rupture  of  a cardiac  chamber 
is  rare.  This  injury  should  be  sus- 
pected in  any  patient  who  presents 
with  cardiac  tamponade  after  blunt 
trauma.  A child  who  sustained  blunt 
rupture  of  the  right  atrium  is  pre- 
sented, and  the  pathophysiology,  di- 
agnosis, and  treatment  of  these  in- 
juries are  discussed. 
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Blunt  rupture  of  the  heart  in  a child 

Jason  G.  Nirgiotis,  MD 
C.  Thomas  Black,  MD 


Although  children  sustain 
blunt  cardiac  injury  more  of- 
ten than  is  commonly  sus- 
pected (1),  blunt  rupture  of  the  heart 
in  this  age  group  is  rare.  Only  one 
survivor  of  left  ventricular  rupture  in 
a child  has  been  reported  in  the  liter- 
ature (2).  In  the  adult,  however,  non- 
penetrating cardiac  injury  remains  a 
major  cause  of  morbidity  and  mor- 
tality. Such  injury  may  be  the  mech- 
anism of  death  in  up  to  16%  of  fatal 
motor  vehicle  accidents,  and  its  inci- 
dence may  be  as  high  as  76%  in  pa- 
tients with  severe  bodily  trauma  (3). 
In  the  initial  management  of  patients 
with  blunt  trauma,  most  of  the  at- 
tention is  focused  on  injuries  to  the 
head,  extremities,  lungs,  and  abdom- 
inal viscera.  As  a result,  cardiac  in- 
jury is  the  most  common  unsuspect- 
ed visceral  injury  following  blunt 
trauma  (4).  We  present  a child  who 
sustained  rupture  of  the  right  atrium 
following  blunt  thoracic  trauma. 

Case  report 

A 7-year-old  white  male  injured 
himself  while  jumping  off  the  hood 
of  a stationary  car  and  grabbing 
onto  the  handle  of  a garage  door 
while  it  swung  closed.  During  one 
jump,  he  slipped  under  the  edge  of 
the  door  as  it  closed  and  sustained  a 
severe  crushing  blow  to  his  precordi- 
um.  He  had  an  immediate  cardiopul- 
monary arrest,  and  CPR  was  begun 
by  bystanders.  No  electrical  activity 
was  present  when  the  paramedics  ar- 
rived. Pericardiocentesis  yielded  55 
cc  of  nonclotting  blood,  and  the 
rhythm  converted  to  electromechani- 
cal dissociation.  Upon  arrival  at  the 
hospital,  the  patient  was  taken  im- 
mediately to  the  operating  room, 
where  the  chest  and  abdomen  were 
opened.  The  only  injury  found  was  a 
3 cm  laceration  of  the  lateral  portion 

NOVEMBER  199  1 


Fig  1.  Anterior  view  of  the  heart.  Arrow 
points  to  location  of  3 cm  laceration  of  the 
right  atrium. 


Fig  2.  Laceration  is  clamped  with  a Satinsky 
clamp  and  repaired  with  a running  3-0  pro- 
lene  suture. 


of  the  right  atrium,  which  was 
clamped  and  oversewn  (Figs  1 and 
2).  Despite  all  efforts,  the  heart  nev- 
er regained  electrical  activity  and  the 
patient  could  not  be  resuscitated. 

Discussion 

The  mediastinal  viscera  are  subjected 
to  acute  compressive  or  shearing 
forces  after  direct  blows  or  an  impact 
associated  with  sudden  deceleration. 
The  damage  inflicted  to  the  heart  by 
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blunt  trauma  can  be  structural,  func- 
tional, or  both.  The  extent  of  this 
damage  is  proportional  to  the  magni- 
tude of  deceleration  or  impact.  Blunt 
cardiac  trauma  is  produced  by  acute 
compression  between  the  sternum 
and  vertebra,  direct  blows  to  the  pre- 
cordium,  laceration  following  frac- 
ture of  the  sternum  or  ribs,  and  indi- 
rect forces  following  acute 
compression  of  the  lower  body  (5). 
These  forces  can  induce  changes  in 
vasomotor  tone  and  perfusion  distri- 
butions of  the  coronary  vasculature. 
Studies  using  radioactively  labeled 
microspheres  in  a swine  model 
showed  that  the  epicardial  blood 
flow  in  the  zone  of  impact  increased 
significantly  compared  with  pretrau- 
ma values  (6).  Conversely,  endocar- 
dial flow  decreased  progressively  and 
significantly  from  pretrauma  levels. 
This  redistribution  of  small  vessel 
blood  flow  results  in  a clinical  picture 
similar  to  that  of  early  myocardial  is- 
chemia and/or  hypoxia.  This  can  re- 
sult in  ischemia  or  necrosis  of  an  area 
of  myocardium  with  subsequent  ar- 
rhythmia, aneurysm  formation,  or 
rupture.  In  general,  blunt  cardiac  in- 
jury is  not  immediately  fatal  unless 
an  acute  life-threatening  arrhythmia 
or  cardiac  rupture  occurs  (7). 

Nonpenetrating  myocardial  rup- 
ture is  rare.  In  one  study,  only  0.5% 
(14  of  2,751)  of  all  patients  with 
blunt  trauma  during  a 6-year  period 
had  recognized  blunt  cardiac  rup- 
ture (8).  Early  studies  by  Bright  and 
Beck  alleged  that  all  four  cardiac 
chambers  were  injured  with  equal 
frequency  (5).  However,  a later  re- 
view of  all  survivors  of  cardiac  rup- 
ture shows  a different  distribution  of 
injuries:  right  atrium,  50%;  left  atri- 
um, 24%;  right  ventricle,  17%;  and 
left  ventricle,  9%  (9). 

Maximum  compression  leading  to 
cardiac  rupture  is  probably  achieved 
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when  direct  pressure  is  applied  while 
the  atrioventricular  valves  are  closed 
in  end  diastole  or  late  systole.  Atrial 
rupture  is  most  often  caused  by  rapid 
deceleration  and  usually  occurs  at  the 
junction  of  the  atria  and  the  insertion 
of  the  vena  cava  or  pulmonary  veins 

(8) .  When  atrial  rupture  is  caused  by 
compressive  forces,  it  most  likely  oc- 
curs during  late  systole  when  com- 
pression of  the  heart  closes  the  mitral 
and  tricuspid  valves  (9).  Conversely, 
ventricular  rupture  appears  to  result 
primarily  from  precordial  impaction. 
Rupture  results  from  forceful  com- 
pression of  the  heart  during  end  dias- 
tole, when  the  ventricle  is  maximally 
filled  (8).  For  both  of  these  injuries, 
death  is  usually  the  result  of  tampon- 
ade or  exsanguination. 

Patients  with  blunt  cardiac  rup- 
ture usually  have  an  elevated  central 
venous  pressure,  and  they  always 
present  with  hypotension.  Cyanosis 
of  the  upper  body  is  an  associated 
sign  that  is  frequently  overlooked 

(9) .  It  may  be  caused  by  compres- 
sion of  the  vessels  of  the  upper  me- 
diastinum by  a mediastinal  hema- 
toma or  by  compression  of  the 
intrapericardial  segment  of  the  supe- 
rior vena  cava. 

The  diagnosis  of  blunt  cardiac 
rupture  should  be  assumed  in  pa- 
tients who  sustain  blunt  chest  trau- 
ma and  arrive  at  the  emergency  cen- 
ter with  signs  of  cardiac  tamponade. 
Decompressive  pericardiocentesis 
should  be  performed  immediately  in 
an  attempt  to  temporarily  improve 
the  patient’s  hemodynamics.  The  pa- 
tient should  then  be  transported 
promptly  to  the  operating  room  for 
definitive  repair.  Emergency  center 
thoracotomy  is  indicated  if  the  pa- 
tient loses  vital  signs  en  route  to  the 
hospital  or  shortly  after  arrival  (10). 

A median  sternotomy  is  the  inci- 
sion of  choice  when  surgical  interven- 
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tion  can  be  performed  in  the  operating 
room.  Atrial  perforations  may  be  re- 
paired by  simple  suture  techniques  af- 
ter control  with  a vascular  clamp  (Fig 
2).  Ventricular  ruptures  are  controlled 
with  digital  compression  and  repaired 
with  individually  pledgetted  nonab- 
sorbable sutures.  While  the  patient  is 
in  the  operating  room,  the  left  medi- 
astinal pleura  should  be  inspected  for 
a mediastinal  hematoma  or  other  evi- 
dence of  aortic  transection.  Aortic 
transections  are  seen  in  20%  of  pa- 
tients with  blunt  cardiac  rupture  (11). 

Morbidity  and  mortality  from 
blunt  rupture  of  the  heart  remains 
extremely  high,  with  most  patients 
dying  prior  to  transport  to  an  emer- 
gency center  (12).  In  an  autopsy  se- 
ries, only  6.5%  (23  of  353)  of  pa- 
tients with  traumatic  cardiac  rupture 
survived  for  more  than  30  minutes 
following  injury  (13).  Survival  rates 
for  patients  who  reach  the  hospital 
alive  range  from  70%  to  15% 
(11,8,14). 

Conclusion 

Blunt  chest  trauma  in  children  re- 
mains a common,  though  rarely  sus- 
pected, injury.  A wide  range  of  in- 
juries to  the  heart  may  result  from 
this  type  of  trauma,  including  rup- 
ture of  the  atria  or  ventricles.  These 
injuries  often  go  undetected  while 
other  more  obvious  problems  are 
dealt  with.  A high  index  of  suspicion 
should  be  maintained  for  cardiac  in- 
jury in  any  patient  sustaining  blunt 
trauma  to  the  chest  so  that  diagnosis 
and  treatment  may  be  initiated 
promptly.  Emergency  thoracotomy 
is  indicated  in  patients  with  suspect- 
ed blunt  heart  rupture.  The  mortali- 
ty rate  for  this  injury  remains  ex- 
tremely high. 
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“ Being  a patient  advocate  is  what  being  a physician  is  all  about!’ 

Dr.  Kevin  Fullin,  Cardiologist,  Kenosha,  Wisconsin,  Member,  American  Medical  Association 


Why  would  a cardiologist  get  involved  in  the  issue 
of  family  violence?  Perhaps,  because  what  he  saw 
simply  cried  out  for  action. 

“Fully  a third  of  all  women’s  injuries  coming  into 
our  emergency  rooms  are  no  accident,”  says  Dr.  Fullin. 

While  others  were  content  to  downplay  the  issue 
of  family  violence.  Dr.  FuUin  would  not.  He  petitioned 
state  officials,  and  through  his  efforts  the  first  Domestic 
Violence  Advocate  Program  in  his  state  was  created. 

“Organized  medicine  must  serve  as  an  advocate 
for  patients,”  stressed  Dr.  Fullin. 

The  American  Medical  Association  (AMA)  couldn’t 


agree  more.  We’re  committed  to  focusing  physician 
attention  on  the  issue  of  family  violence. 

You  are  invited  to  join  Dr.  Fullin  and  to  join  with 
him  in  his  efforts  to  bring  quality  health  care  to  those  in 
need.  Become  a member  of  the  American  Medical 
Association  today. 

Members  of  the  AMA  are  encouraged  to  join  their  state,  county  and  specialty  societies. 

American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
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Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 
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from  blood  transfusion  have  been 
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Please  be  alert  to: 

Carefully  observe  patient  during 
red  cell  transfusion,  especially 
during  the  first  15-30  minutes 

Discontinue  transfusion  whenever 
suspicion  of  a reaction  arises, 
particularly  chills  or  fever 

Initiate  appropriate  therapy 

Culture  and  gram-stain  patient's 
blood  and  the  unit  of  blood  if 
fever  is  significant 


For  further  information  on  this 
transfusion  complication,  call 
TMA's  Library  at  (512)  370-1551. 
The  Texas  Department  of  Health  is 
interested  in  hearing  about  any 
incident  of  transfusion-associated 
infectious  disease  including 
Yersinia  enterocolitica, 

(800)  252-8239. 
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HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-Allergy-Nutrition-Stress) 

Established  in  1984.  (Concept  of  treatment  outlined  & published  in  International 
Rhinology  Supp.  2 1987)  S.  Hoover  MD 

(Oto-Rhino-laryngologist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recurrent 
Headaches  (namely:  Class,  Migraine,  Clusters,  tension,  premenstrual,  sinus, 
everyday,  and  headache  of  relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives, 
muscle-relaxants,  cafe-ergot,  methylsergide  nor  B Blockers 

1/45  N.  Frwy.  7324  SW  Frwy  @ Fondren 

1 50  W.  Parker  Rd.  Arena  Tower  II  #755 

Houston,  TX  77076  Houston,  TX  77074 

713  694-8188 
FAX  713  650-1941 


CORPUS  CHRISTI  ALLERGY  & 
ASTHMA  CENTER 
JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks 
Dorsal  Column  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
77082:  713  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 
XOCHITL  B.  SANCHEZ,  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 
Thermography,  Dorsal  Column  Stimulation 

7777  Forest  Lane  Suite  C-538  (214)  661  -4890 

Dallas,  Texas  75230  Answered  24  hours 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  641 1 Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  otters  comprehensive  treatment  options  tor  acute,  subacute, 
and  chronic  pain  patients.  The  center's  total  management  ot  each  patient's  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

JOSEPH  C.  GABEL,  MD 
Acting  Director 

ROBERT  A.  FINNEGAN,  MD  AARON  CALODNEY,  MD 

Coordinator,  Outpatient  Services  Coordinator,  Inpatient  Services 

Diplomates  American  Board  of  Anesthesiology 


Dermatology 


JOHN  ADNOT,  MD 

Mohs  Micrographic  Surgery  for  Skin  Cancer 

4200  S.  Hulen  #400 

Ft.  Worth.  Texas  76109:  81 7 377-0626 


DAVID  R.  WEAKLEY,  MD,  FACP 
DENIS  L.  BEAUDOING,  MD 

Dermatology  and  related  Allergy 

Dermatologic  Surgery,  Cosmetic  and  Laser  Surgery 

Diseases  of  the  skin,  dermabrasion,  chemical  peeling,  collagen,  sclerotherapy, 
lipoinjection,  allergy  and  cosmetic  counseling 

Medical  City,  Dallas  Suite  21 4A,  7777  Forest  Lane 
Dallas,  Texas  75230:  Phone  214  661  -7460 


DERMATOLOGY  ASSOCIATES  OF 
SAN  ANTONIO 

James  Lewis  Pipkin,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 
Mucocutaneous  Virology 

1 08  Tendick,  San  Antonio,  Texas  78209; 

512  222-8651, 222-2001 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Family  Practice 

DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  ot  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment, biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomats  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 
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Hand  Surgery 


Nuclear  Medicine 


L.  LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


KENNETH  D,  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230:214  661-4797 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  81 16,  Dallas,  Texas  75230; 

214  661-7010 


REGIONAL  HAND  CENTER  FOR  WEST  TEXAS 
AND  EASTERN  NEW  MEXICO 

Royce  C.  Lewis,  Jr.,  MD 

3502  9th  Street,  Suite  G10 

Lubbock,  Texas  79415-3300;  806  744-7003 


Neurological  Surgery 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 
HERBERT  C.  ALLEN,  MD,  FACNM 

Texas  Medical  Center,  641 1 South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidoiogy,  Endocrinology,  Gastroenterology, 
Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen.  Jr.,  MD,  FACNM,  Director— 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder,  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

900  West  Randol  Mill  Rd,  Arlington,  Texas  76012;  81 7 695-6941  Metro  81 7 26t  -9625 
7150  Greenville  Ave.,  Dallas.  Texas  75231 ; 214  692-6941  or  800  872-2020 
3600  Gaston  Avenue.  Dallas,  Texas;  214  821-4540 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


ROBERT  D.  GROSS,  MD,  FAAP 

Children’s  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 


Gary  Edd  Fish,  MD 
Rand  Spencer,  MD 
Bradley  F.  dost  MD 


DOCTORS  SMITH,  WHEELER,  PARKER, 
AND  CRAVENS,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
George  F.  Cravens,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  81 7 336-0551 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 


DALU\S  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 
Gamma  Knife  Radiosurgery 

Charles  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

Morris  Sanders,  MD  Richard  H.  Jackson,  MD 


Presbyterian  Professional  Bldg.,  8230  Walnut  Hill  Lane,  Suite  610; 
Dallas,  Texas  75231;  214  369-7596 


Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

RETINA-VITREOUS  ASSOCIATES 
W.  Rex  Hawkins,  MD 

Diabetic  Retinopathy-Macular  Degeneration-Retinal  Detachment 


St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd. .Suite  620 
Dallas,  Texas  75235;  214  637-0420 


1200  Binz,  Suite  400,  Houston,  Texas  77004 
713528-1122  or  1 -800-638-01 14 


TEXAS  MEDICINE 


VOLUME  87  NO.  II 


NOVEMBER  199  1 


91 


Texas  Physicians’  Directory 


Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 


W.Z.  Burkhead,  Jr,  MD 
Richard  D.  Schubert.  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


A Pr/^foccii^oiil 

2909  Lemmon  Ave.,  Dallas.  Texas  75204-2385:  214  220-2468:  FAX  214  720-1982 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth.  Texas  76104:  817  335-4316,  800  542-2663 

Louis  J.  Levy,  MD,  PA.  Retired 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


Physical  Medicine  & 
Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

1 02  Rosa  Verde  Tower,  343  W.  Flouston  Street 
San  Antonio,  Texas  78205:  Telephone  512  226-2424 


WARM  SPRINGS  REHABILITATION  HOSPITALS 


Specialized  in-patient  and  out-patient  rehabilitation  programs  and 
electrodiagnotic  evaluation  for  adults  and  children. 


Brain  Injury 

Spinal  Cord  Injury 

Stroke  and  Neurological  Disorders 

Orthopedic 


J.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street,  Abilene,  Texas  79601 : 915  677-6219 


Gonzales:  PO  Box  58,  Gonzales,  Texas  78629 
800/792-WARM,  512/672-6592-Admissions  Coordinator 

Larry  Browne,  MD,  Medical  Director 

William  F.  Blackerby,  PhD,  Director  of  Brain  Injury  Systems 

Robert  McNew,  Administrator 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.W.  Bendel,  Jr,  MD 

E.E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surger/ 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012:  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLT\S 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD  Kurt  W.  Rathjen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington.  Suite  7000,  Dallas,  Texas  75246:  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116 
Dallas,  Texas  75230:  214  661-7010 


ORTHOPAEDIC  FOOT  AND  ANKLE  SURGERY  * DALLAS,  p.a. 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231:  214  369-4361 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas,  Texas  75235  214  350-7500 


Richard  E.  Jones,  MD 
Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Kevin  Gill,  MD 
Marvin  E.  Van  Hal  MD 


Charles  E.  Cook,  MD 
Scott  O.  Paschal,  MD 
L.  T.  Johnson,  MD 
Kenneth  Driggs,  MD 
James  L.  Ough,  MD 


2001  N Mac  Arthur,  Irving,  Texas  75061  214  254-8000 

Mark  S.  Greenberg,  MD  Robert  E.  Bayless,  MD 

Charles  E.  Cook,  MD 


San  Antonio:  5101  Medical  Drive,  San  Antonio,  Texas  78229  800/451-1350 
51 2/691  -01 00-Admissions  Coordinator 


Alex  C.  Willingham,  MD,  Medical  Director 
William  F.  Blackerby,  PhD.  Director  of  Brain  Systems 
Rick  Marek,  Administrator 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 


Comprehensive  care  hospital  specializing  in  rehabilitation  care  for  persons  dis- 
abled by  injury  or  disease.  Inpatient  and  outpatient  services. 


Spinal  Cord  Injury 
Brain  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 
Restorative  Surgery 
Scoliosis 
Spina  Bifida 
Neuromuscular 


Accredited  by:  Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator:  713  797-5922  or  1 -800-44REHAB 


Plastic  Surgery 

HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  Steven  M.  Hamilton,  MD 

David  J.  Katrana,  DDS,  MD,  FACS 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030:  713  795-5575 
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PLASTIC  SURGERY  CENTER  OF  THE  SOUTHWEST 

Charles  A.  Wallace,  MD 

Plastic  and  Reconstructive  Surgery  Including: 

Burn  Care  Microsurgery  and  Replantation 

Birth  Defects  Complex  Reconstruction  (Breast  and  Facial) 

Presbyterian  Medical  Offices  North 
17110  Dallas  North  Parkway,  Suite  1 00 

Dallas.  Texas  75248  214  380*7090  1 -800-299-9299 


Psychiatry 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  1 20 
Dallas,  Texas  75237;  214  296-6241 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  ABPN:  Psychiatry 
Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II.  Suite  404 

8220  Walnut  Hill  Lane.  Dallas,  Texas  75231 ; 214  696-0964 


DAY  TREATMENT  CENTER  OF  DALLAS 

Gonzalo  A.  Aiilon,  MD 
Medical  Director 

AN  ALTERNATIVE  TO  PSYCHIATRIC  HOSPITALIZATION 
1326  Stemmons  Avenue,  Dallas,  Texas  75208;  (214)  943-1878 


Radiation  Oncology 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FACS* 

ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 
Diplomates  American  Board  of  Surgery  and  Board 
of  Thoracic  Surgery 

• Also  certificate  of  special  qualification  in  general  vascular  surgery,  American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 

North  Hills  Professional  Building  Suite  303 

4351  Booth  Calloway  Road,  North  Richland  Hills,  Texas  76180 


RICHARD  E.  WOOD,  MD 
THOMAS  R MEYERS,  MD 
EDWARD  A.  BENDER.  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 


Urology 

C.F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endouroloqy,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL. 

1101  North  19th.  Suite  114,  Abilene.  Texas  79601 
915  673-5726 

DIRECTORY  RATES  & DATA;  Space  is  available  to  TMA  mem- 
bers at  $80  per  column  inch  per  month  and  listings  must  run 
for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for 
six  months’  advance  payment.  New  listings,  changes,  or  can- 
cellations should  be  sent  to  Mark  Bizzell,  TEXAS  MEDICINE, 
401  West  15th,  Austin,  Texas  78701 . Deadline  is  the  1st  of  the 
month  preceding  publication  month. 


Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  Si. 

Dallas,  Texas  75204;  214  823-4151 
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or  other  unincorporated  firm,  its  name  and  address,  as  well  as  that  of  each  individual  must  be  given.  If  the  publicaiion  is  published  by  a nonprofit  organization,  its 
tuime  und  address  must  be  staled.)  (hem  must  be  completed.) 


Full  Name 

Complete  Mailing  Address 

Texas  Medical  Association 

401  West  15th  Street.  Aii.stin,  TX  78701-1680 

8 Known  Bondholders,  Mortgagees,  and  Other  Security  Holders  Owning  or  Holding  1 Percent  or  More  of  Total  Amount  of  Bonds.  Mortgages  or  Other 
Securities  Hf  iherr  are  none,  so  state) 


Full  Name 

Complete  Mailing  Address 

None 

9.  Por  Completion  by  Nonprofit  Organizations  Authorized  To  Mail  at  Special  Rates  (DMM  Section  424.12  only) 

The  purpose,  function,  and  nonprofit  status  of  this  organization  and  the  exempt  status  for  Federal  income  tax  purposes  (Check  one) 


0 


Has  Not  Changed  During 
Preceding  1 2 Months 


□ 


(21 

Has  Changed  During 
Preceding  12  Months 


(//  changed,  publisher  must  submit  explanation  of 
change  with  this  statement.) 


Extent  and  Nature  of  Circulation 
(See  instructions  on  reverse  side) 


Average  No.  Copies  Each  Issue  During 
Preceding  12  Months 


Actual  No.  Copies  of  Single  Issue 
Published  Nearest  to  Filing  Date! 


A Total  No  Copies  (Net  Press  Run) 


29,053 


29,397 


8 Paid  and/or  Requested  Circulation 

1 Sales  through  dealers  and  earners,  street  vendors  and  counter  sales 


0 


0 


2 Mail  Subscription 
(Paid  and/or  requested) 


22,697 


24,460 


C Total  Paid  and/or  Requested  Circulation 
(Sum  of  I OB  I and  I0B2) 


22,697 


24,460 


D Free  Distribution  by  Mail,  Carrier  or  Other  Means 
Samples.  Complimentary,  and  Other  Free  Copies 


5,802 


4.137 


£ Total  Distribution  fSw/n  of  C and  D) 


28,499 


28.597 


F.  Copies  Not  Distributed 

1 Office  use.  left  over,  unaccounted,  spoiled  after  printing 


554 


800 


2 Return  from  News  Agents 


0 


G TOTAL  (Sum  of  E.  FI  and  2—should  equal  net  press  run  shown  in  A) 


29,053 


29,397 


I certify  that  the  statements  made  by 
me  above  are  correct  and  complete 


(See  instructions  on  reverse) 
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A salesman’s  primary  concern  is  to  sell.  That’s  precisely 
why  we  don’t  employ  any.  Our  general  agents  make  no 
commission,  and  work  exclusively  for  us.  So  they  spend 
less  time  selling,  and  more  time  advising,  informing 


and  preventing  problems  for  their  clients.  Their  success 
isn’t  measured  by  how  well  they  sell.  But  by  how  well 
they  serve.  For  a different  approach  to  professional 
liability,  call  your  Medical  Protective  general  agent  today. 


NO  DOOBl 


Dallas 

Suite  570,  Allied  Lakewood  Bank  Center 
6301  Gaston  Avenue 
Dallas,  Texas  75214-3947 
(214)  821-4640 


Houston 

Suite  346 
950  Echo  Lane 
Houston,  Texas  77024 
(713)  465-4445 


San  Antonio 

Suite  224 
14800  San  Pedro 
San  Antonio,  Texas  78232 
(512)490-1081 


Lubbock 

Suite  1 

7212  Joliet  Avenue 
Lubbock,  Texas  79423 
(806)  796-7208 


Classified 

Advertising 


Opportunities  Available 

Academics 


Physician  with  Texas  iicense  needed  to  practice 
general  medicine  at  Student  Health  Center.  Forty-hour 
week,  Monday-Friday.  Minimal  call  duty.  Fringe  benefits. 
Contact  Sheila  Meyer,  Director,  University  of  North  Texas 
Health  Center,  PC  Box  5158,  Denton,  TX  76203,  817 
565-2786.  Equal  Opportunity/Affirmative  Action  Employer. 

El  Paso,  TX  — Director  of  Student  Health  Center  for 
the  University  of  Texas  at  El  Paso.  Responsible  for  medi- 
cal care  of  students,  administrative  duties  and  supervi- 
sion of  staff.  Background  in  primary  care  specialty 
desired.  Excellent  salary  and  benefits.  Contact  Personnel 
Department,  Administration  Bldg.  #216,  El  Paso,  TX 
79968-0535.  915  747-5202. 

Anesthesiology 


Excellent  opportunity  for  recent  graduate.  Group 
practice  seeking  a 4th  BC/BE  anesthesiologist  with 
broad  experience  in  regional  anesthesia.  Obstetric 
epidurals  essential.  May  lead  to  partnership  after  2 years. 
Reply  to  AD  Box  792,  TMA  Advertising,  401  West  15th, 
Austin,  TX  78701 . 

Cardiology 


Cardiologist  — Invasive/Non-Invasive  BC/BE  to  join 
two  BC  cardiologists  located  in  southwest  Houston. 
Good  salary,  fringe  benefits,  partnership  after  two  years. 
Send  CV  to  P.  McKenzie,  7737  Southwest  Fiwy.,  Suite 
900  Houston,  TX  77074. 

Abilene  — A busy,  well-established  five-physician  car- 
diology group  here  is  now  seeking  a non-invasive  and/or 
invasive  cardiologist.  Four  of  the  members  do  PTCA. 
THeir  offices  are  near  our  new  replacement  hospital  with 
state-of-the-art  equipment.  Send  CV  to:  Manager,  Pro- 
fessional Relations,  Humana  Inc.,  Dept.  1 1-1 1G,  PO  Box 
1438,  Louisville,  KY  40201-1438.  Or  call  TOLL-FREE  1- 
800-626-1590. 

Dermatology 


Houston  — 60  physician  Internal  Medicine  group  has  a 
Dermatology  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hall,  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  TX  77030. 

Part-Time  Dermatology  Associate  — Two  office 
practice  in  Northwest  Houston  area.  Call  713-351-9823 
or  send  CV  to:  Doctor,  425  Holderrieth,  Suite  201, 
Tomball,  Texas  77375. 

Emergency  Medicine 


Dallas-Ft.  Worth 

Excellent  Emergency  Medicine  group 
committed  to  quality  patient  care  as  well  as 
individual  growth  and  professional  fulfillment 
desires  emergency  physicians  for  CAREER 
opportunities.  Formore  information,  please 
call  or  submit  CV  in  confidence  to: 

Jerry  Weissman,  Metroplex  Emergency 
Physicians,  841 1 Preston  Road,  Suite 695, 
LB  34,  Dallas,  Texas  7523 1,214  373- 1115, 


Needed:  Emergency  physicians  — North  Central 
Texas  area,  full  and  part-time.  For  an  application  call 
817-336-8600  or  write  Emergency  Medicine  Consul- 
tants, PA;  1525  Merrimac  Circle,  Suite  107,  Fort  Worth, 
TX76107. 


Texas 
Medicus 
P.A. 

Medicus  is  a group  of  career  emergency 
and  primary  care  specialists  who  combine 
high  standards  in  physician  staffing  with 
expertise  in  emergency  department  and 
primary  care  management.  We  offer 
outstanding  directorship  and  staff 
opportunities  for  qualified  physicians 
with  lucrative  compensation,  incentives 
and  paid  malpractice.  We  currently  staff 
over  25  facilities  in  ideal  locations 
throughout  Texas  & Louisiana. 

Call  our  recruiting  department  today  or 
send  your  C.V.  for  career  opportunities  in; 
Dallas,  Ft.  Worth,  East  Texas,  Houston 
area.  Hill  Country,  North  Texas. 

Texas  Medicus  P.A. 

PO  Box  742045 
Dallas,  Texas  75374-2045 
(800)  486-3763  (800)  755-3763 


San  Angelo  — Outstanding  opportunity  in  minor 
emergency/family  practice  clinics.  Guaranteed  $100,000 
for  4-day  week,  13  hr.  days,  50  weeks/year.  Profit  shar- 
ing above  guarantee.  Contact  Wayne  Williams,  MD,  915- 
942-861 1 , Shamrock  Clinics,  4208  College  Hills,  San 
Angelo,  TX  76904. 


EMERGENCY  CARE 

Emergency  Physician  Practice  Opportunities 
Available  In  The  Following  Areas: 

• Houston.  Texas  • East  Texas 

• Baytown,  Texas  • Arkansas 

• Pasadena.  Texas  * Other  Opportunities  Available 

Medical  Netw-orks  has  excellent  career  and  part-time 
practice  opportunities  available  for  physicians  experi- 
enced in  emergency  medicine.  In  addition  to  paid 
S 1 M/S3M  professional  liability  insurance,  our  attractive 
compensation  packages  range  up  to  S250,000  plus 
annually,  Hourly  rate-vs.-percentage  arrangements  avail- 
able in  some  locations. 

See  our  classified  ads  in  this  issue  for  more  details,  or 
contact: 

Physician  Resources  Department 
Medical  Networks,  Inc, 

P.O.  Box  4448 
Houston,  Texas  77210-4448 


(713)  446-9696 


(800)  231* *0223 


Texas  — Country  living  conveniently  located  to  metro- 
plex. Two  Emergency  Medicine  opportunities  available. 
One  is  a Directorship  position  at  a 7,000  volume  facility 
with  $100,000  earning  potential,  plus  benefits.  The  other 
is  located  in  the  San  Antonio  area.  YOu  can  enjoy  a six 
figure  income  with  lucrative  fee-for-service  arrangement 
at  this  12,000  volume  facility.  For  details  call  1 -800-745- 


Emfiaie 


EmCare,  a progressive  physician  oriented  group  commit- 
ted to  excellence  in  emergency  medicine,  has  academic 
faculty,  directorship  and  staff  positions  available  for  well 
qualified  career  oriented  emergency  physicians.  Practice 
opportunities  include: 


Orlando,  FL 
St.  Cloud,  FL 
SI.  Petersburg,  FL 
Albany,  GA 
New  Orleans,  LA 
Tupelo,  MS 
Las  Cruces.  NM 
Ithaca,  NY 


Rome,  NY 
Amarillo.  TX 
Athens,  TX 
Austin,  TX 
Dallas/Ft.  Worth,  TX 
Harlingen,  TX 
Tyler,  TX 
Waco,  TX 


Houston/Galveston,  TX 


EmCare  combines  the  flexibility  of  independent  contractor 
status,  competitive  guarantees  vs.  fee-for-service  remun- 
eration, providing  compensation  packages  of  $125,000  to 
$250,000  +.  Professional  liability  insurance  obtained,  with  the 
opportunity  to  establish  a secure  emergency  medicine 
practice.  Excellent  health,  life  and  disability  package  available 
to  independent  contractors. 


For  details  on  EmCare  opportunities,  contact: 
Professional  Services/EmCare 
1717  Mam  Street,  Suite  5200  • Dallas,  Texas  75201 
(214)  761-9200  • (800)  527-2145 


5402  or  send  CV  to  Lourdes  Kvalem,  Coastal  Emer- 
gency Services  of  Delias,  3010  LBJ  Freeway,  Suite 
1010,  Dalias,  TX  75234. 

Texas,  Conroe  — Excellent  opportunity  for  Board  Cer- 
tified Emergency  Medicine  or  Primary  Care  physicians. 
Annuai  patient  volume  of  33,000.  Average  anticipated 
fee-for-service  remuneration  is  $85  per  hour  for  qualified 
physicians.  For  more  information,  send  your  CV  to  Patty 
Biilingsley,  Coastal  Emergency  Service  of  Dallas,  Inc., 
3010  LBJ  Freeway,  Lock  Box  43,  Dept.  SN,  Dallas  ,TX 
75234-2709  or  call  1-800-745-5402. 

Dalias  area  — Medical  Director  and  staff  positions 
available  for  Emergency  Physicians  who  are  BC/BE  in  a 
primary  care  speciaity  or  have  equivaient  emergency 
medicine  experience.  This  Level  II  facility  has  an  annual 
volume  of  approximately  14,000,  and  compensation 
begins  at  $ 100,000/year.  For  more  information  on  this  or 
other  opportunities  in  Texas,  contact  Sterling  Healthcare, 
Inc.  1-800-999-3728,  or  send  CV  to  8700  Crownhill, 
Suite  600,  San  Antonio,  TX  78209. 

Outstanding  Emergency  Medicine  Opportunities 

— Sterling  Healthcare,  Inc.,  a progressive  physician- 
oriented  group  committed  to  the  highest  standards  in 
emergency  medicine,  has  outstanding  opportunities  for 
quaiified  physicians.  Present  opportunities  are  in  Level  II 
facilities  with  annuai  patient  volumes  from  1 1 ,000  to 
26,000.  Compensation  packages  include  paid  $1M/3M 
professional  liability  insurance,  plus  physicians  receive 
the  added  benefit  of  working  in  a flexible  environment  as 
independent  contractors.  To  obtain  more  information 
contact  Sterling  Healthcare,  Inc.,  8700  Crownhill,  Suite 
600,  San  Antonio,  TX  78209,  or  call  1 -800-999-3728. 

Abilene,  Staff  Emergency  Physician  needed  to 
provide  quality  medical  care  without  the  burden  of  over- 
head or  on-call.  This  160  bed  community  hospital  is  the 
cardiac  center  for  the  area.  Excellent  ancillary  support. 
Family  oriented  community.  Excellent  range  of  housing 
options  with  3 colleges/universities.  Fee-for-service  com- 
pensation with  minimum  guarantee.  CME  assistance,  lia- 
bility insurance,  distribution  & flexible  scheduling  - YOUR 
TIME  OFF  IS  YOUR  TIME  OFF!  Benefits  package  avail- 
able. Send  your  CV  in  confidence  to  /Mi  Walters,  Fischer 
Mangold,  PO  Box  788,  Pleasanton,  CA  94566  or  call 
800  227-2092. 
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Amarillo  — No  Nights!  No  overhead!  For  the  right 
BC/BP  FP  physician.  This  Leve!  I!!  emergency  depart- 
ment is  located  within  a modern  280-bed  acute  care 
hospital.  The  community  of  163,000  has  superb  ciimate 
and  is  the  commercial,  cultural  & recreational  center  for 
the  area.  Outstanding  range  of  affordable  housing 
options.  Minimum  guarantee  with  fee-tor-service  incen- 
tive. CME  assistance,  liability  insurance,  flexible  schedul- 
ing, distribution  & benefits  package  available.  Send  your 
CV  in  confidence  to  Ali  Walters,  Fischer  Mangold,  PO 
Box  788,  Pleasanton,  CA  94566.  or  call  800  227-2092. 

Family  Practice 


We're  offering  physicians  the  opportunity  to 
practice  medicine.. .without  administrative 
headaches  that  go  along  with  it. 

□ Competitive  guaranteed  income  with 
fee-for-service  potential 

J Professional  liability  available 

□ On-site  administrative/billing  personnel 
provided 

□ Excellent  health,  life  and  disability 
insurance  options  for  full-time  independent 
contractors 

For  additional  information  on  opportunities, 
specialties  and  nationwide  locations,  contact: 

Ryan  Tedrow  Glenn  Farmer 

Physician  Recruiter  Chief  Operating  Officer 

(800)  527-2145 
(214)  761-9200 


GOVERNMENT  SERVICES,  INC 
1717  Main  St.*  Suite  5200  ♦ Dallas,  TX 


Practice  in  the  mountains  of  Texas.  Small  college 
town.  One  or  two  physicians.  Lease  or  purchase  busy 
practice.  Good  income  potential.  817  927-1201  work  or 
817  236-4224  home. 


“TEMPORARIES” 

we  are  not. 


INTERIM 


NETWORK 


LOCUM  TENENS  STAEEING 
SINCE  1982 

• 

1-800-531-1122 


Austin,  Texas  — Physlcian(s)  needed  for  full  time,  part 
time,  weekdays,  weekends  to  staff  a free  standing  urgent 
care  center.  Remuneration  commensurate  with  experi- 
ence. Send  CV  and  application  to  Austin  Medicenter,  c/o 
Sheila  Twyman.  Medical  Administrator,  6343  Cameron 
Rd..  Austin,  TK  78723  or  call  512-467-2052 

Physician  needed  for  Saturday  family  practice  cov- 
erage in  Texas  cities,  some  weekdays  available.  Up  to 
$350  tor  4-7  hours  coverage.  Contact:  Physician 
Recruitment,  6208  Montgomery  NE  Suite  D,  Alber- 
querque.  NM  87109. 

Famiiy  Practice  — BE/BC  family  physician  needed  to 
join  with  4 other  family  practitioners  in  a thriving  practice 
in  Beaumont,  Texas.  Modern,  full  service  clinic  offers  a 
guaranteed  salary  plus  percentage  of  production  and 
benefits.  Send  CV  to  Nancy  Bloomfield,  4010  College, 
Suite  200,  Beaumont,  TX  77707. 

Famiiy  Physician  needed  for  a growing  community. 
Referral  area  of  15,000.  Shared  call  in  a financially 
sound,  22-bed  hospital.  Quiet  community,  recreational 
area,  good  schools  and  a competitive  guarantee.  Con- 
tact Administrator,  PO  Box  471 , Trinity,  TX  75862.  Phone 
409  594-3541 . 

FP  Doctor  Needed  Immediately  for  Austin  suburb, 
growing  community,  invigorating  life-style.  For  further 
information,  contact  Jerry  Lewis,  The  Lewis  Group  1- 
800-666-1377. 

Family  Practitioner  wanted  for  very  positive  and 
growing  group  practice.  New  Cline  facilities  adjacent  to 
hospital.  Major  specialties  available  tor  referrals.  Great 
family  living,  community  of  1 5,000,  beautiful  homes  and 
security  in  which  to  raise  a family.  Contact  Administrator, 
MH-EC,  303  Sandy  Corner  Road,  El  Campo,  Texas 
77437,  1-409-543-6251. 

Internal  Medicine 


Gold  Mine  for  Internist  — Wanted,  aggressive  and 
energetic  physician,  BE/BC  to  do  consultations  for  a group 
of  family  physicians.  Must  be  able  to  do  procedures.  Very 
competitive  fee  for  service  income  available,  including  ben- 
efits. Salary  is  based  on  percentage  of  collections  with  a 
base  salary  guarantee.  Send  CV  to  Nancy  Bloomfield, 
4010  College  St.,  Suite  200,  Beaumont,  TX  77707. 

Progressive  internist  needed  — Central  Austin, 
Texas.  Fully-staffed  and  furnished  attractive  office  space. 
Affability,  flexibility,  and  personality  a must.  Unbeatable 
deal,  very  flexible,  Anita  Bradley,  Office  Manager,  512 
477-3282. 

Houston  — 60  Physician  Internal  Medicine  group  has 
an  Internal  Medicine  position  available.  For  further  infor- 
mation, send  CV  to:  Robert  B,  Flail,  Administrator,  Diag- 
nostic Clinic  of  Houston,  6448  Fannin,  Houston,  Texas 
77030. 

Internal  Medicine,  Colorado  — Internist  with  or 
without  subspecialty,  busy  practice  45  minutes  north  of 
Denver  in  community  of  50,000.  Base  salary  plus  per- 
centage. CV  to  Peter  Holt,  MD,  1319  Frontier  St.,  Long- 
mont, Colorado,  80501 . 

Internal  Medicine,  Southeast  TX.  Join  busy  prac- 
tice with  built  in  referrals.  $120,000  income  guarantee 
plus  production  bonus.  For  details,  contact  Practice 
Dynamics,  11222  Richmond,  Suite  125,  Houston,  TX 
77082:800  933-0911  or  713  531 -091 1 . 

Locum  Tenens 


Locums  — FP/GP  — Texas  License,  available  after 
December  15,  1991 . 713  963-7487. 

Neonatology 


Neonatoiogy  — Houston.  Join  two  physician  group 
covering  Level  II  and  Level  III  nurseries.  Salary  commensu- 


rate with  experience.  Partnership  after  1 year.  For  details, 
contact  Practice  Dynamics,  11222  Richmond,  #125, 
Houston,  TX  77082;  800-933-091 1 or  713  531  -091 1 . 

Neurology 

Houston  — 60  Physician  Internal  Medicine  group  has  a 
Neurology  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hall,  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  TX  77030. 

OB/GYN 


OB/GYN  FACULTY  POSITION  AVAILABLE 

SOUTH  TEXAS  FAMILY  PRACTICE 
RESIDENCY  PROGRAM,  McALLEN, 
TEXAS  is  seeking  a board  certified  OB/ 
GYN  physician  to  replace  a retired  OB/GYN 
faculty.  Responsibilities  include  teaching, 
personal  practice,  and  supervision  of  family 
practice  residents  and  medical  students 
both  in-patient  and  out-patient  settings. 

This  residency  does  high  risk  and  major 
surgical  obstetrics. 

Community  based  program  affiliated  with 
the,Vriiversity  of  Texas  Health  Science 
Center  in  San  Antonio.,  Full  appointment  - 
Department  of  Family  Practice.  Attractive 
salary  and  benefit  package.  Send  CV  and 
inquiry  to: 

Juan  Jose  Trevino,  MD,  Director 
South  Texas  Family  Residency  Program 
205  E.  Toronto 
McAllen,  Texas  78503 
Women  and  minorities  encouraged  to  apply. 


Expanding  15-Physician  multi-specialty  group  has 
excellent  opportunity  for  an  OB/GYN  physician  in  friendly 
West  Texas.  Community  of  25,000.  Adjacent  to  a 153- 
bed  modern  hospital.  Excellent  guaranteed  salary  with 
no  first  year  expenses  in  addition  to  benefits.  Moving 
allowance  also  available.  Direct  inquiries  or  send  CV  to 
Linda  Baker,  Malone  & Hogan  Clinic,  1501  W.  11th 
Place,  Big  Spring,  Texas  79720.  915  267-6361 . 


SOUTH 

TEXAS 

Obstetrician/Gynecologist,  board 
eligible  or  certified,  to  join  an  incor- 
porated practice  of  2 board  certified 
Ob/Gyns.  Subtropical  Gulf  Coast 
area  with  excellent  water  sports, 
hunting  and  fishing  all  year  round. 
Gender  no  barrier.  Excellent  salary, 
full  range  of  benefits.  Send  CV  to 
Ad  Box  785/Advertising,  401  West 
15th,  Austin,  TX  78701. 


Expanding  15-physician  multi-specialty  group  has 
excellent  opportunity  for  an  OB/GYN  physician  in  friendly 
West  Texas  community  of  25,000.  Adjacent  to  a 1 53- 
bed  modern  hospital.  Excellent  guaranteed  salary  with 
no  first  year  expenses  in  addition  to  benefits.  Moving 
allowances  also  available.  Direct  inquiries  or  send  CV  to 
Gail  Knous,  Malone  and  Hogan  Clinic,  1501  W.  11th 
Place,  Big  Spring,  Texas  79720  (91 5)  267-6361 . 
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McKenna  Memorial  Hospital 

OB/GYN  to  practice  in  a community  that  of- 
fers small  town  charm  and  a progressive 
high-tech  hospital.  Deep  in  the  heart  of  the 
beautiful  Texas  Hill  country,  New  Braunfels 
is  located  30  miles  from  San  Antonio  and  50 
miles  from  Austin.  The  combination  of  the 
beautiful  hill  country  and  the  close  proximity 
to  two  large  metropolitan  areas  offers  unlim- 
ited opportunities  for  splendid  life  style.  The 
candidate  can  expect  a supportive/progres- 
sive Medical  Staff,  advanced  high-tech 
equipment  and  outstanding  Nursing  and  An- 
cillary staff.  Contact  Mr.  Marion  P.  “Johnny” 
Johnson,  Administrator,  or  send  your  CV  to: 

McKenna  Memorial  Hospital 
143  East  Garza  Street 
New  Braunfels,  Texas  78130 
1-512-625-9111  ext.  190. 


Occupational  Medicine 


Occupational  Medicine  — Join  multispecialty  clinic  in 
Houston  growing  occupational  medicine  department. 
For  details  contact  Practice  Dynamics,  11222  Rich- 
mond, Suite  125,  Houston,  TX  77082;  800-933-0911  or 
713  531-0911. 

Occupational  Medicine  — Office  seeking  qualified 
doctor  to  substitute  during  physicians  absence.  Call  1 - 
800-782-7653  ext.  234,  ask  for  Edie. 

Oncology 


Houston  — 60  Physician  Internal  Medicine  group  has 
an  Oncology  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hall,  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  TX  77030. 

Orthopedic 


Orthopedic  Surgeon  to  join  group  with  6 orthopods. 
Established  practice  in  north  Houston  suburbs,  excellent 
opportunity  with  salary  plus  incentive  leading  to  partner- 
ship in  one  year,  bonuses  and  paid  benefit  package. 
Send  resume  to:  Doctors,  9816  Memorial  Blvd,  Ste  102, 
Humble  TX  77338. 

College  Station,  Texas  — Orthopedic  Surgeon  — 

A well-respected  three  physician  group  in  this  university 
community  is  now  seeking  their  fourth  member.  Fellow- 
ship training  welcome,  but  not  required.  Two  members 
are  trained  in  Adult  Reconstruction  and  Total  Joints. 
Send  CV  to:  Gordon  Crawford,  Professional  Relations, 
Humana  Inc.,  Dept.  11-1 1C,  PO  Box  1438,  Louisville.  KY 
40201  -1 438.  Or  call  Toll  Free  1 -800-626-1590. 

Houston  — A well-established  and  boarded  Orthopedic 
group  on  staff  at  our  469-bed  hospital  in  the  Clear  lake 
area  near  the  NASA  Space  Center,  is  now  seeking 
another  member.  Send  CV  to:  Gordon  Crawford,  Profes- 
sional Relations,  Humana  Inc.,  Dept.  11-11  A,  PO  Box 
1438.  Louisville,  KY  40201-1438.  Or  call  TOLL-FREE  1- 
800-626-1590. 

Orthopedic  Surgeon,  immediately  busy  practice 
near  Houston,  TX.  Population  base  of  86,000,  75 
miles  southwest  of  Houston,  TX  . Has  proven  need  for 
an  Orthopedic  Surgeon.  Expected  1st  year  income  in 
excess  of  $300,000.  Hospital  sponsored  position  with 
complete  support  of  medical  staff.  Excellent  hunting  and 


fishing.  For  details  contact  Practice  Dynamics,  11222 
Richmond,  Suite  125,  Houston,  TX  77082:  800-933- 
0911  or  713  531 -0911. 

Pediatric 


Fall  opening  for  BE/BC  pediatrician  in  thriving  group 
in  Corpus  Christi.  Take  over  busy,  very  lucrative  practice 
for  doctor  who  is  relocating  out  of  state.  Call  or  send  CV 
to:  Jeffrey  Hull,  MD,  3435  S.  Alameda,  Corpus  Christi, 
TX  78411. 512  853-7311, 


ABILENE 

PEDIATRICIAN 

A Pediatrician  is  needed  to  establish  practice 
in  a medical  complex  next  to  our  i60-bed 
hospital  in  the  high-growth  section  of  Abilene. 
This  is  an  opportunity  to  establish  a thriving 
practice  with  an  attractive  support  package 
from  our  hospital.  For  more  information  send 
your  CV  to:  Gordon  Crawford,  Manager,  Pro- 
fessional Relations,  Humana,  Dept.  ll-ttF,  RO. 
Box  1438,  Louisville,  KY  40201-1438.  Or  call 
TOLL-FREE  1-800-626-1590. 

4lumana* 


Pediatrics  — Bay  City,  TX  is  recruiting  to  sponsor  a 
third  pediatrician  in  town.  Competitive  income  guarantee 
and  relocation  package.  Stable  economy,  casual 
lifestyle.  For  details  contact  Practice  Dynamics,  1 1 222 
Richmond.  #125,  Houston,  TX  77082;  800-933-091 1 

Physiatrist 


College  Station,  Texas  - In  August  1990  the  community's 
first  Physiatrist  established  practice  here  and  he  is  already 
overwhelmed.  Another  Physiatrist  is  now  needed  to  asso- 
ciate. Our  hospital  here  established  a Physical  Medicine  & 
Rehabilitation  Institute,  with  water  therapy,  this  summer. 
Send  CV  to:  Gordon  Crawford,  Professional  Relations, 
Humana  Inc.,  Dept.  11-1  IB,  PO  Box  1438,  Louisville,  KY 
40201-1438,  Or  call  Toll  Free  1-800-626-1590. 

Pulmonary 


Houston  — 60  Physician  Internal  Medicine  group  has  a 
Pulmonary  Disease  position  available.  For  further  infor- 
mation, send  CV  to:  Robert  B.  Hall,  Administrator,  Diag- 
nostic Clinic  of  Houston,  6448  Fannin,  Houston,  TX 
77030. 

Radiology 


Radiology  — Immediate  opening  for  BE/BC  Radiologist 
in  Dallas  area  outpatient  practice.  All  modalities,  mostly 
neuroradiology.  Send  CV  to  RHYMED  Imaging,  9603 
White  Rock  Trail  #100,  Dallas,  TX  75238. 

Expanding  15-Physician  multi-specialty  group  has 
excellent  opportunity  tor  a radiologist  in  friendly  West 
Texas  community  of  25,000.  Adjacent  to  a 153-bed 
modern  hospital.  Excellent  guaranteed  salary  with  no 
first  year  expenses  in  addition  to  benefits.  Moving 
allowance  also  available.  Direct  inquiries  or  send  CV  to 
Linda  Baker,  Malone  & Hogan  Clinic,  1501  W 11th 
Place,  Big  Spring,  TX  79720,  915  267-6361. 

Houston  — 60  Physician  Internal  Medicine  group  has  a 
Diagnostic  Radiologist  position  available.  For  further  infor- 
mation, send  CV  to:  Robert  B.  Hall,  Administrator,  Diag- 
nostic Clinic  of  Houston,  6488  Fannin,  Houston,  TX  77030. 

Radiologist,  lyier,  Texas  — The  University  of  Texas 
Health  Center  at  Tyler,  Texas  invites  applications  for  a 
clinical  faculty  position  in  the  Department  of  Radiology. 


TEXAS  MEDICINE 


Some  teaching,  but  publishing  or  research  not  required. 
A progressive  four-person  department  practices  general 
radiology  (including  interventional,  MRI,  and  SPECT)  and 
performs  approximately  27,000  exams  per  year.  New 
equipment,  flexible  work  hours,  very  light  call,  no  week- 
end schedule.  Year-round  tennis,  golf,  and  boating  are 
available  in  addition  to  excellent  schools.  Competitive 
first-year  salary  and  an  unsurpassed  benefits  package 
are  offered.  Send  CV  to  J.  R.  Shepherd,  MD,  University 
of  Texas  Health  Center  at  Tyler,  PO  Box  2003,  Tyler,  TX 
75710,  or  call  at  903  877-7100.  The  University  of  Texas 
Health  Center  at  Tyler  is  an  affirmative  action,  equal 
opportunity  employer.  Minorities  are  encouraged  to 
apply. 

General  Radiologist  — needed  for  85  bed  acute  care 
JCAHO  accredited  hospital.  Active  and  well  equipped 
department  with  14,000  plus  procedures  per  year, 
includes  CT  scan,  sonography,  and  nuclear  medicine. 
Solo-practice,  but  possibility,  if  desired,  of  associating 
with  large  radiology  group  in  nearby  city  currently  provid- 
ing coverage.  Demonstrated  potential  for  outstanding 
income.  Recruitment  package  available.  All-America  city 
of  Sweetwater,  Texas.  Excellent  schools,  low  cost  of  liv- 
ing, friendly  environment  with  low  crime.  Contact  Tom 
Kennedy,  Hospital  Administrator,  915  235-1701. 

Houston  Radiologist  — looking  for  associate.  Flexible 
work  schedule.  25-30  hours  weekly.  Hospital  based 
practice,  no  buy  in  for  partnership.  For  further  informa- 
tion, contact  Jerry  Lewis,  1 -800-666-1377. 

Rheumatology 


Houston  — 60  Physician  Internal  Medicine  group  has  a 
Rheumatology  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hall,  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  TX  77030. 

College  Station  — A Rheumatologist  is  needed  in  this 
university  community  where  our  hospital  has  established  a 
Physical  Medicine  and  Rehabilitation  Institute  which 
includes  water  therapy.  The  successful  candidate  will  be 
welcomed  by  a newly-established  Physiatrist  and  our 
Orthopedic  Surgeons,  as  many  patients  are  now  referred 
out  of  the  community.  Excellent  financial  assistance.  Send 
your  CV  to;  Gordon  Crawford,  Professional  Relations, 
Humana,  Inc.,  PO  Box  1438,  Dept,  11-1  ID,  Louisville,  KY 
40201-1438.  Or  call  Toll-Free  1 -800-626-1590. 

Urology 


College  Station  — Urologist  needed  to  join  a two-per- 
son group  offering  salary  with  incentives  and  future  buy- 
in,  or  go  solo  with  income  guarantee.  Send  CV  to  : Gor- 
don Crawford,  Professional  Relations,  Humana  Inc., 
Dept.  11-1  IE,  PO  Box  1438,  Louisville,  KY  40201-1438. 
Or  call  TOLL-FREE  1 -800-626-1 590. 

Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 

On  all  specialties) 

Texas  & Sunbelt  States 
Coin -800-284-4660 

Houston:  785-3722  Reuben 

orsendCV:  11140Wes1heimer  B r o n s t e i n 

Suite  144  

Houston,  TX  77042  &.  Associates 


Position  Available  — Seeking  BC/BE  Family  Practice, 
General  Internist,  Endocrinologist,  OB/GYN  to  join  estab- 
lished multi-specialty  clinic.  Excellent  benefits  and  guar- 
antee. Send  CV  to  Leroy  W.  Kitch,  Administrator,  Skinner 
Clinic,  124  Dallas  St.,  San  Antonio,  TX  78205. 

Houston  — 60  Physician  Internal  Medicine  group  has  a 
Gl  position  available.  For  further  information,  send  CV  to: 
Robert  B.  Hall,  Administrator,  Diagnostic  Clinic  of  Hous- 
ton, 6448  Fannin,  Houston,  Texas  77030. 

continued  on  p 100 

VOLUME  87  NO.  11 


98 


NOVEMBER  1991 


Medical  Practice 

■ Appraisal 

■ Brokerage 

■ Establishment 

■ Management 
Consulting 


Physician 
Resource 
Network 


Endorsed  by  the  Texas  Medical  Association 


CARDIOLOGY 


NORTHEAST  TEXAS 

Cardiology  group  seeks  BE/BC  Invasive  car- 
diologist for  associate  practice  in  NE  Texas  com- 
munity. Referral  area  of  200,000,  Modern 
medical  facilities  in  town  with  more  than  100 
physicians.  Progressive,  family-onented  com- 
munity with  strong,  diversified  economy,  ex- 
cellent schools.  Many  social  and  recreational 
opportunities.  Generous  compensation  and 
trenefits  to  high  caliber  physician 
Contact.  Vicki  Truitt. 


DIAGNOSTIC  RADIOLOGY 


PANHANDLE 

Excellent  private  practice  opportunity  for  BC/ 
BE  radiologist  desirous  of  living  in  a community 
with  excellent  quality  of  life;  great  place  to  rear 
children.  New  hospital  with  state  of  the  art 
diagnostic  equipment,  including  CT.  Well-trained 
medical  community  supportive  of  effort.  Generous 
incentive  package  to  qualified  candidafe. 
Contact:  Jim  Truitt. 


FAMILY  PRACTICE 


DALLAS 

Established  fee-for-service  practice  available 
for  assumption.  Full  scope  of  family  medicine, 
except  OB.  Average  gross  $320K-i-  annually 
Bilingual  (Spanish)  skills  helpful.  Retiring 
physician  will  introduce.  Financing  available  to 
qualified  candidate.  Contact:  Jim  Truitt. 

WEST  TEXAS 

Board  certified  family  physicians  seek  asso- 
ciate for  busy  practice,  OB  preferred.  Friendly 
town,  good  schools.  Within  35  minutes  of 
larger  city.  Very  lucrative  financial  situation 
Attractive  group  practice  Contact:  Jim  Truitt. 

D/FW  METROPLEX 

Recently  trained,  BC  family  physicians,  sought 
for  private,  single  specialty  group  or  solo  (shar- 
ing call)  practice  in  growing,  northern  Met- 
roplex  area.  Modern  hospital  will  sponsor 
qualified  physicians.  Excellent  schools  and 
quality  of  life  in  this  popular  area. 

Contact;  Vicki  Truitt. 

AMARILLO 

Well  established  FP  seeks  associate  for  prac- 
tice in  community  of  1 50,000-1- . No  OB.  356- 
bed  hospital  offering  competitive  incentive 
package.  Excellent  schools,  quality  of  life:  four 
season  climafe.  Ideal  location  for  outdoor 
sports  enthusiast.  Easy  access  to  snow  and 
water  skiing,  boating,  fishing,  and  more. 
Contact:  Jim  Truitt 

WEST  TEXAS 

Lucrative  private  practice  opportunity  for  BE/BC 
family  practitioner  willing  to  do  OB  and  some 
surgery.  Many  outdoor  recreational  activities 
available.  Generous  incentive  package  available 
to  qualified  candidate. 

Contact:  Barry  Strittmatter. 


FORT  WORTH 

Comprehensively  trained,  board  certified  FRs 
needed  for  faculty  staff  positions  of  largest  family 
practice  residency  (on  one  campus)  in  the  coun- 
try. Varied  duties:  regular  hours:  minimal  call 
responsibility:  generous  compensation  and 
benefits  package:  academic  appointment  avail- 
able, Contact:  Vicki  Truitt. 


PANHANDLE 

Texas  community  of  8.000  (service  area  of 
20,000)  seeks  BC  FP  for  solo  practice,  sharing 
call  with  a young  well-trained  BC  FP  New  hos- 
pital, sound  economy:  good  schools.  Excellent 
quality  of  life  Abundant  outdoor  recreational 
opportunities  available.  Generous  incentive 
package  including  income  guarantee,  reloca- 
tion. office  space  and  more. 

Contact  Jim  Truitt. 


FORT  WORTH 

Single  specialty  group  and  solo  practice  op- 
tions available  for  board  certified  family  prac- 
titioner with  well-established  Metroplex  hos- 
pital. Competitive  incentive  package  will  be 
offered  to  qualified  candidates. 

Contact:  Barry  Strittmatter. 


GASTROENTEROLOGY 


NORTHEAST  TEXAS 

Three  busy  gastroenterologists  seek  fourth 
associate  for  group  practice  in  NE  Texas. 
Shared  call,  comprehensive  benefit  package, 
early  partnership.  Modern  office  and  hospitals. 
Attractive  community  with  strong,  diversified 
economy,  excellent  schools.  Many  social  and 
recreational  opportunities. 

Contact:  Vicki  Truitt. 


INTERNAL  MEDICINE 


SOUTH  TEXAS 

Thirty  minutes  from  Padre  Island.  IM  group, 
specializing  in  critical  care,  seeks  fourth  com- 
patible associate.  Great  climate  and  lifestyle. 
Recreational  opportunities  abound.  Excellent 
income  potential.  Contact:  Barry  Strittmatter 


PANHANDLE 

Excellent  private  practice  opportunity  for  BC/ 
BE  physician  in  community  of  8,000  (service 
area  of  20,000).  New  hospital  with  state  of  the 
art  diagnostic  equipment.  Well-trained  medical 
staff  supportive  of  this  effort.  Many  outdoor  rec- 
reational opportunities  available.  Good  school 
system.  Excellent  quality  of  life.  Generous 
incentive  package.  Contact:  Jim  Truitt. 

WEST  TEXAS 

Four  American  trained,  board  certified  inter- 
nists seek  compatible  associate  for  busy 
group  practice  in  Texas  community  of 
1 00,000-1- . Office  adjacent  to  modern  hospital. 
Excellent  call  arrangement,  salary  and  bene- 
fits. Full  associate  status  in  second  year 
Contact:  Jim  Truitt, 


THE  TEXAS  SPECIALISTS 


— Working  in  Texas  for  Texans,  since  1984  — 


NORTHEAST  TEXAS 

Two  Internists  seek  third  associate  for  busy  prac- 
tice in  NE  Texas  community  of  27,000  (referral 
area  of  200,000-r)  Progressive,  tamily-oriented 
community  with  strong,  diversified  economy 
excellent  schools.  Social  and  recreational  oppor- 
tunities abound  Modern  medical  facilities. 
Shared  call;  attractive  incentive  package 
Contact:  Vicki  Truitt 


AMARILLO 

Busy  BC  IM  seeks  associate  for  rapidly  expan- 
ding practice.  Fully  equipped  office  facilities, 
356-bed  hospital  offering  competitive  incentive 
package.  Excellent  schools  and  quality  of  life: 
four  season  climate.  Ideal  location  for  the  out- 
door sports  enthusiast.  Easy  access  to  snow 
and  water  skiing,  boating,  fishing,  etc. 

Contact:  Jim  Truitt. 


NEUROLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  200,000  seeks 
BE/BC  neurologists  for  associate  practice  (or 
solo  sharing  call):  fee  for  service  Modern  medi- 
cal facilities.  1 00+  doctors  in  town.  Progressive, 
family-oriented  community  with  strong,  diver- 
sified economy,  excellent  schools.  Many  social 
and  recreational  opportunities.  Generous  incen- 
tive package  to  qualified  physician. 

Contact  Vicki  Truitt, 

D/FW  METROPLEX 

Neurologist  needed  in  affluent  NE  Tarrant 
County  community.  On  campus  with  modern 
hospital.  Competitive  incentive  package  to 
qualified  candidate.  Excellent  schools  and 
quality  of  life  with  attractive  amenities  of  both 
Dallas  and  Fort  Worth.  Contact:  Vicki  Truitt. 


OBSTETRICS/GYNECOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  200,000  seeks 
BE/BC  OB/GYN  for  private  practice  (to  share 
call  with  three  other  OB/GYNs)  Progressive, 
family-oriented  community  with  strong  diver- 
sified economy,  excellent  shcools.  Many  social 
and  reaeational  opportunities.  Competitive 
incentive  package  to  qualified  physician. 
Contact:  Vicki  Truitt. 

DALLAS 

Spanish-speaking  OB/Gyn  needed  for  asso- 
ciate practice  in  North  Dallas  location.  Modern, 
325-bed  medical  center.  Attractive  location.  For 
additional  details  contact:  Barry  Strittmatter, 


ONCOLOGY 


NORTHEAST  TEXAS 

Oncology  group  seeks  BE/BC  medical 
oncologist  for  associate  practice  in  NE  TX  com- 
munity with  referral  area  of  2(X),000.  Modern 
medical  facilities  in  town  with  more  than  100 
physicians.  New  cancer  center  under  construc- 
tion. Progressive,  family-oriented  community 
with  strong,  diversified  economy,  excellent 
schools.  Many  social  and  recreational  oppor- 
tunities. Generous  compensation  and  benefits  to 
high  caliber  physician.  Contact:  Vicki  Truitt. 


ORTHOPAEDIC  SURGERY 


DALLAS 

Modern,  acute  care  medical  center  (325-beds) 
recently  trained,  board  certified  orthopaedic 
surgeon  to  join  existing  practice  (or  solo  with 
coverage).  Service  area  greater  than  525,000 
Many  social  and  recreational  activities  avail- 
able. Incentive  package  to  qualified  physician. 
Contact:  Barry  Strittmatter. 


OTOLARYNGOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  200.0(X)-h 
seeks  additional  otolaryngologist  for  private 
practice  opportunity  Share  call  with  recently 
trained  BC  ENT  Progressive,  family-oriented 
community  with  strong,  diversified  economy, 
excellent  schools.  Many  social  and  recreational 
opportunities.  Competitive  incentive  package  to 
qualified  physician.  Contact:  Vicki  Truitt. 


PEDIATRICS 


D/FW  METROPLEX 

Young  American  trained,  BC  pediatrician  seeks 
associate  for  practice  in  affluent  suburban  com- 
munity in  the  heart  of  thriving  D/FW.  Office  on 
campus  with  modern  hospital.  Excellent 
schools  and  quality  of  life. 

Contact:  Vicki  Truitt. 


NORTHEAST  TEXAS 

Dynamic  group  of  American  trained.  BC  pedia- 
trdians  seek  fourth  associate  for  group  practice 
in  attractive  community  of  27,000  (referral  area 
200.000),  Progressive,  family-oriented  oom- 
munity  with  strong  diversified  economy, 
excellent  schools  Social  and  recreational  oppor- 
tunities abound.  Modern  hospital  with  Level  II 
nursery  and  designated  pediatric  care  unit. 
Shared  call,  excellent  income  and  benefits:  early 
partnership.  Contact:  Vicki  Truitt, 


PULMONARY  MEDICINE 


WEST  TEXAS 

Four  man  group  of  American  trained,  board 
certified  internists  seeks  compatible  pulmonary 
medicine  associate.  Community  of  100,(XX)-h. 
Office  adjacent  to  modem  250-bed  hospital. 
Shared  call,  excellent  income  and  benefits.  Full 
associate  in  second  year 
Contact:  Jim  Truitt. 


SURGERY 


SOUTH  TEXAS 

Within  one  hour  of  San  Antonio.  South  Texas 
community  seeks  general  surgeon  for  service 
area  of  20,000.  Candidate  must  be  willing  to  do 
some  primary  care,  initially.  Hunting,  fishing 
(fresh  and  salt  water)  and  other  recreational 
activities  abound.  Forty-two  bed  hospital  will 
offer  generous  incentive  package  to  qualified 
candidate.  Contact:  Barry  Strittmatter. 


NORTHEAST  TEXAS 

Regional  medical  center  serving  200,000-1- 
seeks  (non-cardiac)  thoracic/vascular  surgeon 
for  privafe  practice  opportunity  in  community  of 
27,000,  Progressive,  family-oriented  community 
with  strong  diversified  economy,  excellent 
schools.  Many  social  and  recreational  oppor- 
tunities. More  than  1 00  doctors  in  town.  Shared 
call;  competitive  incentive  package  to  qualified 
physician.  Contact  Vicki  Truitt, 


UROLOGY 


D/FW  METROPLEX 

Urologist  needed  in  affluent  NE  Tarrant  County 
community.  On  campus  with  modern  hospital. 
Competitive  incentive  package  to  qualified  can- 
didate, Excellent  schools  and  quality  of  life  with 
attractive  amenities  of  both  Dallas  and  Fort 
Worth.  Contact:  Vicki  Truitt. 


Classified  Advertising 


1 

Associate  Medical  Director, 

w 

Special  Health  Services 

A major  oil  company  located  in  Houston,  Texas  is  recruiting  a physician  k 

for  its  Corporate  Medical  Department.  This  physician  will  report  to  the  g 

MecUcal  Director  of  Special  Health  Services.  The  position  will  require  E 

expertise  in  the  evaluation,  management,  and  rehabilitation  of  addic-  g 

tive  disorders  with  attention  to  confidentiality,  disability  and  fitness  for 

y 

duty  concerns.  Experience  in  managed  health  care  and  occupational 

n 

medicine  would  be  advantageous.  Strong  interpersonal,  organiza- 

tional,  educational,  administrative,  and  speaking/writing  skills  are 

A 1 

necessary.  As  addictive  disorders  experience  is  crucial,  at  least  two  8 

full-time  equivalent  years  in  addictive  disorders  or  American  Society 

of  Addiction  Medicine  (ASAM)  eligibility  or  certification  is  required. 

Experience  as  an  MRO  is  desirable.  The  ability  to  work  within  a 

k 

multidisciphnary  team  and  a large  organization  is  mandatory. 

r 

Qualifications  include:  M.D./D.O.  degree,  board  eligibility/certifica- 

/ 

tion  in  a residency  approved  by  the  AMA/AOA,  and  the  ability  to 

m 

M 

obtain  an  unrestricted  Texas  Medical  and  Narcotic  license.  Preference 

will  be  given  to  an  individual  board-eligible/board-certified  in  a 

primary  care  specialty.  Please  send  a curriculum  vitae  and  a cover  letter 

outlining  salary  requirements  and  earliest  start  date  to:  1 

Ad  Box  #791 

' O'  >Il 

401  West  15th  St. 

Austin,  Texas  78701 

An  Equal  Opportunity  Employer. 

Practice  opportunities  available  in  communities 
within  60  mile  radius  of  Tyler,  Texas.  Both  clinic  and/or 
hospital  opportunities.  Affiliation  with  multi-hospital  sys- 
tem based  in  Tyler.  Send  resume  to  P.O.  Box  908,  Mine- 
ola,  Texas  75773,  or  phone  1 -800-828-81 51 . 

Excellent  opportunity  for  a General  Physician  II 

at  an  84  bed  JCAHO  accredited  Hospital.  Requirements 
include  Licensed  to  practice  medicine  in  Texas  by  the 
State  Board  of  Medical  Examiners,  certified  or  eligible  for 
certification  by  an  American  Board  Specialty  (preferably 
internist/pulmonologist/family  practice).  Competitive 
salary,  educational  opportunities,  plus  other  excellent 
state  benefits  which  include  vesting  at  5 years.  Call  or 
write  to:  South  Texas  Hospital,  Attn:  Dalia  Tovar,  PO  Box 
592,  Harligen,  TX  78551 ,512  423-3420.  EEO/AA. 

IM/FP  Doctor  to  join  3 person  group  in  Houston  sub- 
urb. Good  hours,  good  salary,  partnership  potential.  For 
further  information  contact  Jerry  Lewis.  The  Lewis  Group 
@ 1-800-666-1377. 


Correctional  Healthcare 

Full  time  primary  care  Physicians  & Psychia- 
trists, statewide  adult  correctional  facility  loca- 
tions. competitive  salary/excellent  benefits/Phy- 
sician  student  repayment  program.  Inquirers: 
TDCJ,  Box  99,  Personnel  Annex,  Huntsville,  TX 
77342-0099  or  contact  Glynda  Baker, 

409  294-2755. 


Directorship  Opportunity  — Emergency  Medicine 
Directorship  opportunity  available  in  100-r  bed  facility 
located  30  minutes  south  of  Fort  Worth.  Walls  Regional 


Hospital  is  a part  of  the  Harris  Methodist  System  and 
emphasizes  strong  patient  relations.  Director  candidates 
should  be  outgoing  and  posses  qualities  which  will 
enhance  hospital  image.  Primary  Care  Boards  preferred 
but  not  required.  Compensation  negotiable,  professional 
liability  procured.  For  further  information  contact  Texas 
Medicus,  P.A.,  P.O.  Box  742045  Dallas,  TX  75374-2045 
or  call  1-800-755-3763. 

Physicians  for  Nationwide  Travel.  Health  research 
organization  seeks  physician  for  National  Health  & Nutri- 
tion Examination  Survey  sponsored  by  the  U.S.  Public 
Health  Service.  Individual  will  be  part  of  a large  medical 
team  conducting  health  examinations  in  govt,  mobile 
exam  centers  traveling  to  88  areas  of  the  U.S.  through 
1 993.  Must  be  licensed  in  one  state.  One  year  minimum 
commitment  and  FULL-TIME  CONTINUOUS  TRAVEL 
REQUIRED.  Competitive  salary,  paid  malpractice,  per 
diem,  car,  four  weeks  paid  vacation  per  year,  holidays, 
and  health,  life,  dental  disability  insurance  offered.  Call 
Beverly  Geline,  800  937-8281 . ext  8248.  WESTAT,  INC. 
Rockville,  Maryland,  EOE/MF/V/H. 

For  Sale  or  Lease 

Practices 


Selling  Your  Practice?  We  offer  practice  evaiuations 
& brokerage,  physician  recruiting,  and  partnership  buy-in 
services.  We  can  help  you  make  the  right  decisions.  For 
a free  brochure,  call  or  write:  Practice  Dynamics,  Dept  T, 
11222  Richmond,  Ste  125,  Houston,  TX  77082:  713- 
531-0911. 


Solo  Gynecology  Practice  In 
Beautiful  San  Antonio 
For  Sale 

Located  in  Hospital  attached  office 
building  in  Medical  Center  in  North- 
west San  Antonio,  Texas. 
Phone  512  690-9800 


Established  FP/Int.  Medicine  Practice  — Houston 
metropolitan  area  modern  professional  building  adjoining 
new  hospital.  Fully  equipped.  Owner  retiring.  Will  Intro- 
duce. AD  Box  789/TMA  Advertising,  401  West  15th, 
Austin,  TX  78701 . 

General  practice  — with  21  years  maturity  available  in 
Dallas.  Twelve  years  in  the  present  immediate  area. 
Office  located  in  P.O.B.  adjoining  community  size  hospi- 
tal affiliated  with  a large,  major,  Dallas  hospital.  Am  eager 
to  negotiate  the  lease,  practice,  furnishings,  eouipment, 
and  will  offer  a letter  introduction  to  the  patients  in  this 
practice.  Ideal  for  F.P.,  G.R,  or  Internist.  AD  Box 
7907TMA  Advertising,  401  West  15th,  Austin,  TX  78701 . 

Associate/Buy-in  Dallas/Lake  Highland  Area: 

Successful  retiring  physician  wants  family  doctor  to  take 
over  his  practice.  Net  six  figures.  PMA  Practice 
Sales/Appraisals-21 4/327-7765. 

Business  and  Financial 
Services 

Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  cour- 
teous service.  Competitive  fixed  rate.  Physicians  Service 
Association,  Atlanta,  Georgia.  TOLL  FREE  1-800-241- 
6905.  Serving  MDs  for  over  1 0 years. 

Professional  Resume  Services  — Successfully 
serving  physicians  since  1976.  All  levels  and  specialties. 
Curriculum  vitae  preparation.  Cover  letter  development. 
Career  planning.  Commitment  to  product  quality  and 
client  satisfaction.  Immediate  service.  Effective!  Profes- 
sional. Confidential.  Call  1-800-786-3037  (24  hours). 
Alan  D.  Kirschen,  M.A. 

UNSECURED  LOANS  $5,000  TO  $50,000. 

Deferred  principal  repayment  option  available  to  all 
physicians.  Financial  Resources  Company,  PO  Box 
29302,  Richmond,  VA  23229.  804  741-2841 . 

Advertising  Rates  & Data  — Regular  classified 
advertising  sells  for  $2.00  per  word,  minimum  25  words 
or  $50,  per  issue.  We  do  not  count  articles  (a,  an,  the). 
Display  classified  advertising  sells  for  $95  per  column 
inch,  per  month.  A variety  of  typefaces,  logos,  and  bor- 
ders may  be  used  in  display  classified  ads.  Ad  box  num- 
bers can  be  substituted  for  formal  addresses  upon 
request  at  no  extra  cost.  Name  and  address  of  ad  box 
number  listings  cannot  be  given  out  unless  specific  per- 
mission to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  box  number  holders  except  by  mail. 
Federal  laws  prohibit  references  to  race,  color,  religion, 
sex,  natural  origin,  or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  1st  of  the  month 
preceding  publication.  Send  copy  to  Mark  Bizzell,  Classi- 
fied Manager.  TEXAS  MEDICINE,  401  West  15th,  Austin, 
Texas  78701 . 
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Merritt,  Hawkins 
tlBn  & Associates 

...excellence  in  physician  search  Exclusive  Opportunities  For  Physicians 

Merritt,  Hawkins  & Associates  takes  pleasure  in  making  your  quest  for  personal  and  professional  satisfaction  a little  easier.  Each  of  these 
opportunities  represents  enhanced  career  achievement,  financial  security  and  a better  quality  of  life.  As  the  nation's  fastest  growing 
physician  search  firm,  we  are  committed  to  ensuring  that  you  reach  these  goals.  Please  take  a closer  look  at  what  these  opportunities 
offer.  We  think  you'll  agree  that  your  vision  tor  a better  future  - and  our  opportunities  - are  definitely  on  the  same  page. 


Family  Practice 

TEXAS  “MAIN  STREET  CITY " 

Immediate  need  exists  for  a family  practitioner  in  this  historically- 
recognized  town  in  the  shadows  of  one  of  Money  Magazine's  top  ten 
cities.  An  extremely  attractive  net  income  guarantee,  combined  with 
this  beautiful,  family-oriented  town  provides  for  an  outstanding  practice 
opportunity.  Please  reference  1004. 

DALLAS,  TEXAS 

An  immediate  need  exists  for  a BC/BE  family  practitioner.  Enjoy  the 
many  different  activities  associated  with  the  location  of  this  community. 
Two  lakes  within  the  city  limits;  country  club  for  golf  or  tennis;  Dallas/ 
Fort  Worth  in  your  backyard  for  culture,  sports  or  fine  dining.  Practice 
is  associated  with  Baylor  Medical  Center.  Existing  facilities  await  you. 
Full  range  practice,  without  obstetrics,  HMOs  or  PPOs.  Excellent 
income  guarantee  and  call  coverage  provided.  Please  reference  1 033. 

TEXAS  UNIVERSITY  TOWN  Immediate  need  exists  for  a family 
practitioner  to  associate  with  a financially  successful  family  practitioner 
whose  practice  volume  is  overwhelming.  Practice,  in  a well-equipped 
and  well-run  office  and  associate  with  a 136-bed  hospital.  This  friendly 
university  town  of  28,000  office  abundance  of  outdoor  recreation  and 
proximity  to  Corpus  Christi  and  South  Padre  Island.  Please  reference 
993. 

LAKEFRONT  LIFESTYLE 

This  lakeside  community  offers  an  exceptional  practice  opportunity. 
Modern,  152-bed  regional  medical  center  will  help  you  establish  your 
practice  while  providing  a net  income  guarantee  to  insure  your  success. 
The  1 5-bed,  state-of-the-art  ICU/CCU  is  equipped  to  meet  the 
challenges  of  your  practice.  Relax  at  a cabin  on  the  lake  or  enjoy  an 
evening  at  the  Italian  festival.  Excellent  place  to  call  home.  Please 
reference  992. 


draw  area  of  80,000.  The  regional  medical  center  will  help  establish 
your  practice  and  provide  you  with  a net  income  guarantee.  Enjoy  all 
outdoor  activities  associated  with  lakefront  living.  Please  reference 
991. 

UNIVERSITY  TOWN 

True  internal  medicine  opportunity  in  a family-oriented,  midwestern 
college  town  with  a service  area  in  excess  of  1 50,000.  Flourishing 
economy  is  anchored  by  several  Fortune  500  companies.  Associate 
with  modern,  200-h  bed,  medical  center  with  state-of-the-art  equip- 
ment. Six  Internal  Medicine  Specialists  in  town,  solo  or  associate 
opportunity  is  available.  Lucrative  net  income  guarantee  where 
flexibility  is  the  key.  Please  reference  1112/1113. 

Neurology 

TEXAS  GULF  COAST 

Do  you  want  to  be  needed  and  busy?  Successful  Neurologist  is 
seeking  an  associate  to  meet  the  needs  of  this  community  of  63,000. 
Outstanding  hospital  and  adjacent  medical  center  is  where  you  will 
practice.  Office  is  fully  equipped  for  all  your  needs.  Have  choice  of 
taking  your  boat  into  the  Gulf  or  travel  30  minutes  into  Houston  for 
local  cultural  and  sporting  events.  Please  reference  1053. 

Obstetrics/Gynecology 

DALLAS/FORT  WORTH 

Are  you  seeking  a huge  practice?  Join  this  dynamic  medial  staff 
supported  by  a new,  state-of-the-art  medial  facility.  Have  immediate 
practice  due  to  two  physicians  retiring.  Together  they  delivered  21 0 
babies  in  1990.  The  community  of  rolling,  wooded  hills  is  minutes 
from  all  amenities  of  the  nations’s  eighth  largest  metropolis.  Good 
call  and  coverage  and  excellent  referral  base.  Superb  guarantee 
offered  with  benefits  and  relocation.  Please  reference  899. 


General  Surgery 

DALLAS/FORT  WORTH 

Immediate  need  exists  for  BC/BE  General  Surgeon  to  practice  a full 
range  of  surgery  within  minutes  from  the  Dallas/Forth  Worth  area.  Start 
your  first  day  with  a full  patient  load  from  the  many  primary  care 
physicians  who  are  waiting  for  your  now.  A strong  financial  package, 
which  includes  a net  income  guarantee,  is  being  offered.  Please 
reference  866. 

DALLAS/FORT  WORTH  METROPLEX 

Associate  with  a young,  successful  Board  Certified  general  surgeon  in 
this  community  of  25,000  which  serves  65,000  and  is  just  40  miles  from 
Dallas.  Twenty  primary-care  physicians  provide  excellent  referral  base. 
Fully  equipped,  150-bed  hospital  is  providing  highly  competitive 
guarantee  to  assist  in  practice  development.  Please  reference  1110. 

Internal  Medicine 

TEXAS  HILL  COUNTRY 

Urgent  need  for  Internal  Medicine  Specialist  to  associate  with  other 
Internal  Medicine  physicians  in  town  of  30,000  with  draw  area  of 
90,000.  Four-year  university,  excellent  public  schools,  low  cost  of 
living,  outstanding  hunting  and  fishing.  Live  in  town  or  on  a lake  with  93 
miles  of  shoreline.  A net  income  guarantee  with  unlimited  potential  is 
offered  by  hospital.  Please  reference  790. 

LIVE  ON  LAKE 

Develop  your  practice  in  this  medically-underserved  community  with  a 


Oncology 

CENTRAL  TEXAS 

Regional  hospital  located  in  the  Heart  of  Texas  seeks  medical 
oncologist  to  direct  its  new  cancer  center  opening  in  1992.  A well- 
trained  referral  base  awaits  you.  A four-year  university  is  located  here 
along  with  many  recreational  and  cultural  amenities.  An  administra- 
tive stipend  along  with  outstanding  income  guarantee  assures 
financial  security.  Please  reference  435. 

COASTAL  TEXAS 

Join  a well-trained,  respected  and  successful  oncologist  who  has  built 
one  of  the  largest  medical  oncology  practices  in  the  Southwest. 
Associate  with  a high-tech,  560-bed  regional  medical  center  with  a full 
complement  of  supportive  physicians.  Call  and  coverage  of  1 in  4 will 
be  available.  A very  attractive  first  year  salary  and  benefit  package 
will  be  provided,  and  your  income  potential  is  truly  exceptional.  Enjoy 
unlimited  recreational  activities  in  this  outstanding  paradise  commu- 
nity of  260,000.  Please  reference  1084. 

Radiation  Oncology 

CENTRAL  TEXAS 

Regional  hospital  located  in  the  Heart  of  Texas  seeks  a radiation 
oncologist  to  direct  its  new  cancer  center  opening  in  1992.  Call  and 
coverage  will  be  provided  so  you  can  have  time  to  enjoy  the  many 
recreational  and  cultural  amenities  that  this  area  has  to  offer.  An 
administrative  stipend,  along  with  an  outstanding  income  guarantee, 
assures  financial  security.  Please  reference  956. 


Thank  you  for  considering  Merritt,  Hawkins  & Associates'  national  practice  opportunities.  We  would  like  to  further  discuss  the  opportunities 
that  best  reflect  your  needs.  For  additional  information,  please  call  Dustin  Koger  or  Anne  Durham,  toll-free,  at  (800)  876-0500  or  (214)  444- 
2200  or  send  your  CV  to  222  W.  Las  Colinas  Blvd.,  Suite  1 920,  Irving  TX  75039. 


CME  / Continuing 
Education  Directory 


Courses 


December 

Cardiology 

Dec  8-11,  1991 

Williamsburg  Conference  on  Heart  Dis- 
ease. Williamsburg,  Va.  Contact  American 
College  of  Cardiology,  Extramural  Pro- 
grams, Dept  5080,  Washington,  DC 
20061-5080  (1-800)  253-4636 

Dec  11-13,  1991 

Interpretations  & Treatment  of  Cardiac 
Arrhythmias.  Contact  American  College  of 
Cardiology,  Extramural  Programs,  Dept 
5080,  Washington,  DC  20061-5080  (1- 
800) 253-4636 

Dec  13-15,  1991 

Advances  in  Heart  Disease.  San  Erancisco. 
Contact  American  College  of  Cardiology, 
Extramural  Programs,  Dept  5080,  Wash- 
ington, DC  20061-5080  (1-800)  253-4636 

Dec  13-15,  1991 

Cardiovascular  Symposium.  New  York. 
Contact  American  College  of  Cardiology, 
Extramural  Programs,  Dept  5080,  Wash- 
ington, DC  20061-5080  (1-800)  253-4636 

Emergency  Medicine 

Dec  19-20,  1991 

Advanced  Cardiac  Life  Support.  Temple. 
Contact  Scott  & White  Memorial  Hosp, 
Office  of  CME,  2401  S 31st  St,  Temple, 
TX  76508  (817)  774-4083 

Internal  Medicine 

Dec  4,  1991 

Issues  in  Medicine.  Houston.  Contact  Bay- 
lor College  of  Medicine,  Office  of  CME, 
One  Baylor  Plaza,  Houston,  TX  77030 
(713)  798-6020 

Dec  4,  1991 

Internal  Medicine  Series.  Houston.  Con- 
tact Baylor  College  of  Medicine,  Office  of 
CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Dec  6-7,  1991 

Gastroenterology  for  the  Primary  Care 
Physician.  Temple.  Contact  Scott  & White 
Memorial  Hosp,  Office  of  CME,  2401  S 
31st  St,  Temple,  TX  76508  (817)  774-4083 

Oncology 

Dec  7,  1991 

Breast  and  Endocrine  Conference.  Hous- 
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ton.  Contact  Conference  Services,  Box 
131,  The  University  of  Texas  M.D.  Ander- 
son Cancer  Center,  1515  Holcombe  Blvd, 
Houston,  TX  77030  (713)  792-2222 

Ophthalmology 

Dec  7,  1991 

Oculoplastic  Seminar.  Dallas.  Contact  The 
University  of  Texas  Southwestern  Medical 
Center,  Office  of  CME,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)  688-2166 

January 

Emergency  Medicine 

Jan  23-24,  1992 

Pediatric  Advanced  Life  Support.  Temple. 
Contact  Scott  & White  Memorial  Hosp, 
Office  of  CME,  2401  S 31st  St,  Temple, 
TX  76508  (817)  774-4083 

Family  Practice 

Jan  19-24,  1992 

Practical  Approaches  to  Common  Problems. 
Park  City,  Utah.  Contact  Texas  Academy  of 
Family  Physicians,  8733  Shoal  Creek  Blvd, 
Austin,  TX  78766  (512)  451-8237 

Jan  24-26,  1992 

Advances  in  Family  Medicine.  League  City. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Oncology 

Jan21-Feh  2,  1992 

Imaging  in  the  Health  Sciences.  Houston. 
Contact  Conference  Services,  Box  131, 
The  University  of  Texas  M.D.  Anderson 
Cancer  Center,  1515  Holcombe  Blvd, 
Houston,  TX  77030  (713)  792-2222 

February 

Anesthesiology 

Feb  27-Mar  1,  1992 

Texas  Anesthesia  Conference  for  Obstet- 
rics and  Pediatrics.  Houston.  Contact  Bay- 
lor College  of  Medicine,  Office  of  CME, 
One  Baylor  Plaza,  Houston,  TX  77030 
(713)  798-6020 

Emergency  Medicine 

Feb  21-22,  1992 

Advanced  Cardiac  Life  Support.  Temple. 
Contact  Scott  & White  Memorial  Hosp, 
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Office  of  CME,  2401  S 31st  St,  Temple, 
TX  76508  (817)  774-4083 

Feb  21-22,  1992 

Advanced  Pediatric  Life  Support.  Hous- 
ton. Contact  American  College  of  Emer- 
gency Physicians,  PO  Box  619911,  Dallas, 
TX  75261-9911  (1-800)  798-1822  or 
(214) 550-0911 

Feb  21-22,  1992 

Emergency  Medicine  Review.  Austin.  Con- 
tact Scott  & White  Memorial  Hosp,  Office 
of  CME,  2401  S 31st  St,  Temple,  TX 
76508  (817)  774-4083 

Feb  22-24,  1992 

Managing  Your  Emergency  Department. 
La  Jolla,  Calif.  Contact  American  College 
of  Emergency  Physicians,  PO  Box  619911, 
Dallas,  TX  75261-9911  (1-800)  798-1822 
or (214) 550-0911 

Internal  Medicine 

Feb  21-22,  1992 

Advances  in  Gastroenterology.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Neurology 

Feb  13-15,  1992 

Recent  Advances  in  Neurology.  San  Fran- 
cisco. Contact  University  of  California  at 
San  Francisco,  Extended  Programs  in  Med- 
ical Education,  Rm  Ls-105,  San  Francisco, 
CA,  94143-0742  (415)  476-4251 

Pathology 

Feb  13-16,  1992 

Cytopathology  Review  Course.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Psychiatry 

Feb  1-2,  1992 

Divorce  and  Remarriage  in  the  90s:  The 
Role  of  the  Professional.  Houston.  Contact 
Baylor  College  of  Medicine,  Office  of 
CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

March 

Ophthalmology 

Mar  13-15,  1992 

Cullen  Eye  Course:  Clinical  Advances  in 
Ophthalmology.  Houston.  Contact  Baylor 
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College  of  Medicine,  Office  of  CME,  One 
Baylor  Plaza,  Houston,  TX  77030  (713) 
798-6020 

Physical  Medicine  and  Rehabilitation 

Mar  9-19,  1992 

Review  Course  in  PM&R.  Houston.  Bay- 
lor College  of  Medicine,  Office  of  CME, 
One  Baylor  Plaza,  Houston,  TX  77030 
(713) 798-6020 

Practice  Management 
Workshops 


Nov-Dec,  1991 

The  following  workshops  and  seminars  are 
sponsored  by  the  Texas  Medical  Associa- 
tion Department  of  Practice  Management 
Services.  Eor  further  information,  contact 
the  TMA  Department  of  Practice  Manage- 
ment Services,  401  W 15th  St,  Austin,  TX 
78701  (512)  370-1422. 

How  To  Get  Started  in  Medical  Practice 
Nov  1-2,  Galveston;  Nov  6-7,  Dallas; 
Nov  8-9,  Temple;  Nov  15-16,  Lubbock; 
Dec  6-7,  Houston 

How  To  Run  A More  Profitable  Practice 
Dec  10,  Dallas;  Dec  11,  San  Antonio;  Dec 
12,  Houston;  Dec  17,  Tyler;  Dec  18,  Dallas 

Calendar  of  Meetings 


•Denotes  Texas  meeting 

November 

Nov  4-8,  1991,  San  Francisco 
American  College  of  Chest  Physicians 
Contact  ACCP,  911  Busse  Hwy,  Park 
Ridge,  IL  60068  (312)  698-2200 

Nov  5-10,  1991,  Los  Angeles 
American  Society  of  Cytology  Annual  Sci- 
entific Meeting 

Contact  ASC,  1015  Chestnut  St,  Ste  1518, 
Philadelphia,  PA  19107  (215)  922-3880 

Nov  7-9,  1991,  Orlando,  Fla 
Southern  Thoracic  Surgical  Association 
Contact  STSA,  1 1 1 E Wacker  Dr,  Chicago, 
IL  60601  (312)  644-6610 

Nov  15-20,  1991,  New  York 
American  College  of  Allergy  and  Im- 
munology Annual  Meeting 
Contact  ACAI,  800  E Northwest  Hwy,  Ste 
1080,  Palatine,  IL  60067  (312)  359-2800 
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Nov  16-19,  1991,  Atlanta 
Southern  Medical  Association 
Contact  SMA,  35  Lakeshore  Dr,  Birming- 
ham, AL  35209  (205)  323-4400 

Nov  16-19,  1991,  Cleveland 
Association  for  the  Advancement  of  Medi- 
cal Instnmientation 

Contact  AAMI,  3330  Washington  Blvd, 
Ste  400,  Arlington,  VA  22201  (1-800)  332- 
2264, ext  217 

Nov  18-21,  1991,  Anaheim,  Calif 
American  Heart  Association 
Contact  AHA,  7320  Greenville  Ave,  Dal- 
las, TX  75231  (214)  373-6300 

Nov  15-16,  1991,  Austin 

•Texas  Medical  Association  House  of 
Delegates  Interim  Session 

Contact  Sharon  Walker  (House  of  Delegates 
business)  or  Mrs  Dale  Willimack  (meeting 
facilities  and  housing),  TMA,  401  W 15th 
St,  Austin,  TX  78701  (512)  370-1300 

Nov  17-22,  1991,  San  Antonio 
•Association  of  Military  Surgeons  of  the 
United  States  Annual  Meeting 
Contact  AMSUS,  9320  Old  Georgetown 
Rd,  Bethesda,  MD  20814  (301)  897-8800 

December 

Dec  1-6,  1991,  Chicago 

Radiological  Society  of  North  America 

Scientific  Meeting 

Contact  RSNA,  1415  W 22nd  St,  Tower  B, 
Oak  Brook,  IL  60521  (312)  571-2670 

Dec  2-5,  1991,  Orlando,  Fla 

American  Medical  Association  House  of 

Delegates  Interim  Session 

Contact  AM  A,  512  N State  St,  Chicago,  IL 

60610  (312)  464-5000 

Dec  7-12,  1991,  Dallas 
•American  Academy  of  Dermatology  An- 
nual Meeting 

Contact  AAD,  1567  Maple  Ave,  Evanston, 
IL  (708) 869-3954 

January 

Jan  30-Feb  2,  1992,  Fort  Worth 

•Texas  Society  of  Pathologists  Annual 

Meeting 

Contact  TSP,  401  W 15th  St,  Austin,  TX 
78701  (512) 370-1510 
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The  Medicare  Maze 

Texas  Medical  Association  has 
developed  a user-friendly  manual 
that  can  help  you  and  your  office 
stafl  solve  or  avoid  common 
Medicare,  payment  and  claims 
review  problems.  And,  now,  you 
can  take  advantage  of  a special 
discount  price! 

Keeping  up  with  and  understand- 
ing the  constant  flood  of  new 
regulations  is  one  of  Medicare’s 
greatest  hassles.  To  remedy  this. 
The  Medicare  Maze  is  published 
in  a looseleaf  format,  and  regular 
updates  will  provide  you  with 
information  on  how  current 
Medicare  regulations  affect 
your  practice. 

Topics  include: 

• How  to  avoid  “medically 
unnecessary”  denials 

• Medicare’s  utilization  screens 

• Red  flags  that  can  tngger  a 
Medicare  audit 

• Multiple  provider  numbers  and 
other  MAAC  dilemmas 

• A dollars  and  cents  approach 
to  participation 

• Living  with  PRO 


To 
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‘'The  Medicare  Maze  is  now 
an  integral  part  of  our  practice 
— excellent  for  training  new 
office  personnel.  ” 

“Easy  to  read  — easy  to 
understand.  ” 

“Finally,  someone  has 
provided  us  with  the  tools 
to  deal  with  our  Medicare 
issues.  The  Medicare  Maze 
is  invaluable!” 

Special  TMA  Member 
Discount  Price! 

Order  a Medicare  Maze  before 
December  31,  1991  at  a special 
discount  price.  Regular  price  is  $75 
per  manual.  Special  price  is  $60 
per  manual,  plus  sales  tax  and 
shipping  and  handling.  See  order 
form  below. 


Special  Discount  Order  Form: 


Please  send copy(ies)  of  The  Medicare  Maze:  A Suiyival  Manual  for  Texas 

Physicians.  Payment  should  include  $60  per  manual,  plus  8%  state  sales  tax  ($4.80) 
per  copy,  and  $3.00  shipping  and  handling  fee.  Please  print  or  type. 


Name  

Mailing  address  

(no  P.O.  bo.xes  please) 

City Zip 

Office  telephone  ( ) 


To  order,  call  512/370-1422  or 
mail  order  form  and  check  or 
credit  card  information  to: 

Texas  Medical  Association 
Practice  Management  Seivices 
401  West  15th  Street 
Austin,  TX  78701-1680 


Payment: 


0 Check  enclosed  payable  to  Texas  Medical  Association 


Special  discount  price  valid  unti 
December  31,  1991. 


O Visa  1 3 MasterCard 

Card  No.  

Cardholder  Name Exp.  date 

Signature 


For  TMA  Office  Use  Only 

Check  # 

Date  

Rec’d.  by 
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Get  your  next  new  car  from  us.. 
aTMA  endorsed  company! 


When  the  Texas  Medical  Association 
wanted  to  endorse  a car  company,  they  had 
some  requirements!  They  wanted  a company 
with  integrity,  volume  buying  power,  and 
above  all  SERVICE.  The  TMA  chose  Autoflex 
Leasing. 

Just  one  call  to  us  and  you  get  all  of  the 
above  and  more.  Our  "FLEXLEASE"  is  the 
best  lease  available,  and  it  includes  free  rent 
cars,  no  down  payment  & no  deposit.  You 
pick  out  the  car  of  your  choice  and  we  will 
deliver  it  to  your  home  or  office  the  next  day! 
Sound  simple?  It  is! 


^toflex 


Since  tax  reform,  there  are  no  advantages 
to  owning  a car.  Interest  write  offs  and  invest- 
ment tax  credits  have  been  eliminated  and 
sales  tax  can  no  longer  be  deducted.  Call  one 
of  our  professionals  today  so  we  can  explain 
our  special  programs  created  exclusively  for 
TMA  members.  So  for  your  next  vehicle, 
whether  you  buy  or  lease,  choose  a company 
the  TMA  endorses.  Choose  Autoflex  Leasing. 
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CONTACT:  LOUIS  MURAD 
OR  PATRICK  MORRISSEY 


1-800-634-0304 


212  W.  Spring  Valley  • Richardson,  TX  75081  • 214-234-1234 


Change  Your  Practice, 
Your  Address,  Your 
Phone,  Even  Your  State. 

But  Keep  Your  TMAIT. 

With  I'MAIT,  you  can  keep  your  life, 
major  medical,  and  disability  insurance 
even  if  you  decide  to  change  your 
practice  from  solo,  group,  clinic,  or 
hospital.  Our  coverages  are  PORdAl^LE- 
meaning  once  you're  insured,  you 
can  take  most  of  your  insurance 
coverages  with  you  whether  you 
change  employers  or  retire.  You 
don't  have  to  re-qualify  and 
worry  about  your  insurability 
with  a new  insurance  company. 

TMAIT  lets  you  sign  up  for  all 
your  life,  health,  and  disability 
insurance  needs  at  one  time.  As  long 
as  terms  of  your  contract  are  met,  you 
can  keep  that  insurance  coverage 
regardless  of  your  age  and  health 
condition. 

For  as  long  as  you  practice  medicine 
and  belong  to  TMA,  TMAH'  can  provide 
you,  your  family  and  your  staff  with 
Major  Medical  and  Life  insurance 
and  can  provide  you,  the  physician, 
with  Disability,  Office  Overhead, 
and  Personal  Accident  insurance. 
Once  covered,  we'll  even  continue  to 
cover  you  and  your  family  if  you  leave 
Texas  as  long  as  you  maintain  an  Affi- 
liate Membership  in  TMA.  After  you 
retire  you  can  keep  your  major 
medical  and  life  insurance  coverages. 

I’MAH’  Insurance.  Offering  You  Safety, 
Financial  Stability,  Excellent  Service 
And  Reliability. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


Created  and  endorsed  by  the  Texas  Medical  Association 
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1-800-880-8181  • Fax  512/370-1799 
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YOUR  PRACTICE 
BY  WORKING 
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'Why  risk  your  investment  portfolio  by 
managing  it  that  way? 

Full-time  professional  attention  is 
essential  to  successful  portfolio  management 
— especially  in  today's  volatile  markets. 

That's  exactly  what  you  get  with 
Shearson  Lehman  Brothers'  Choice 
Advisors'^  portfolio  management  service. 
Since  1973,  our  Consulting  Services  Division 
has  given  sound  advice  to  thousands  of 
investors.  And  referred  over  $50  billion  of 
their  assets  to  professional  portfolio  managers. 

So  if  you  have  a portfolio  of  $50,000  or 
$50  million,  and  you  want  to  maximize  your 
investment  potential,  call  us  for  Shearson 
Lehman  Brothers'  new  report  on  professional 
portfolio  management. 

At  Shearson  Lehman  Brothers, 
we'll  give  your  investments  the  full-time, 
professional  attention  they  deserve. 

FOR  OUR  SPECIAL  REPORT  ON 
PROFESSIONAL  PORTFOLIO  MANAGEMENT, 
CALL  OR  WRITE: 

G.  Till 

Financial  Consultant 
Consulting  Services  Division 
Shearson  Lehman  Brothers 
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Dallas,  TX  75201 
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unless  you  settle  the  issue  by  signing 
on  the“Dispense  as  Written”  line. 

VALIUM 

mzepam/Roche® 

2-mg  5-mg  10-mg 
scored  tablets 

The  final  choice  should  really  be  yours 

The  cut  out  "V"  design  is  a registered  trademark  of  Roche  Products  Inc. 

Copyright©  1991  by  Roche  Products  Inc.  All  rights  reserved. 


Roche  Products 

Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


* According  to  the  Orange  Book,  10th  ed.  US  Department  of  Health 
and  Human  Services.  1990.  diazepam  tablets  may  be  available  from  as  many 
as  17  companies.  Tablets  shown  represent  5 mg  diazepam  tablets. 
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More  than  35,000  physicians 
manage  the  business  end  of  medicine  with 

The  Medical  Manager 

P hysicians  in  over  70  different  specialties  manage  their  practices  with  The 
Medical  Managerf  the  leader  in  practice  management  software  since  1982. 

The  Medical  Manager  handles  all  aspects  of  practice  management,  including 


Texas  Medical  Systems,  Ine 
Dallas,  TX  214  233-6188 

Intercity  Consultants 

Dallas,  TX  214  412-2110 

Management  Solutions 
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Houston,  TX  713  789-0030 

Healthcare  Computers,  Inc. 

Houston,  TX  713  498-2596 
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Medplans  and  Programs 

San  Antonio,  TX  800  525-3427 

Automated  Professional  Services,  Inc. 

San  Antonio,  TX  800  486-6610 

Advanced  Medical  Management  Systems 

McAllen,  TX  800  336-3183 


accounts  receivable;  insurance  billing;  appointment  scheduling;  recalls; 
hospital  rounds;  and  financial,  procedure  and  clinical  history. 

Optional  capabilities  include  electronic  claims  processing;  UB-82  billing; 
custom  report  writing  and  a new  hospital-physician  network. 


Medical  Design  & Images 

Austin,  TX  512  454-6774 

The  Baker  Company 

Lubbock,  TX  806  763-2500 

Malone  Business  Systems,  Inc. 

Midland,  TX  800  992-6092 


For  more  information  and  a thorough  demonstration  of  The  Medical  Manager, 
contact  one  of  the  dealers  listed  to  the  right.  If  a dealer  is  not  listed  for  your 
area,  call  Systems  Plus  at  (800)  222-7701  or  (800)  222-7707  in  California. 


Diamond  Computers 

Midland,  TX  915  684-3766 


Systems  Plus,  Inc.® 

500  Clyde  Avenue 
Mountain  View,  California  94043 


The  Medical  Manager  is  a registered  trademark  of  Personalized  Programming.  Inc.  Systems  Plus.  Inc.  and  its  logo  are  registered 
trademarks  of  Systems  Plus.  Inc.  ©1990  Systems  Plus,  Inc. 


Special  Journal  section 
commemorates  UTMB’s 
century  of  service 

More  than  4,600  Texas  Medi- 
cal Association  members,  as 
students  or  alumni  of  The  University 
of  Texas  Medical  Branch  at  Galves- 
ton (UTMB),  have  a stronger  than 
usual  link  with  this  issue  of  Texas 
Medicine,  which  honors  UTMB’s 
centennial  celebration. 

In  the  100  years  since  the  first  class 
of  23  students  walked  through  the 
doors  of  “Old  Red,”  the  UTMB  cam- 
pus has  been  transformed  and  the  in- 
stitution has  greatly  developed  its 
three-fold  mission  of  medical  educa- 
tion, patient  care,  and  research.  With 
more  than  2,300  current  students, 
UTMB’s  School  of  Medicine  is  among 
the  largest  nationally  in  enrollment. 
The  seven  UTMB  hospitals  admit 
more  than  25,000  patients  each  year, 
and  more  than  250,000  outpatients 
are  treated  annually.  And  in  1990, 
UTMB  attracted  $36  million  in  exter- 
nal grants  for  biomedical  research. 

One  additional  fact  attests  to 
UTMB’s  economic  impact:  its  gradu- 
ates account  for  more  than  a third  of 
a billion  dollars  in  added  value  to 
health-care  services  annually  in  Texas. 

In  tribute  to  UTMB,  this  month’s 
Journal  section  contains  seven  peer- 
reviewed  articles  by  authors  from 
UTMB.  The  section,  which  begins 
on  page  xx,  opens  with  an  editorial 
by  Byron  J.  Bailey,  MD,  Wiess  pro- 
fessor and  chairman  of  the  depart- 
ment of  otolaryngology  at  UTMB 
and  guest  editor  of  the  special  sec- 
tion, and  Thomas  N.  James,  MD, 
president  of  UTMB. 

For  additional  information  about 
UTMB’s  history  and  its  contribution  to 
medicine  in  Texas,  see  the  feature  arti- 
cle published  earlier  this  year  in  Texas 
Medicine  (April  1991,  pp  61-65.) 


Upfront 


Isabel  Hoverman, 

MD,  Austin,accepts 
award  from  Milford  C. 
Maloney,  MD,  presi- 
dent of  the  American 
Society  of  Internal 
Medicine. 


Texas  specialty 
societies  win  national 
recognition 

The  Texas  Society  of  Internal 
Medicine  (TSIM)  and  the 
Texas  Ophthalmological  Association 
(TOA)  recently  received  high  praise 
for  their  excellence. 

TSIM  was  named  1991  Compo- 
nent Society  of  the  Year  by  the 
American  Society  of  Internal 
Medicine.  Isabel  V.  Hoverman,  MD, 
Austin,  TSIM  president,  accepted 
the  award  during  the  ASIM  annual 
meeting  in  October. 

The  award  recognized  the  “com- 
bined excellence  of  TSIM’s  member- 
ship and  recruitment  efforts,  the 
quality  of  communication  with  its 
members,  and  the  effectiveness  of  its 
committees.”  TSIM  has  more  than 
1,500  members. 

In  presenting  the  award,  ASIM 
officials  made  special  note  of  a num- 
ber of  TSIM  programs,  including  an 
experimental  program  in  cooperation 
with  The  University  of  Texas  South- 
western Medical  Center  in  Dallas  to 
promote  internal  medicine  as  a spe- 
cialty. The  program  pairs  medical 
students  with  practicing  internists  to 
give  students  an  insider’s  view  of  the 
profession  in  hopes  of  encouraging 
them  to  choose  the  specialty. 

TOA  was  recently  designated  a 


Model  State  Society  in  1991,  in 
recognition  of  its  excellence  in  “orga- 
nizational, political,  and  public  ser- 
vice projects.”  The  designation  came 
from  the  American  Academy  of  Oph- 
thalmology (AAO)  at  its  leadership 
conference  earlier  this  year.  John  T. 
Dugan  II,  MD,  Corpus  Christi,  presi- 
dent of  TOA,  was  recognized  at  the 
AAO  annual  meeting  in  October. 

One  of  12  state  societies  recog- 
nized, TOA  met  criteria  for  the 
award  that  included  having  at  least 
75%  of  Texas  ophthalmologists  as 
full  dues  paying  members.  TOA  has 
more  than  700  members. 

Both  TSIM  and  TOA  are  admin- 
istered through  the  Texas  Medical 
Association’s  department  of  special- 
ty societies  administration,  which 
provides  a range  of  management  ser- 
vices to  15  Texas  specialty  societies. 
Donna  Parker  is  executive  staff  for 
TSIM  and  Sandy  Choate  serves  as 
executive  staff  for  TOA. 

Leadership 
conference  open  to 
all  TMA  members 

Your  next  chance  to  get  the  in- 
side scoop  on  some  of  the 
toughest  issues  facing  the  medical 
profession  is  February  29,  1992,  at 
TMA’s  Winter  Leadership  Conference. 
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New  800  number  is  latest  TMA  member  benefit 

diking  to  TMA”  is  about  to  join  the  list  of  things  in  life  that 
H are  free. 

On  January  1,  1992,  TMA  will  begin  advertising  its  new  toll-free  phone 
number  for  members  only. 

Members  may  use  the  number  to  reach  any  department  at  the  association 
through  the  TMA  switchboard.  Alternately,  members  may  continue  to  use 
the  regular  main  TMA  number,  (512)  370-1300,  or  the  direct-to-desk  phone 
lines  of  individual  TMA  staff  members. 

The  toll-free  number  will  be  announced  next  month  in  Texas  Medicine 
and  Action,  and  will  be  published  each  month  in  the  masthead  of  Texas 
Medicine  on  p 4. 


Scheduled  at  the  Stouffer  Austin 
Hotel  in  Austin,  the  conference  will 
! present  expert  speakers,  panels,  and 
special  workshops.  Daniel  H.  John- 
son Jr,  MD,  of  Louisiana,  speaker  of 
the  AMA  House  of  Delegates,  is 
among  confirmed  participants. 

There  is  no  registration  fee  for 
TMA  members  and  association  guests. 

For  further  information  on 
the  conference,  see  next  month’s 
Texas  Medicine,  or  contact  Jon 
Hornaday,  TMA  Special  Services, 
(512)  370-1345. 

Physicians  Benevolent 
Fund  needs 

your  assistance 

To  the  physicians  and/or  family 
members  who  received  help 
from  the  Physicians  Benevolent  Fund 
in  the  last  30  years,  the  fund  meant 
support  at  a time  of  financial  crisis. 

But  this  year,  because  of  in- 
creased applicants,  fewer  donations, 
and  a decreasing  return  on  its  princi- 
pal, the  Physicians  Benevolent  Fund 
is  facing  a financial  crisis  of  its  own. 
Until  1989,  contributions  were 


sufficient  to  provide  for  assistance 
payments.  However,  contributions 
have  remained  flat  over  the  period 
from  1980  through  1990  while  as- 
sistance payments  have  more  than 
doubled.  (See  graph.) 

As  of  September  1991,  the  fund 
had  received  $52,834  in  contribu- 
tions during  the  year  but  had  pro- 
vided $153,106  in  monthly  assis- 
tance to  19  recipients. 

As  a result  of  contributions 
falling  short  of  assistance  payments 
for  the  second  year  in  a row,  new  re- 


strictions were  placed  on  levels 
of  assistance  to  existing  recipients. 
In  addition,  consideration  of  new 
applicants  is  inhibited. 

Hoping  to  establish  firmer  finan- 
cial footing  for  the  fund,  the  com- 
mittee began  its  annual  fund-raising 
campaign  in  October  with  a goal  of 
$80,000  (up  from  $59,000  in  1990). 

Of  the  19  physicians  and/or  their 
families  who  currently  receive  finan- 
cial assistance  each  month  from  the 
fund,  some  are  elderly  and  not  prac- 
ticing, some  are  disabled  or  suffer 
from  ill  health,  some  are  widowed 
and  raising  families. 

The  Physicians  Benevolent  Fund 
was  established  in  1961  with  a 
$2,500  donation  from  the  late  May 
Owen,  MD,  a Fort  Worth  patholo- 
gist and  past  president  of  the  Texas 
Medical  Association.  The  following 
year  a special  committee  was  formed 
by  the  TMA  House  of  Delegates  to 
oversee  the  establishment  of  the 
fund,  to  determine  standards  of 
need,  and  to  seek  out  physicians  and 
families  in  need  of  assistance. 

Today  the  Joint  Committee  on 
Physicians  Benevolent  Fund  of  TMA 
and  TMAA  is  composed  of  17  mem- 
bers — 9 physicians  and  8 TMA 


Physicians  Benevolent  Fund  contributions  vs  assistance  payments,  1980-1990. 
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Auxiliary  members.  Physician  mem- 
bers are  appointed  by  the  TMA 
president  for  10-year  terms.  Auxil- 
iary members  are  appointed  by  the 
TMAA  president  for  3-year  terms. 
Currently,  the  committee  is  led  by 
Dor  Brown,  Jr,  MD,  of  Fredericks- 
burg, chairman,  and  Martha  Antoni, 
of  Corpus  Christi,  cochairman. 

The  committee  meets  in  Septem- 
ber and  May,  with  cochairmen  act- 
ing on  emergency  applications  in  the 
interim.  Each  applicant  completes  a 
confidential  questionnaire,  which  is 
forwarded  from  TMA  headquarters 
to  the  cochairmen  and  scheduled  for 
review  at  an  upcoming  committee 
meeting.  TMA  membership  during  a 
physician’s  lifetime  is  a prerequisite 
for  benefits  to  a physician  or  his  or 
her  family. 

The  status  of  each  recipient  is  re- 
viewed by  the  committee  every  6 
months  to  certify  that  the  needs  of 
the  individual  are  being  met  and 
that  assistance  is  still  needed.  Ac- 
ceptable expenses  considered  by  the 
committee  include  expenses  for  rent 
or  mortgage;  utilities;  life,  health, 
home,  or  auto  insurance;  medical 
bills;  clothing;  and  food. 

From  1965  through  1990,  the 
nonprofit,  tax-exempt  fund  dis- 
tributed $1,799,873  to  physicians 
and  their  families. 

To  support  the  continuation  of 
this  valuable  service  to  physicians  in 
crisis,  send  a tax-deductible  dona- 
tion, which  may  include  honorary  or 
memorial  contributions,  to  the 
Physicians  Benevolent  Fund,  Texas 
Medical  Association,  401  W 15th 
St,  Austin,  TX  78701.  For  further 
information  on  the  fund,  contact 
Suzanne  Aldrich,  (512)  370-1470. 


A CLOSE  LOOK  AT  BONE 
MARROW  TRANSPLANTATION 
BY  DAY..^ 


FIESTA  BY  NIOHT! 


APRIL  23,24,25,  1992 


"CONTROVERSIES  IN 
BONE  MARROW  TRANSPLANTATION" 


Keynote  Address:  E.  Donnall  Thomas,  M.D.,  Nobel  Laureate 


Join  us  for  an  enlightening  symposium  on  current  bone  marrow  transplantation 
issues.  This  symposium  is  designed  in  a point-counterpoint  format  to  stimulate 
discussion  on  the  following  controversial  issues: 

Breast  Cancer:  “Should  High  Dose  Therapy  Be  Used  To  Treat  These  Patients?” 

Marrow  Purging:  “Is  It  Indicated  In  Autologous  Marrow  Transplantation  For  AML?” 

Hodgkin's  Disease:  “Should  All  Relapsed  Patients  Be  Transplanted?” 

Donor  Selection:  “Is  Autologous  Or  Matched  Unrelated  Donor  Marrow 

Preferable  When  No  Matched  Related  Donor  Is  Available?” 

Be  sure  to  take  advantage  of  San  Antonio’s  Fiesta  activities.  Early  registration  is  a must. 
Hotels  fill  up  quickly.  For  registration  information  call  Methodist  Hospital  HealthLine 

(512)  692-4884  collect. 

Methodist  Hospital 

San  Antonio,  Texas 

Sponsored  by  the  Cancer  Center  at  Methodist  Hospital 
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THE  AIR  INSIDE  THE  BMW 
IS  ACTUALLY  CIEANER. 


It  would  hardly  seem  possible  for  a speck  of 
dust  to  jeopardize  a ton  or  more  of  complex 
machinery.  Yet  imagine  the  consequences  of 
suffering  eye  irritation,  while  facing  a blinding 
sunset  on  a two-lane  mountain  highway 
One  good  reason  why  every  1992  BMW* 
is  equipped  with  an  ingenious  microfiltration 
unit  that  removes  impurities  from  the  cabin 
before  they  reach  the  occupants. 

Including  such  atmospheric  annoyances 
as  dust,  pollen,  plant  spores  and  seeds. 

As  well  as  bacteria,  insecticide  spray,  ex- 


haust fumes  and  other  rather  unsavory  odors 
The  net  result  is  an  interior  that  demands 
noticeably  less  cleaning  due  to  dust  buildup. 
And  a driving  environment  that  minimizes 
the  chance  of  distractions  while  it  maximizes 
protection  against  hazards. 

For  a test  drive,  visit  your  local  authorized 
BMW  dealer  at  your  very  earliest  convenience. 

We  think  you’ll  find  that  the  only 
thing  breathtaking  about  driving  a 
BMW  will  be  its  performance. 

THE  ULTIMATE  DRIVING  MACHINE: 


VISIT  YOUR  AUTHORIZED  BMW  DEALER.  OR  FOR  MORE  INFORMATION,  CALL  1-800-334-4BMW. 


Dr  Ruby  Lowry: 
physician  to  two 
cultures  for  half 
a century 

By  Joseph  M.  Abell,  Jr,  MD 

Austin  Orthopaedic  Clinic, 

3100  Red  River,  Austin,  TX  78705. 

Ruby  South  Lowry,  MD,  93-year- 
old  Laredo  physician,  personifies 
“Physicians  Caring  for  Texans.  ” A 
health-care  legend  on  the  border  be- 
tween the  United  States  and  Mexico, 
Dr  Ruby,  as  she  is  known,  has 
struggled  with  border  health  prob- 
lems for  more  than  60  years,  and 
applauds  TMA  for  making  this  a 
priority  public  health  concern. 

■ don’t  remember  the  name  of  the 
restaurant;  I don’t  even  recall 
which  side  of  the  Rio  Grande  it  was 
on.  Dr  Ruby  doesn’t  either.  But  we 
both  remember  that  our  meal  was 
interrupted  by  a frantic  messenger 
with  news  of  imminent  joy  — or 
possible  disaster  — an  outcome 
hinging  on  the  skill  and  generosity 
of  this  gifted  woman. 

She  rose  to  her  full  5-foot  height 
with  dignity,  lifted  an  enormous 
purse  that  also  served  as  her  “doc- 
tor’s bag,”  and  followed  the  mes- 
senger to  his  ancient  car,  quickly 
but  unhurriedly.  We  watched  them 
drive  away,  then  returned  to 
our  cahrito,  frijoles,  and  ensalada 
under  a canopy  of  palm  leaves 
that  were  rustling  softly  in  the 
light  breeze. 

Next  morning,  as  she  served  us 
breakfast.  Dr  Ruby  told  us  she’d  as- 
sisted a midwife  with  a difficult  de- 
livery and  taken  mother  and  baby 
along  to  the  hospital  to  continue 
their  care.  Dr  Ruby  South  Lowry 
has  repeated  this  scene  12,000  times 
in  Laredo;  she’s  delivered  enough 
babies  to  populate  a city  larger  than 


most  South  I 
Texas  towns.  It  1 
is  said  that  la 
partera  Jesusita 
Aragon  may 
have  delivered 
this  many  ba- 
bies in  New 
Mexico,  over  a 
70-year  period, 
but  these  de- 
liveries are  not 
documented  (1). 

Although  Dr 
Ruby  is  best 
known  for  her 
obstetric  accom- 
plishments, she 
also  served  patients  as  diagnostician, 
surgeon,  psychologist,  and  anesthe- 
siologist. During  the  early  years  of 
her  60-year  medical  career,  she  gave 
anesthesia  for  surgical  and  obstetri- 
cal procedures,  often  for  those  per- 
formed by  her  husband.  Elevated  on 
a platform,  she  stood  across  the  op- 
erating table  to  assist  surgeons  with 
operations,  and  later  performed  a 
full  array  of  general  surgical  proce- 
dures herself,  including  a radical 
mastectomy  for  a patient  she  re- 
members well.  “I  always  felt  that  ev- 
erything possible  should  be  done  to 
remove  all  traces  of  a proven  cancer, 
and  although  the  Halsted  operation 
was  a rough  procedure  on  a patient, 
it  was  the  best  thing  we  knew  to  do 
at  the  time,”  she  said. 

Dr  Ruby  says  her  proudest  mo- 
ment occurred  when  she  assisted  her 
son.  Dr  Tim  Lowry,  an  Austin  ortho- 
pedic surgeon,  with  a spine  instru- 
mentation and  fusion  for  scoliosis. 

Born  in  Bryan,  Tex,  in  1898, 
Ruby  South  lived  on  the  campus  of 
Texas  A&M  where  her  father  was 
teaching.  One  of  six  children.  Ruby 
was  the  house  doctor  for  people  and 
pets  alike  in  her  family.  “I  removed 


This  photograph  of  Ruby 
South  Lowry  probably  dates 
from  her  UTMB  medical 
school  days. 


In  this  1985  photograph.  Dr  Lowry 
models  a dress  from  the  1 880s. 


all  the  splinters,  bandaged  the  cuts 
and  bruises,  and  cared  for  the  ani- 
mals too,”  she  said. 

She  was  graduated  from  Rice  Uni- 
versity in  1919  in  the  first  Rice  class 
to  complete  a 4-year  curriculum.  She 
worked  as  a teaching  assistant  in  the 
biology  department  at  Rice,  and  later 
as  a school  nurse  and  director  of 
physical  training  in  Orange,  Tex. 

Ruby  South  was  born  at  the  time 
US  medical  schools  were  graduating 
their  first  female  physicians  (2).  A bi- 
ologist by  nature,  a scientist  by  train- 
ing, she  was  determined  to  be  a 
physician.  She  was  one  of  only  two 
women  graduates  in  the  class  of  1924 
of  The  University  of  Texas  Medical 
School  at  Galveston. 

She  married  Dr  Willis  E.  Lowry, 
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Jr,  a classmate  whose  father  was  an 
established  physician  in  Laredo.  Be- 
fore the  Doctors  Lowry  returned  to 
Laredo,  they  worked  in  state  hospi- 
tals in  San  Antonio  and  Austin. 
Then,  in  1926  they  made  Laredo 
home,  and  Willis  practiced  medicine 
with  his  father,  while  Ruby  com- 
bined part-time  practice  with  raising 
her  five  children,  a feat  which 
earned  her,  years  later,  her  favorite 
award,  “Laredo  Mother  of  the 
Year”  in  1960. 

When  Willis  died  in  1937,  Dr 
Ruby  had  to  practice  medicine  full- 
time, and  it  was  then  that  the  awe- 
some stamina  of  this  tireless  diminu- 
tive physician  became  apparent. 
Between  1941  and  1943,  most  of  the 
area  doctors  left  for  service  in  World 
War  II,  and  Dr  Ruby  began  teaching 
women  to  go  to  the  hospital  for  de- 
livery. Home  delivery  had  been  the 
custom  in  Laredo,  and  Dr  Ruby  had 
no  quarrel  with  parteras  “so  long  as 
they  kept  their  tools  in  their  bags 
sterile,”  but  there  were  simply  too 
many  complications  and  difficult  de- 
liveries to  manage  at  home,  and  too 
few  physicians  to  help  out. 

During  this  particularly  busy  era, 
she  earned  the  lasting  respect  of  her 
peers,  who  awarded  her  a deer  rifle 
at  her  retirement  in  1987  so  she 
could  continue  her  favorite  sport. 
And  at  89  she  shot  her  last  buck  in 
Webb  County,  a tradition  she’s  con- 
tinued each  fall  for  more  years  than 
she  can  remember.  “This  is  one  of 
the  great  things  about  being  re- 
tired,” she  told  me.  “I  was  always 
around  delivering  babies  while  ev- 
eryone else  was  out  hunting.  Now,  I 
have  time  to  hunt.” 

A profession  increasingly  depen- 
dent on  mechanical  diagnostic  tech- 
niques can  learn  something  from  Dr 
Ruby  — something  about  empathy 
and  listening  to  patients  (3),  some- 
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thing  about  accepting  unique  ethnic 
differences  in  the  borderlands  (4). 
Physicians  who  understand  how  pa- 
tients of  another  culture  perceive  ill- 
ness are  better  prepared  to  care  for 
them.  Like  Dr  Joaquin  Cigarroa,  also 
of  Laredo,  and  Dr  Mario  Ramirez  of 
Rio  Grande  City,  Dr  Lowry  is  a pro- 
fessional pioneer,  a scientific  bridge 
between  folk  medicine  and  the  best 
modern  Western  medicine,  a medical 
link  between  two  cultures  (5).  She 
knows  her  patients  and  understands 
why  they  often  turn  to  her  only  when 
curanderismo  (folk  medicine)  fails 
(6,7).  She  knows  that  delivering  ba- 
bies has  been  the  work  of  self-taught 
women  practitioners,  sometimes  with 
catastrophic  results.  She  educated  the 
dual  community  she  served  in  the  im- 
portance of  going  to  a hospital  for 
delivery.  And  she  was  influential  in 
identifying  and  addressing  some  of 
the  cross-cultural  issues  in  maternal 
and  child  health,  in  education,  and  in 
border  economics,  that  now  are 
prominent  social  concerns  on  both 
sides  of  the  Rio  Bravo  (8,9). 

The  Texas  Legislature,  in  its  last 
regular  session,  passed  HB47,  a bill 
written  to  improve  the  regulation  of 
lay  midwifery  and  to  train  its  practi- 
tioners to  recognize  its  proper  place 
in  border  health  care.  This  debate.  Dr 
Lowry  and  TMA  feel,  can  help  identi- 
fy and  correct  some  poor  nonprofes- 
sional practices  with  better  maternal 
and  child  health  education  (10). 

Ruby  Lowry,  MD,  has  been  hon- 
ored by  her  fellow-physicians  and  by 
a grateful  community,  as  summa- 
rized in  a special  supplement  to  the 
Laredo  Morning  Times  on  April  29, 
1987,  “Dr  Ruby  S.  Lowry  Day.” 
She’s  a powerful  combination  of 
General  Norman  Schwarztkopf  and 
Mother  Teresa,  and  no  less  deserv- 
ing of  enduring  love  and  respect  in 
the  eyes  and  hearts  of  her  patients. 
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Newsmakers 

Jim  Bob  Brame,  MD,  Eldorado  fam- 
ily physician  and  a past  president  of 
the  Texas  Medical  Association,  has 
been  elected  by  the  Texas  Medical 
Foundation  to  its  board  of  trustees. 

Milton  V.  Davis,  MD,  Kaufman  tho- 
racic surgeon,  has  been  named  a 
Paul  Harris  Fellow  by  the  Rotary 
Club  of  Cedar  Creek  Lake. 

Stephen  Z.  Fadem,  MD,  has  been 
awarded  the  Myron  D.  Jenkins 
Award,  the  National  Kidney  Foun- 
dation’s highest  honor.  Dr  Fadem  is 
a nephrologist  at  St  Luke’s  Episcopal 
Hospital  and  is  a past  recipient  of 
the  National  Kidney  Foundation’s 
Distinguished  Service  Award. 

Jack  T.  Hoiiaday,  MD,  has  been  ap- 
pointed as  the  first  holder  of  the 
A.G.  McNeese,  Jr,  Professorship  in 
Ophthalmology  at  The  University  of 
Texas  Medical  School  at  Houston. 
Dr  Hoiiaday  is  a clinical  professor 
of  ophthalmology  at  the  medical 
school  and  director  of  Hermann  Eye 
Center’s  Low  Vision  Unit. 

Dilip  j.  Karnik,  MD,  has  been  cho- 
sen  for  excellence  in  resident  teach- 
ing for  1991  by  residents  of  Austin 


Please  let  Texas  Medicine  know 
about  your  honors  and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  sec- 
tion are:  TMA  member;  election  or  appoint- 
ment to  an  office  of,  or  honors  from,  a na- 
tional or  state  organization;  or  space 
permitting,  recognition  at  the  local  level. 
Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  edi- 
tor. Submit  items  for  consideration,  with  pho- 
tos if  possible,  to  People,  Texas  Medicine, 
401  West  15th  St,  .Austin,  TX  78701. 
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Psychiatry  Residency  Program.  Dr 
Karnik  is  a pediatric  neurologist 
with  Austin  Neurological  Clinic 
and  is  director  of  pediatric  neurolo- 
gy at  Children’s  Hospital  of  Austin 
at  Brackenridge. 

Charles  A.  LeMaistre,  MD,  presi- 
dent of  The  University  of  Texas 
M.D.  Anderson  Cancer  Center,  has 
been  awarded  the  1991  People  of 
Vision  award  by  the  Texas  Society 
to  Prevent  Blindness.  He  was  cited 
for  his  efforts  to  improve  health  care 
and  health  education  in  Texas. 

Three  physicians  at  The  University 
of  Texas  Southwestern  Medical  Cen- 
ter have  been  named  Ashbel  Smith 
Professors  by  The  University  of 
Texas  System  Board  of  Regents.  The 
Ashbel  Smith  Professorship  is  one  of 
the  highest  honors  the  UT  System 
can  bestow,  and  is  named  in  honor 
of  the  Board  of  Regents’  first  chair- 
man and  founder  of  The  University 
of  Texas.  Named  to  this  professor- 
ship are  Philip  O’Bryan  Mont- 
gomery, Jr,  MD,  cancer  researcher 
and  professor  of  pathology  at  The 
University  of  Texas  Southwestern 
Medical  Center,  Jack  Reynolds, 
MD,  professor  and  vice  chairman  of 
the  department  of  radiology,  and 
Vernie  Stembridge,  MD,  professor 
of  pathology. 

George  N.  Peters,  MD,  Dallas  gen- 
eral surgeon,  was  elected  president 
of  the  American  Cancer  Society, 
Texas  Division,  at  the  society’s  46th 
annual  meeting  in  Austin. 

Obituaries 

Felix  Shelley  Bambace,  MD,  85; 

San  Antonio;  Georgetown  Universi- 
ty School  of  Medicine,  1932;  died 
September  3,  1991. 
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Richard  McClary  Burgess,  Jr,  MD, 

66;  San  Antonio;  The  University  of 
Texas  Medical  Branch  at  Galveston, 
1956;  died  August  14,  1991. 

Donald  Floyd  Davis,  MD,  56; 

Drumwright,  Okla;  The  University 
of  Texas  Southwestern  Medical 
School,  1962;  died  August  13,  1991. 

Adalbert  Louis  Dippel,  MD,  90; 

Houston;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1928; 
died  September  6,  1991. 

Hazel  Irene  Montgomery,  MD,  80; 

Tyler;  University  of  Oklahoma 
School  of  Medicine,  1941;  died 
September  3,  1991. 

Earl  Murphy  Olmstead,  MD,  58; 

Belton;  The  University  of  Texas 
Southwestern  Medical  School,  1957; 
reported  deceased. 

Paul  Joseph  Radlet,  MD,  62;  Cor- 
pus Christi;  University  of  Wisconsin 
Medical  School,  1955;  died  Septemi- 
ber  3,  1991. 

William  Mack  Routon,  MD,  82;  Kil- 
gore; Tulane  University  School  of 
Medicine,  1931;  died  August  15, 
1991. 

John  Daniel  Stepan,  MD,  68;  El 

Campo;  St  Louis  University  School  of 
Medicine,  1946;  reported  deceased. 

Roy  Delbert  Wagoner,  MD,  68;  Gar- 
land; The  University  of  Texas  South- 
western Medical  School,  1954;  died 
August  6,  1991. 

Charles  Monroe  Wilson,  MD,  73; 

Dallas;  Tulane  University  School  of 
Medicine,  1943;  reported  deceased. 
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At  API,  we  pride  ourselves  on  being  profes- 
sional. We  dress  like  professionals  dress,  we  have 
genteel  manners,  and  we  do  what  professionals 
do.  But  when  claims  are  filed  against  our  Mem- 
bers, we  become,  well ...  you  get  the  picture. 

Of  course,  when  claims  have  merit  they  are 
settled  fairly  and  expeditiously.  When  it's  neces- 
sary to  go  to  trial,  however,  we're  at  our  best 
there,  too.  We  thoroughly  investigate  the  facts, 
utilize  the  best  attorneys,  and  tenaciously  defend 
our  Members. 


This  tradition  has  existed  since  1975,  when  API 
was  formed  by  a group  of  doctors  who  wanted 
better  malpractice  defense  than  they  were  getting. 
Since  then,  it's  gotten  us  a 90%  win  ratio  in  court, 
with  70%  of  our  claims  resulting  in  no  payment  to 
the  plaintiff. 

It's  important  to  be  professional.  But  when 
your  medical  future  is  on  the  line,  a little  aggres- 
siveness by  your  malpractice  carrier  can  come  in 
handy.  Call  us.  We  care. 


American  Physicians 
Insurance  Exchange 

1301  S.  Capital  of  Texas  Hwy.,  Suite  B-320 
Austin,  Texas  78746 


800-252-3628 

In  San  Antonio:  Bill  Sweet(5 12)545-7533 


//...Neither  of  these  hooks  [PDR  and  USP  Dl]  quite  fills  the 
same  niche  as  AMA  DE.  Although  all  three  are  authoritative, 
the  all-star  cast  of  several  hundred  consultants  for  AMA  DE 
would  be  difficult  to  match.  If  one  were  to  settle  on  a single 


volume,  it  would  be  AMA  PE. 
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-Leo  E.  Hollister,  MD,  The  University  of  Texas  Medical  School,  Houston 
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Select  Drug  Evaluations  Subscription,  a loose-leaf  format  that 
includes  99  chapters,  three  binders,  a slipcase  and  three  quarterly 
updates  including  the  DE  Monitor  newsletter.  Order  #:  NR000I17. 

AMA  Member  $116.  Nonmember  $145. 

Or  choose  Drug  Evaluations  Annual  1992,  a single-volume,  hardbound  text 
published  in  December.  Order  #:  OP02S59I.  AMA  Member  $75. 
Nonmember  $95. 


JAMA  prefers  Drug  Evaluations. 

And  so  will  you. 

The  only  drug  reference  written  for  the  way 
you  practice  medicine,  Drug  Evaluations  inte- 
grates the  latest  advances  in  comparative  drug 
therapy  with  the  best  information  on  time-tested 
dmgs,  new  drugs,  new  research,  new  approaches 
to  treatment  and  many  drugs  not  covered  in 
the  PDR  '.' 


As  a special  offer  through  January  1, 1992, 
you’ll  receive  the  American  Medical  Association 
(AMA)  member  discount  of  20%  on  your  selected 
format  of  Drug  Evalua  tions. 

To  order— or  for  more  information— call 

1-800-621-8335. 

Visa,  MasterCard,  American  Express  and  Optima  are  accepted. 

’Plus  sales  tax,  where  applicable. 
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Puzzled? 


How  do  you  choose  who  can  provide  the  best  solution  to  your 
medical  liability  insurance  puzzle?  As  "Partners  in  Trust", 
TMLT  can  work  with  you  to  address  your  particular  medical 
liability  insurance  needs. 


Over  the  past  eleven  years,  TMLT  has 
carefully  constructed  a philosophy  of 
"Partners  in  Trust",  designing  our  prod- 
ucts and  services  to  meet  changing  poli- 
cyholder needs  in  a dynamic  liability 
environment.  At  the  same  time,  we  have  . 
remained  focused  on  the  fundamental 
concepts  that  make  us  strong  without 
compromising  our  unwavering  commit- 
ment to  our  policyholders.  Our  reputation 
has  been  built  on  the  sound  fundamentals 
of  stability,  integrity,  and  a value-added 
hands-on  approach  to  service. 


If  you  are  struggling  to  piece  together  a 
sound  medical  liability  insurance  pic- 
ture, compare  the  quality  and  scope  of 
TMLT's  products  and  services: 

e Reduced  Cost  Tail  Coverage 

• Opportunities  for  Premium  Discount 
e New  Master  Policy  Designed  for 

Groups 

e Strong  Claims  Management  and 
Defense 

• Loss  Prevention  Programs 

e Optional  Prior  Acts  Coverage 
e Non-assessable  Policies 


TEXAS  MEDICAL  LIABILITY  TRUST 


For  further  information,  contact  Marketing  and  Development,  P.O.  Box  14746,  Austin,  Texas  78761 

STATEWIDE  SERVICES  CENTER:  1-800-580-TMLT  Business  Offices:  512-454-6781 
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Countdown  to  RBRVS: 

Mastering  new  CPT 
codes  may  mean 
increased  Medicare 
reimbursement 

ccv  hrow  out  your  old  coding 
I book.  Learn  Japanese.” 

That’s  the  essence  of  the  message 
to  Texas  physicians  about  the  dra- 
matic changes  coming  January  1 in 
the  Current  Procedural  Terminology 
(CPT)  codes,  says  David  Marcus, 
PhD,  director  of  TMA’s  health  care 
financing  department. 

But  there’s  actually  good  news 
mixed  in  with  the  demand  from  the 
Health  Care  Financing  Administra- 
tion (HCFA)  that  physicians  learn  a 
whole  new  way  of  coding  evaluation 
and  management  services  by  the  be- 
ginning of  the  new  year,  says  Dr 
Marcus.  At  a “train  the  trainers” 
workshop  cosponsored  by  HCFA 
and  the  American  Medical  Associa- 
tion in  late  October  to  introduce 
the  new  coding  system,  HCFA  re- 
leased data  showing  that  Texas 
physicians  as  a whole  have  been  un- 
dercoding visits  in  comparison  with 
physicians  in  other  parts  of  the 
country.  (See  table.) 

And  that,  says  Dr  Marcus,  means 
Texas  physicians  have  an  added 
incentive  to  really  master  the  new 
coding  system,  because  properly 
coded  visits  and  consultations  could 
mean  increased  reimbursements 
from  Medicare,  regardless  of  any  in- 
crease (or  decrease)  resulting  from 
the  conversion  to  Medicare’s  new 
fee  schedule. 

But  learning  the  new  coding 
system  isn’t  something  physi- 
cians and  their  staff  members  will 


Mark  Richardson,  associate  editor,  writes  and  edits  the 
Medical  Economics  and  Science  and  Education  sections  of 
Texas  Medicine. 


find  easy,  says  Dr  Marcus. 

“Everything  you  know  about 
coding  visit  services,  no  matter  what 
the  site  or  service,  is  useless  now,” 
he  says.  “Everything.  It’s  as  if  HCFA 
were  saying  to  doctors,  ‘You  must 
learn  Japanese  by  January  1st  be- 
cause after  then  we  will  no  longer 
accept  communications  in  English 
— and  by  the  way,  the  manual  for 
learning  Japanese  won’t  be  available 
until  February  or  March.” 

The  reference  to  the  manual’s 
availability  touches  a sore  point. 
The  annually  updated  CPT  book. 
Physicians’  Current  Procedural  Ter- 
minology, expected  each  year  on 
December  1,  is  rarely  in  physicians’ 
hands  before  February  or  March. 
The  AMA,  which  publishes  the 
book,  has  changed  distributors  and 
is  promising  faster  shipment  this 
year,  but  even  delivery  in  December 
will  not  give  physicians  much 
chance  to  study  the  new  system. 

And  although  there  are  some 
hopes  for  a “grace  period”  before 


the  new  coding  system  kicks  in, 
HCFA  is  sticking  to  its  claim  that  it 
has  no  authority  to  reimburse  physi- 
cians after  January  1 except  under 
the  new  resource-based  relative  val- 
ue scale  system,  and  that  requires  a 
change  in  CPT  codes. 

Most  other  types  of  physician  re- 
imbursement — through  private  in- 
surance companies,  for  instance  — 
also  will  eventually  be  based  on 
the  new  codes,  but  transition  peri- 
ods of  several  months  are  more  like- 
ly with  those  insurance  companies, 
says  Dr  Marcus. 

While  all  physicians  with  direct 
patient  care  responsibilities  will  be 
affected  by  the  CPT  coding  changes, 
primary  care  physicians  will  feel  the 
changes  most.  But  surgeons  and  oth- 
er procedural  specialists  are  likely  to 
find  proper  coding  of  office  visits 
much  more  important  to  proper  re- 
imbursement than  in  the  past.  Dr 
Marcus  points  out  that  surgeons,  for 
instance,  provide  services  in  their 
offices  but  have  traditionally  looked 


Texas  vs  national  billing  frequencies  for  established  patient  office  visits, 
July  1,1989,  through  June  30,  1990. 
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to  their  surgical  services  to  pay  the 
bills  and  have  not  closely  monitored 
the  coding  of  their  office  visits. 


Documenting  under  the  new  system 

Shifts  in  the  methodology  behind  the 
codes  mean  HCFA  will  expect  physi- 
cians to  change  the  way  they  docu- 
ment the  care  they  provide. 

Seven  “components”  will  guide 
physicians  in  properly  coding  a pa- 
tient visit.  (See  sidebar.)  Dr  Marcus 
says  documentation  for  the  levels 
and  complexity  of  the  first  three 
components  (history,  examination, 
and  medical  decision  making)  will 
be  most  important. 

“What  will  differ  from  the  pre- 
sent is  you  will  need  to  have  some 
indication  that  you  met  each  of 
those  components,”  says  Dr  Mar- 
cus. “I  can  picture  HCFA  looking  at 
a physician’s  documentation  and 
saying,  ‘Well,  the  medical  decision 
making  is  at  the  right  level,  but  there 
isn’t  any  indication  the  physician 
took  any  kind  of  history.’” 

Expectations  are  that  HCFA  will 
randomly  sample  claims  to  assure 
that  physicians  across  the  country 
are  documenting  and  billing  visits 
and  consultations  correctly.  And 
while  they  may  send  “educational 
letters”  when  physicians  bill  the 
wrong  codes,  they  may  not  be  so  pa- 
tient with  physicians  who  bill  using 
the  old  codes,  says  Dr  Marcus. 
HCFA  has  the  option  of  simply 
denying  claims  filed  under  the  old 
system  instead  of  returning  them  for 
proper  coding. 


Supervising  staff  coding 

Making  sure  that  they  and  their 
staff  members  understand  the 
changes  to  the  coding  system  is  a 
“pure  survival  matter”  for  physi- 
cians, says  Dr  Marcus. 

Even  physicians  who  have  had  no 


What  the  new  CPT  codes  look  like 

Gone  is  the  trusty  old  90050.  No  more  “established  patient,  limited 
office  visit.” 

The  familiar  categories  of  “new  patient”  and  “established  patient”  are  still 
around,  but  the  levels  of  service  (brief,  limited,  intermediate,  comprehensive, 
etc)  have  been  transformed  into  a series  of  numbers  in  the  1992  CPT  book. 

“Component”  is  the  concept  to  master  in  order  to  make  sense  of  the 
new  codes. 

For  each  category  of  patient  (new  or  established)  the  series  of  codes  from 
which  to  choose  differ  from  each  other  along  seven  components  (although 
the  first  three  are  considered  the  most  important):  history,  examination,  med- 
ical decision  making,  counseling,  coordination  of  care,  nature  of  the  present- 
ing problem,  and  time. 

Consider  that  you  have  provided  care  to  a new  patient.  Your  choice  of 
CPT  code  will  depend  primarily  on  your  answers  to  three  questions:  What 
type  of  history  did  you  take?  What  was  the  extent  of  the  examination  you 
performed?  and.  How  much  medical  decision  making  was  required? 

The  levels  of  history  and  examination,  which  are  further  defined  in  the 
CPT  book,  are:  problem  focused,  expanded  problem  focused,  detailed,  and 
comprehensive. 

The  levels  of  medical  decision  making  range  from  straightforward 
through  low,  moderate,  and  high  complexity,  and  these  levels  also  are  further 
defined  in  the  new  CPT  book. 

Choosing  the  correct  code  for  a new  patient  visit  requires  that  you  match 
three  out  of  three  of  the  definitions  of  the  key  components  (history,  examina- 
tion, and  medical  decision  making).  For  established  patients,  the  requirement 
is  to  match  only  two  out  of  the  three. 

Persistent  rumors  that  the  new  system  would  require  physicians  to  keep 
track  of  time  spent  in  face-to-face  contact  with  patients  have  been  mostly 
discredited.  While  each  level  of  visit  code  lists  an  average  time,  the  times  are 
present  as  guides,  not  as  absolutes,  says  Dr  Marcus.  And  although  Medicare 
is  likely  to  notice  extremes  such  as  billing  for  12  comprehensive 
examinations  per  hour,  in  general,  time  need  not  be  documented  in  the 
medical  record. 

However,  Dr  Marcus  points  out  one  instance  in  which  it  would  be  to 
physicians’  advantage  to  document  time  and  to  choose  a level  of  code  based 
on  time  spent  with  a patient.  When  more  than  50%  of  a patient  encounter 
involves  either  counseling  or  coordination  of  care,  the  actual  time  spent  can 
be  used  to  choose  a higher  code  than  would  have  otherwise  been  justifiable. 

Among  other  significant  changes  in  the  new  coding  system  is  a changed 
definition  of  “new”  patient:  a new  patient  is  one  who  has  not  received  any 
professional  services  from  the  physician  within  the  past  3 years. 

“The  change  in  the  definition  of  ‘new  patient’  resolves  a lot  of  problems 
that  physicians  have  been  having,”  says  Dr  Marcus,  “and  it  resolves  them  in 
favor  of  the  physician.”  Recognizing  that  a visit  with  a patient  not  seen  in  3 
years  can  require  as  much  from  a physician  as  a visit  with  a new  patient  ac- 
knowledges that  medicine  is  a dynamic  process,  he  says. 

Coding  for  consultation  visits  under  the  new  system  also  has  changed 
considerably.  Among  the  changes:  consultants  who  initiate  follow-up  visits 
with  outpatients  code  those  as  office  visits  for  established  patients,  not  as  fol- 
low-up consultations. 

Among  the  new  modifiers  for  evaluation  and  management  codes  is 
“modifier  21,”  which  physicians  may  use  to  indicate  an  extraordinarily  com- 
plex case  in  which  the  service  performed  was  prolonged  or  greater  than  that 
usually  required  for  the  highest  level  within  a given  category. 
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previous  interest  in  coding  would  be 
well-advised  to  learn  enough  about 
the  new  system  to  oversee  staff 
members  who  code,  since  the  poten- 
tials exist  both  for  increased  reim- 
bursement and  for  total  chaos. 

And  despite  the  persistent  rumors, 
there  aren’t  any  workable  shortcuts. 

“It  will  not  work,  it  simply  will 
not  work  to  ‘crosswalk’  existing 
codes  to  one  or  two  new  codes,”  says 
Dr  Marcus.  “Physicians  who  say, 
‘Well,  I usually  bill  at  the  90050  level 
and  I’m  going  to  identify  an  equiva- 
lent code  and  bill  that,’  are  either  go- 
ing to  find  themselves  going  broke  or 
in  deep  trouble  with  Medicare.” 

Dr  Marcus  says  physicians  whose 
coding  and  documentation  practices 
don’t  match  the  new  system  may 
well  find  themselves  in  situations 
similar  to  what  he  describes  as  the 
saddest  physician  vs  Medicare  sce- 
narios he  has  seen  in  recent  years: 
the  cases  of  physicians  being  forced 
to  refund  $30,000  or  $40,000  to 
Medicare  because  of  findings  that 
they  have  been  consistently  upcod- 
ing  claims.  When  Medicare  sees  that 
a physician’s  billing  profiles  differ 
from  those  of  his  or  her  peers,  they 
can  ask,  for  example,  for  documen- 
tation of  a sample  of  200  intermedi- 
ate level  visits  over  a 3-year  period. 
But  if  they  determine  that  a 
significant  percentage  of  those  visits 
should  be  downcoded  to  limited  vis- 
its, Medicare  extrapolates  that  per- 
centage to  the  total  number  of  inter- 
mediate visits  over  the  period  and 
requires  the  physician  to  return  the 
difference  on  all  of  the  visits. 

So,  despite  the  possibility  that 
Texas  physicians  as  a whole  have 
been  undercoding.  Dr  Marcus  stress- 
es the  need  for  physicians  to  make 
sure  that  the  coding  done  by  staff 
coincides  with  what  is  documented 
in  the  medical  record. 
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Coping  with  chaos 

“In  many  ways  this  may  ultimat- 
ely be  a much  better  and  simpler 
system  of  coding,”  says  Dr  Marcus, 
“but  the  problem  is  the  appalling 
rate  of  change  that  is  being  expected 
of  physicians  in  such  a short  period 
of  time. 

“In  the  past  few  years,  physicians 
have  had  tremendous  managerial 
burdens  imposed  on  them  by  Medi- 
care and  Medicaid.  The  government 
seems  to  have  this  fantasy  that  all 
physicians  have  extensive  staffs  of 
MBAs  and  CPAs  to  immediately  an- 
alyze all  proposed  changes  and 
maintain  their  office  systems.  The 
truth  is  that  most  physicians  have 
only  rudimentary  managerial  capa- 
bilities within  their  offices.” 

Texas  physicians’  best  strategy 
for  coping  with  the  expected  period 
of  chaos  is  to  pay  close  attention  to 
materials  from  TMA  about  tbe  cod- 
ing changes,  says  Dr  Marcus.  In  late 
October,  the  association  also  was 
planning  workshops  around  the 
state  in  January  1992  that  address 
coding  changes  in  depth. 

But  Dr  Marcus  recommends  that 
physicians  closely  scrutinize  adver- 
tisements for  workshops  and  materi- 
als purporting  to  help  them  prepare 
for  the  coding  changes.  He  says  the 
information  needed  to  present  useful 
workshops  and  materials  has  only 
recently  become  available  to  a very 
limited  number  of  people,  since  edu- 
cating consultants  has  been  a low 
priority  with  HCFA  and  the  Medi- 
care carriers. 


Countdown  to  RBRVS: 

Group  practices 
prepare  for  lower 
revenues 

Group  practices  across  Texas 
are  gearing  up  for  Medicare’s 
resource-based  relative  value  scale 
payment  system  in  1992,  and  con- 
sidering various  ways  to  cope  with 
expected  decreases  in  revenue. 

Most  group-practice  administra- 
tors expect  Medicare’s  new  fee 
schedule  to  take  a sizeable  bite  out 
of  their  bottom  lines  in  the  coming 
year.  But,  they  say,  how  much  it 
takes  will  depend  on  how  high  a 
percentage  of  the  practice’s  billing  is 
Medicare,  and  what  steps  they  take 
to  reduce  overhead  and  other  costs. 

In  late  October,  physicians  and 
administrators  were  still  waiting  for 
publication  of  the  final  conversion 
factors  for  RBRVS.  Early  figures  re- 
leased by  the  Health  Care  Financing 
Administration  showed  a 16%  de- 
crease in  overall  payments  to  physi- 
cians, even  though  a “zero-based” 
budget  had  been  negotiated  between 
the  American  Medical  Association 
and  the  agency.  After  a fire  storm  of 
protest  from  physicians  across  the 
country,  HCFA  agreed  to  reassess 
the  payment  schedule,  but  at  press 
time,  most  experts  considered  feder- 
al legislation  the  best  chance  for  im- 
provement in  the  conversion  factor. 

Both  cutting  expenses  and  in- 
creasing market  share  — two  ap- 
proaches used  by  most  businesses 
when  facing  revenue  losses  — are 
being  considered  by  group-practice 
administrators.  Finding  ways  to  cut 
overhead  and  expenses  and  looking 
for  opportunities  to  “grow  their 
businesses”  by  increasing  patient 
loads  and  expanding  the  group  prac- 
tices are  being  discussed. 
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John  Myler,  administrator  for  the 
Wichita  Falls  Clinic,  a 50-physician 
practice,  said  his  group  has  been 
preparing  for  physician  payment  re- 
form for  some  time  now. 

“We  have  been  using  several 
strategies,  one  of  which  was  to  ana- 
lyze the  impact  to  the  clinic.  We’re 
entering  the  fee  schedule  into  a 
spreadsheet  that  takes  our  1991 
Medicare  procedures  by  volume 
times  the  old  1991  limiting  charge 
amount,”  he  said.  “From  that,  we 
are  extrapolating  that  if  in  1992  we 
do  exactly  the  same  amount  of 
Medicare  procedures  and  similar 
volume  with  the  new  RBRVS  fee 
schedule,  we  know  — by  doctor  — 
what  the  actual  dollar  amount  is.  In 
our  practice,  it  will  amount  to  about 
an  $850,000  loss  in  revenue,  if  we 
mirror  what  we  did  in  ’91.” 

Mr  Myler  then  ran  those  num- 
bers through  his  clinic’s  physician 
income  distribution  formula  to  de- 
termine the  individual  impact  on 
each  doctor. 

“We  shared  that  information  with 
the  doctors,”  he  said.  “After  they  got 
through  being  upset,  we  sat  down 
and  said,  ‘All  right,  what  is  an  appro- 
priate business  strategy.^  What  oppor- 
tunities exist  in  this  change  for  us  to 
increase  our  market  share,  to  bring  in 
new  services,  to  recruit  new  doctors 
in  areas  where  we  need  them?’ 

“I  think  the  progressive  posture 
in  all  of  this  payment  reform  is  for 
group  practices  to  look  carefully  at 
opportunities  and  to  analyze  those 
opportunities  for  increasing  their 
business,”  he  said. 

David  Manning,  chief  administra- 
tor of  the  Medical  Arts  Clinic  in  Cor- 
sicana, said  his  group,  which  derives 
almost  50%  of  its  revenues  from 
Medicare  and  Medicaid,  is  planning 
mainly  belt-tightening  measures. 

“We’re  preparing  our  budgets  on 
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a little  more  stringent  basis,”  he 
said,  adding  that  some  specialties 
will  be  heavily  affected.  “Internal 
medicine  is  going  to  take  a hit  from 
RBRVS  [unless  the  conversion  factor 
is  increased],  and  some  surgery 
groups  will  be  hit  pretty  good  too: 
ophthalmology,  urology,  general 
surgery,  and  orthopedic  surgery.” 

Mr  Manning  said  a shift  in 
philosophy  regarding  support  staff 
may  be  one  step  to  mitigate  the  im- 
pact of  RBRVS. 

“We  hired  one  physician’s  assis- 
tant in  1989,  and  since  then  we  hired 
three  more.  They  are  assisting  us  with 
Medicaid  and  walk-in,  new  patients. 
That  could  be  something  we  might  do 
in  a bigger  way  next  year,”  he  said. 

Another  clinic  that  gets  about 
half  its  revenue  from  Medicare  and 
Medicaid  is  the  Medical  and  Surgi- 
cal Clinic  in  Tyler. 

“We  did  some  projections,  and 
on  at  least  the  initial  conversion  fac- 
tors, we  are  expecting  maybe  a 9% 
reduction  in  revenues,  overall,”  said 
Bob  Felix,  administrator  of  the  12- 
physician  practice. 

Even  group  practices  that  do  not 
have  a large  percentage  of  Medicare 
patients  are  feeling  the  effects  of  the 
coming  change. 

Breaux  Castleman  at  Kelsey-Sey- 
bold  Clinic,  a practice  with  155 
physicians  in  Houston,  said  his  prac- 
tice is  limited  to  less  than  4%  Medi- 
care, but,  “We’re  already  beginning 
to  see  PPOs  bringing  in  price  lists 
that  are  identical  (to  RBRVS),  so  the 
handwriting  is  on  the  wall. 

“What  we  have  begun  to  do  is 
bring  our  pricing  into  line  with  the 
relative  value  scale,  which  is  to  say 
that  if  they  believe  a chest  x-ray  is  a 
1 and  a CAT  scan  is  an  800,  we  take 
a look  at  our  pricing  to  see  that 
there  is  a 1 to  800  relationship  be- 
tween the  procedures.” 
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HMSS  members  list  top 
concerns  in  survey 

Inadequate  revenue  and  reim- 
bursement, particularly  from 
Medicare  and  Medicaid  payments, 
are  the  main  concerns  voiced  by  re- 
spondents in  a recent  survey  of 
TMA’s  Hospital  Medical  Staff  Sec- 
tion (HMSS)  membership. 

The  survey,  distributed  to  395 
HMSS  members  in  the  September 
MedicalStaff  Bulletin,  questioned 
members  on  their  perceptions  of 
critical  issues  facing  medical  staffs, 
and  critical  issues  facing  hospitals. 

“The  survey  was  designed  to  help 
TMA  staff  determine  HMSS’  priori- 
ties,” said  Karen  Batory,  TMA’s 
HMSS  staff  liaison.  “It  will  also  pro- 
vide a focus  for  the  executive  coun- 
cil for  planning  purposes.” 

Medical  staff  from  smaller  hospi- 
tals regard  inadequate  reimburse- 
ment, especially  from  Medicare  and 
Medicaid,  and  the  difference  paid  in 
rural  areas  as  the  most  critical  issues 
confronting  them.  Other  concerns 
listed  were  recruitment  of  physicians 
and  nurses  for  their  hospitals,  in- 
creasing government  intervention 
with  accompanying  hassle  factors, 
and  professional  liability. 

In  contrast,  medical  staff  from 
larger  hospitals  listed  credentials 
and  privileges  as  the  most  critical  is- 
sues, followed  by  peer  review.  Medi- 
care and  Medicaid  reimbursement, 
and  professional  liability. 

When  asked  about  the  critical  is- 
sues facing  their  hospitals,  medical 
staffs  cited  inadequate  revenue  and  re- 
imbursement from  all  sources  as  their 
top  concern,  along  with  financial  via- 
bility and  the  nursing  shortage.  Staff 
from  smaller  hospitals  also  listed 
physician  recruitment,  while  those 
from  larger  hospitals  were  concerned 
with  emergency  room  coverage. 
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a special  workshop  series 


RBRVS; 
The  New 
Coding 
System 


c\o\ 


^Tes 

Et 


0^ 


TexasMedical 

Association 


PHYSICIANS  CAPiNG  FOP  .TEXANS 


What’s  Coming  January  1992 

CPT 1992  does  away  with  all  the  old, 
familiar  visit  and  consultation  codes 
and  replaces  them  with  a totally  new 
set  of  codes  - along  with  a completely 
new  way  of  documenting  your  “evalua- 
tion and  management*  services. 

Medicare  will  accept  only  new  codes 
after  January  1,1992.  It  will  be  “use 
the  new  codes  - or  refile  for  your  money’ 
These  changes  can  overwhelm  your 
ofBce  staff  with  re-coding  and  re- 
submitting claims-and  may  drastically 
impact  your  cash  flow. 

Help  is  here! 

TMA  is  offering  a special  introduction 
to  the  new  coding  system.  Harold 
Whittington,  of  Harold  Whittington  & 
Associates,  will  conduct  14  workshops 
throughout  Texas  to  educate  you  and 
your  office  staff: 

■ Learn  when  the  amount  of  time  you 
spend  with  the  patient  influences 
your  coding  of  visits 

. Learn  the  7 KEY  COMPONENTS 
that  determine  the  level  of  service 

■ Learn  how  to  document  accurately 
your  appropriate  use  of  the  new  codes 


Brochures  with  registration  forms  will 
be  mailed  late  December  for  workshops 
in  January  and  February.  For  more 
information,  please  call  TMA  Practice 
Management  Workshops,  51 2/370-1 422. 
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Loansome  Doc  puts 
medical  information  at 
physicians’  fingertips 

Texas  is  known  for  its  wide- 
open  spaces,  but  as  beautiful 
as  the  scenery  may  be,  the  distance 
between  a rural  physician  and  medi- 
cal information  can  be  a hindrance  in 
the  delivery  of  quality  patient  care. 

But  now,  the  Texas  Medical  As- 
sociation Library,  in  conjunction 
with  the  National  Library  of 
Medicine  (NLM),  offers  an  en- 
hanced document  retrieval  system 
that  speeds  the  delivery  of  journal 
articles  to  physicians. 

Loansome  Doc  is  a software 
package  designed  to  enhance  Grate- 
ful Med,  the  NLM  program  for 
searching  medical  data  bases.  First 
introduced  in  October,  Loansome 
Doc  allows  physicians  and  other 
health  professionals  to  order  copies 
of  journal  articles  for  any  citation 
found  on  MEDLARS  any  time  of 
the  day  or  night  without  leaving 
their  offices. 

The  package  will  be  especially 
helpful  to  physicians  practicing  in 
rural  or  isolated  areas. 

“Loansome  Doc  provides  a valu- 
able link  between  the  Grateful  Med 
user  and  the  TMA  library,  and  the 
resources  of  other  medical  libraries 
including  the  National  Library  of 
Medicine,”  said  Susan  Brock,  TMA 
library  director. 

Nathan  Cedars,  MD,  of 
Stephenville,  says  he  anticipates  that 
Loansome  Doc  will  be  extremely 
useful  in  his  practice. 

“Being  out  here,  I really  am  a 
‘lonesome  doc.’  Tm  a general  sur- 
geon, but  in  a little  town,  you  do  a 
little  bit  of  a lot  of  things.”  he  said. 


Mark  Richardson,  associate  editor,  writes  and  edits  the  Sci- 
ence and  Education  and  Medical  Economics  sections  of 
Texas  Medicine. 


Science  and 
Education 


“I’ve  depended  on  the  TMA  library 
to  supply  material  to  me,  and  let 
them  do  a lot  of  the  research  for  me. 

“I  think  it  will  be  a good  way,  if  I 
need  references,  to  save  a couple  of 
days  or  more  by  going  through 
Grateful  Med  and  Loansome  Doc,” 
he  said. 

While  possibly  most  useful  to  the 
rural  physician,  Loansome  Doc  is  by 
no  means  limited  to  doctors  in  the 
wide-open  spaces  of  Texas. 

“We  hope  all  physicians  will  con- 
sider using  the  Loansome  Doc  to  ac- 
cess the  resources  of  the  TMA  li- 
brary,” said  Ms  Brock.  “We  have  a 
vast  array  of  information  that,  with 
a computer  and  a modem,  can  be 
right  at  their  fingertips.” 

Services  available  through  the 
TMA  library  include  access  to  more 
than  300  on-line  data  bases,  more 
than  60,000  volumes  of  books  and 
bound  journals,  subscriptions  to 
more  than  800  journals,  and  a com- 
prehensive collection  of  slides,  films, 
and  videotapes. 

Training  on  Loansome  Doc  and 
Grateful  Med  is  available  through 
the  TMA  library.  Physicians  complet- 
ing the  course  receive  CME  credit. 

Physicians  wishing  to  use  Loan- 
some  Doc  must  establish  an  agree- 
ment with  the  TMA  library  or  any 
library  that  uses  the  DOCLINE  in- 
terlibrary loan  network.  Orders  are 
delivered  by  FAX,  mail,  overnight 
mail,  or  held  for  pickup,  as  specified 
by  the  user. 

For  more  information  on  Loan- 
some  Doc,  Grateful  Med,  and  other 
information  services,  contact  the 
TMA  library  at  (512)  370-1550. 


UT-San  Antonio 
researcher  develops 
arterial  stent 

A research  physician  at  The 
University  of  Texas  Health 
Science  Center  at  San  Antonio 
(UTHSC-SA)  has  received  approval 
from  the  Food  and  Drug  Adminis- 
tration to  market  an  arterial  stent,  a 
device  that  props  open  narrowed  or 
blocked  iliac  arteries  after  balloon 
angioplasty  has  failed  or  proven  un- 
satisfactory. 

The  Palmaz  Balloon-Expandable 
Stent,  developed  by  Julio  C.  Palmaz, 
MD,  chief  of  cardiovascular  and 
special  interventions  at  UTHSC-SA, 
will  be  marketed  in  the  United  States 
by  Johnson  & Johnson  Intervention 
Systems  Co  of  New  Brunswick,  NJ. 

“The  device  can  significantly  im- 
prove suboptimal  or  failed  balloon 
angioplasty  results,”  said  Dr  Pal- 
maz. “Implanting  a stent  after  sub- 
optimal  balloon  angioplasty  can  of- 
ten improve  blood  flow  and 
significantly  reduce  the  pressure  dif- 
ference across  a narrowing,  or  le- 
sion, in  the  artery.” 

The  Palmaz  Stent  is  approximate- 
ly 30  mm  long,  with  a diameter  of 
3.4  mm  before  insertion  into  the 
artery.  Designed  to  expand  to  8-12 
mm  in  diameter,  the  stent  is  placed 
over  a delivery  balloon  for  introduc- 
tion into  the  artery.  The  stent  is 
manufactured  of  medical  grade 
stainless  steel  tubing,  which  has 
walls  etched  to  reconfigure  into  a di- 
amond shape  upon  expansion,  creat- 
ing a steel  arterial  scaffold.  Once  po- 
sitioned inside  the  diseased  artery, 
the  stent  is  expanded  to  the  diameter 
of  the  fully  inflated  delivery  balloon. 

According  to  Dr  Palmaz,  based 
on  a clinical  trial  of  480  patients, 
75%  implanted  with  the  stent  re- 
tained benefits  3 years  after  the  pro- 
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cedure.  In  many  cases  where  pa- 
tients experienced  symptoms  after 
the  operation,  it  was  the  result  of 
new  disease,  he  said. 

Dr  Palmaz  is  continuing  research 
into  expanding  the  use  of  the  stent 
for  coronary  and  renal  arteries. 

“Friends”  help  keep 
TMA  library  a top-notch 
research  facility 

For  many  Texas  physicians,  the 
Texas  Medical  Association 
Library  is  an  indispensable  tool 
in  gathering  biomedical  informa- 
tion and  providing  the  most  up-to- 
date  care. 

The  Friends  of  the  Texas  Medical 
Association  Library  has  also  become 
an  indispensable  asset,  helping  the 
library  staff  provide  innovative  re- 
sources and  information. 

The  Friends  of  the  Library  is  a 
fund-raising  group  established  by 
the  TMA  Board  of  Trustees  in  1984. 
Friends’  contributions  can  provide 
up  to  30%  of  the  library’s  annual 
acquisitions  budget,  according  to 
TMA  library  director  Susan  Brock. 

“The  Friends  of  the  Library  pro- 
gram is  the  only  fund-raising  activity 
we  have,”  she  said.  “It  allows  all 
members  to  support  one  of  the  edu- 
cational aspects  of  TMA.  We  are  an 
important  resource  to  doctors,  as  we 
are  the  only  medical  association  in 
the  state  with  a full-service  library, 
and  we  are  one  of  only  five  medical 
association  libraries  in  the  country.” 

She  said  the  TMA  library  is  often 
the  only  source  of  biomedical  infor- 
mation available  to  some  physicians. 

“We  are  unique  in  that  we 
provide  services  to  physicians  in 
Texas  whether  or  not  they  are  affili- 
ated with  a medical  school  or  any 
other  group,”  said  Ms  Brock. 


Nominations  due  January  15  for  Excellence  in 
Science  Teaching  awards 

Nominations  are  due  by  January  15  for  TMA’s  annual  Excellence  in  Sci- 
ence Teaching  Awards. 

The  awards,  which  include  a $1,000  check  and  commemorative  plaque,  are 
designed  to  promote  and  reward  excellence  in  science  teaching  and  encourage 
young  students  to  consider  science  and  medical  careers. 

The  award  has  been  expanded  this  year  to  include  one  award  at  each  level 
for  teachers  in  elementary,  middle/junior  high,  and  high  schools.  The  three 
winners  will  receive  an  expense-paid  trip  to  TMA’s  Annual  Session,  May 
14—17,  1992,  in  San  Antonio. 

Merit  awards  of  $100  will  be  made  to  the  six  runners-up. 

Teachers  are  eligible  to  be  nominated  if  they  are  assigned  full-time  to  class- 
room instruction  in  Texas,  teach  science  in  a public  or  private  school,  and  have 
at  least  5 years’  teaching  experience  and  responsibility  for  science.  Nomina- 
tions should  be  based  on  a teacher’s  reputation  among  his/her  peers,  improve- 
ment of  students’  interest  and  understanding  of  science,  innovative  approach  to 
teaching  science,  and  evidence  of  continued  professional  growth  and  attention 
to  professional  responsibilities. 

Nomination  forms  were  mailed  to  school  districts  around  the  state  in 
mid-November.  For  a copy  of  the  nomination  form,  contact  Mary  Rust, 
TMA  Coordinator  of  Scientific  Affairs,  401  W 15th  St,  Austin,  TX  78701, 
(512)  370-1464. 


“Without  the  contributions  of  the 
Friends  of  the  Library,  we  would 
have  to  rely  more  on  membership  j 
dues  to  maintain  the  library  at  its 
current  level  of  service.” 

The  Friends  of  the  Library  con- 
tribute between  $7,000  and  $11,000 
per  year,  according  to  Ms  Brock.  The 
current  categories  of  giving  include 
Sponsor  ($50  per  year).  Subscribing 
($100),  Patrons  ($500),  and  Life 
Members  ($1,000).  There  is  also  a 
Special  Friend  category  for  contribu- 
tions under  $50.  Honors  and  memo- 
rial gifts  are  also  accepted. 

The  current  roster  of  Life  Mem- 
bers includes: 

I 

R.H.  Bell,  MD,  Palestine;  Henry 
Bergman,  MD,  Nederland;  Donald  E. 
Blackketter,  MD,  Shamrock;  Robert  [ 
E.  Conner,  MD,  Austin;  Betty  Hais- 
ten,  TMA  Auxiliary,  Austin;  Soraya 
Hoover,  MD,  Houston;  Bruce  A. 
Hurt,  MD,  Austin;  S.N.  Key  Jr,  MD, 
Austin;  Johanan  Levine,  MD,  El 
Paso;  Alan  T.  Moore,  MD,  Austin;  R. 
Dean  Niemeyer,  MD,  Austin; 
Michael  T.  O’Brien,  MD,  Austin; 
Duncan  O.  Poth,  MD,  San  Antonio; 
Ronald  A.  Schachar,  MD,  Denison; 


Bennett  N.  Sewell,  MD,  Austin;  Lor- 
raine 1.  Stengl,  MD,  Wimberley;  Sid- 
ney C.  Stewart,  MD,  Austin,  Byron 
Stone,  MD,  Austin,  and  Dr  and  Mrs 
Albert  F.  Vickers,  Austin. 

Members  receive  subscriptions  to 
a Friends  newsletter  and  advance  in- 
vitations to  exhibits,  events,  and  oth- 
er Friends  activities.  Life  Members 
receive,  in  addition  to  basic  benefits, 
an  invitation  to  a special  Friends  re- 
ception, a copy  of  the  out-of-print 
book.  The  History  of  the  Texas 
Medical  Association,  by  Pat  Ireland 
Nixon,  and  their  names  engraved  on 
a permanent  endowment  plaque. 

For  more  information  about 
TMA’s  Friends  of  the  Library 
program,  contact  Ms  Brock  at 
(512)  370-1540. 
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ATTENTION:  TEXAS  PHYSICIANS 


Important  Retirement  Planning 
Questions  To  Answer  by  December  31 

• Should  you  set  up  a retirement  plan  before  year-end? 

• Are  the  costs  of  maintaining  your  retirement  plan  getting  out  of  hand? 

• Are  you  concerned  about  your  fiduciary  liabilities? 

The  Texas  Physician’s  Retirement  Plan  can  help  you 
answer  these  and  other  retirement  planning  questions. 

The  Texas  Physician’s  Retirement  Plan,  a member  benefit  created  by  PaineWebber,  is  the  only 
retirement  planning  service  endorsed  by  the  Texas  Medical  Association.  Free  consultations  are 
available  from  a PaineWebber  Retirement  Planning  Consultant. 

For  more  information  call  (800)  999-7740. 

Pain^^bber 

We  invest  in  relationships. 

Member  SIPC 


Bill  Cosby  knows  how  high  blood  cholesterol  can  lead  to  heart 
disease.  He  also  knows  how  changes  can  help  turn  the  problem 
around.  To  learn  more,  contact  your  nearest  American  Heart 
Association. 

You  can  help  prevent  heart  disease.  We  can  tell  you  how. 

American  Heart  Association  0 


This  space  provided  as  a public  service. 


The  physician’s 
guide  to 
medical  waste 
regulations  — 
part  III 

Lynne  M.  Sehulster,  PhD,  M(ASCP) 

Infectious  Diseases  Program, 

Epidemiology  Division, 

Texas  Department  of  Health 

L.E.  Mohrmann,  PhD,  CPC 

Special  Waste  Branch, 

Bureau  of  Solid  Waste  Management, 

Texas  Department  of  Health 

C.J.  Francisco  III,  JD 

TMA  Assistant  General  Counsel 

The  disposal  of  medical  waste 
does  not  end  at  the  back  door. 
After  proper  packaging  and  labeling, 
the  practitioner  must  now  be  con- 
cerned with  the  storage  and  removal 
of  the  waste. 

The  final  installment  of  Texas 
Medicine’s  series  on  medical  waste 
regulations  addresses  guidelines  gov- 
erning storage,  documentation, 
transportation,  and  final  disposal. 
Part  one,  published  in  August  1991, 
defined  medical  waste  and  facilities 
subject  to  regulation.  The  handling 
of  waste  from  health-care  facilities 
was  discussed  in  part  two,  which  ap- 
peared in  the  November  1991  issue. 
Amendments  to  the  Texas  Depart- 
ment of  Health  (TDH)  Solid  Waste 
Management  Rules  for  Medical 
Waste  Management,  Disposal, 
Transportation,  Collection  and  Stor- 
age became  effective  on  July  1, 
1991.  As  with  all  aspects  of  waste 
disposal  from  health-care  facilities, 
the  options  available  to  physicians 
will  depend  on  the  quantities  of  spe- 


Laura J.  Al  BRECHT,  associate  editor,  writes  and  edits  the  Law 
and  Public  Health  sections  of  Texas  Medicine. 


Law 


cial  wastes  from  health-care  related 
facilities  (SWHCRF)  generated  each 
month,  and  whether  or  not  this 
waste  is  treated.  Most  treated 
SWHCRF  can  be  disposed  as  part  of 
the  routine  waste  stream  with  the 
exceptions  of  unencapsulated 
sharps,  human  remains,  and  body 
parts.  Copies  of  the  regulations  are 
available  from  the  Bureau  of  Solid 
Waste  Management,  Texas  Depart- 
ment of  Health,  1100  W 49th  St, 
Austin,  TX  78756-3199. 

Q:  What  are  the  requirements  for 
storing  untreated  SWHCRF? 

A:  Untreated  SWHCRF  may  be 
stored  on  the  premises,  provided 
the  wastes  are  kept  in  a secured 
location  that  affords  protection 
from  inadvertent  human  or  ani- 
mal exposure,  theft  or  vandalism, 
and  exposure  to  the  elements  such 
as  rain,  wind,  or  water.  SWHCRF 
stored  in  this  manner  must  not 
generate  noxious  odors  or  be  shel- 
ter for  insects  or  rodents.  A per- 
mit is  not  required  for  storing 
SWHCRF  generated  on-site. 

Waste  that  is  removed  from 
the  premises  for  storage  else- 
where must  be  packaged  as  de- 
scribed in  part  two  (Texas 
Medicine,  November  1991,  pp 
21-23).  With  certain  exceptions, 
those  facilities  accepting  untreat- 
ed SWHCRF  generated  off-site 
for  transfer  or  storage  must  file 
for  a permit  from  TDH  (2).  Per- 
mitted transfer  or  storage  facili- 
ties must  maintain  a storage  tem- 
perature at  less  than  45°F  if  waste 
is  stored  more  than  72  hours  (3). 

Q:  What  are  my  options  for  SWHCRF 
transport  in  general? 

A:  It  is  important  to  remember  that 
our  discussion  here  centers  on  I 


untreated  SWHCRF.  The  options 
available  deal  mainly  with  trans- 
port concerns. 

Most  physicians  will  opt  to 
have  their  untreated  wastes  re- 
moved by  a commercial  waste 
hauler.  If  this  option  is  chosen,  it 
is  important  to  have  on  hand  a 
copy  of  the  rules  outlining  what 
wastes  are  subject  to  regulation 
(4),  as  well  as  a list  of  the  re- 
quirements for  commercial  trans- 
porters (5),  in  order  to  negotiate 
the  best  possible  contract.  Gener- 
ators must  ensure  that  untreated 
SWHCRF  is  released  only  to  a 
transporter  registered  with  TDH 
to  carry  such  wastes  (6).  Other 
requirements  on  the  part  of  the 
generator  include  packaging  the 
untreated  SWHCRF  in  a double 
containment  system  (bag  inside  a 
box),  with  the  outer  packaging 
bearing  the  names,  addresses, 
and  phone  numbers  of  the  gener- 
ator and  transporter.  The  waste 
must  be  identified  as  untreated 
SWHCRF  in  symbols  and  words 
(7).  Generators  must  obtain  and 
keep  for  a period  of  3 years  re- 
ceipts for  each  shipment  of 
untreated  SWHCRF  leaving  their 
facilities  (8). 

Q:  What  are  some  of  the  basic  re- 
quirements of  the  commercial 
transporter? 

A:  The  rules  pertaining  to  SWHCRF 
transport  are  found  in  the  section 
“Transporters  of  Medical  Waste” 
(9).  Independent  transporter  op- 
erations must  register  with  TDH. 
An  annual  registration  fee  is  as- 
sessed based  on  the  amount  of 
SWHCRF  transported. 

Vehicles  used  to  transport 
waste  must  meet  certain  stan- 
dards. These  regulations  include: 
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Fig  1.  Numbers  of  hospitals  eligible  to  serve  as  medical  waste  collection 
stations  by  county.  Shaded  areas  contain  hospitals  licensed  by  Texas  Depart- 
ment of  Health  as  of  May  1991.  Blank  areas  indicate  there  is  no  licensed 
hospital  in  the  county.  Dark  lines  mark  boundaries  of  current  public  health  re- 
gions in  Texas. 


1.  having  an  enclosed  vehicle  car- 
go compartment; 

2.  displaying  identifying  informa- 
tion on  the  sides  and  rear  of 
the  vehicle; 

3.  carrying  spill  clean-up  materials; 

4.  restricting  use  of  the  vehicles 
for  the  transport  of  SWHCRF; 
and 

5.  cleaning  and  disinfecting  the 
cargo  compartment  if  the  ve- 
hicle is  to  be  used  for  some 
other  purpose. 

Untreated  SWHCRF  must  not 
be  commingled  during  shipment 
with  trash,  rubbish,  garbage,  as- 
bestos, hazardous  waste,  or  ra- 
dioactive waste.  Transporters  must 
carry  insurance  or  proof  of  finan- 
cial responsibility  (10).  Trans- 
porters are  responsible  for  the 
waste  collected  and  transported, 
and  they  must  ensure  that  each  in- 
dividual container  of  SWHCRF  is 
properly  labeled  with  correct  iden- 
tifying information.  They  must 
maintain  records  documenting  the 
collection,  shipping,  and  site  of 
deposition  at  a permitted  facility 
for  each  load  of  untreated 
SWHCRF  (11).  These  records  or 
manifests  must  be  maintained  for 
3 years.  Transporters  must  also 
submit  an  annual  summary  report 
to  TDH  no  later  than  March  1 of 
the  year  following  the  end  of  the 
reporting  period. 


Q:  May  I transport  my  own  untreated 
SWHCRF? 

A:  Some  practitioners  will  have  the 
resources  to  transport  their  own 
SWHCRF.  The  most  important 
factor  here  is  the  quantity  of 
SWHCRF  generated  on  a month- 
ly basis.  Practices  producing 
more  than  50  pounds  of 
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Sources:  City  populations  — Texas  Almanac,  1989,  Dallas  Morning  News.  Hospital  information 
— Directory  of  Hospitals  Licensed  by  the  Texas  Department  of  Health  (May  14,  1991),  TDH, 
Hospital  and  Professional  Licensure  Division.  County  populations  — 1989  populations,  Texas 
Department  of  Health,  Bureau  of  State  Health  Data  and  Policy  Analysis. 


SWHCRF  per  month  may  trans- 
port these  wastes  to  facilities  such 
as  permitted  transfer  stations, 
permitted  storage  facilities,  or 
permitted  treatment/processing 
facilities,  provided  that  (12): 

1.  vehicles  used  meet  the  require- 
ments specified  for  trans- 
porters, and  are  not  used  for 
other  purposes  unless  they  are 
cleaned  and  the  cargo  com- 
partment is  disinfected; 

2.  wastes  are  packaged  and 
shipped  properly,  and  the 
SWHCRF  is  not  commingled 
with  other  wastes; 

3.  evidence  of  financial  responsi- 
bility is  provided,  as  required 
of  transporters; 

4.  records  documenting  waste 
shipments  are  kept,  as  well  as 


the  necessary  documentation 
required  of  transporters  in 
general; 

5.  TDH  is  notified  that  the  facili- 
ty is  transporting  SWHCRF, 
and  an  annual  summary  re- 
port is  submitted;  and 

6.  untreated  SWHCRF  is  de- 
posited at  a facility  that  is  per- 
mitted to  receive  such  wastes. 

Generators  of  more  than  50 
pounds  of  SWHCRF  per  month 
who  transport  their  own  wastes 
do  not  have  to  go  through  the  reg- 
istration process  required  of  the 
independent,  commercial  trans- 
porters. In  addition,  if  a generator 
is  located  in  a facility  contiguous 
to  a permitted  processing  facility 
for  SWHCRF,  the  generator  may 
transport  untreated  SWHCRF  to 
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this  facility  without  complying 
with  the  rules,  provided  that  the 
waste  is  properly  identified  and  is 
not  transported  along  a public 
roadway  or  right-of-way. 

Q:  What  transport  options  are  avail- 
able for  the  rural  practice? 

A:  Small  quantity  generators  have 
an  extra  option.  Facilities  that 
produce  less  than  or  equal  to  50 
pounds  of  SWHCRF  per  month 
may  transport  untreated  wastes 
to  permitted  facilities  or  “medical 
waste  collection  stations”  with- 
out complying  with  the  provi- 
sions of  the  rules  governing 
transport  vehicles.  Any  untreated 
SWFfCRF  removed  from  the 
premises,  however,  must  be  prop- 
erly packaged  and  labeled  prior 
to  transport,  and  receipts  for  the 
waste  shipments  must  be  ob- 
tained and  held  for  3 years. 

Q.  What  is  a “medical  waste  collec- 
tion station?” 

A:  This  is  an  option  proposed  by 
TDH  in  an  effort  to  assist  physi- 
cians in  rural  areas  with  econom- 
ical medical  waste  management. 

A medical  waste  collection  sta- 
tion is,  in  essence,  a licensed  hos- 
pital located  in  a city  with  a popu- 
lation of  less  than  25,000,  or  a 
licensed  hospital  outside  the  ex- 
traterritorial jurisdiction  of  a city 
with  a population  greater  than 
25,000.  In  both  cases  the  option 
applies  to  those  counties  with 
populations  less  than  one  million. 
Fig  1 shows  the  counties  of  Texas 
and  the  number  of  hospitals  that 
are  eligible  to  serve  as  medical 
waste  collection  stations.  Hospi- 
tals choosing  to  serve  as  such  must 
register  with  TDH,  and  observe 
the  following  restrictions  (13): 


1.  accept  untreated  SWHCRF 
only  from  generators  of  less 
than  50  pounds  per  month  who 
transport  their  own  wastes; 

2.  wastes  must  be  properly  pack- 
aged; 

3.  comply  with  the  requirements 
for  storage,  such  as  storing 
wastes  at  less  than  45°F  if  held 
longer  than  72  hours; 

4.  may  not  otherwise  treat  the 
wastes  unless  permitted  as  a 
treatment  facility;  and 

5.  must  release  the  waste  only  to 
a registered  transporter. 

Contractual  arrangements  re- 
garding costs  and  documentation 
in  this  process  are  left  to  the  hos- 
pital and  area  physicians  to  work 
out.  At  this  writing,  none  of  the 
hospitals  eligible  to  register  as  a 
medical  waste  collection  station 
have  exercised  that  option. 

Q:  Where  can  untreated  SWHCRF  be 
taken  for  disposal? 

A;  In  general,  the  vast  majority  of 
SWHCRF  is  taken  to  another  lo- 
cation for  some  method  of  treat- 
ment prior  to  final  disposal. 
These  methods  of  treatment  and 
final  disposal  sites  are  listed  in 
Table  1 in  part  one  {Texas 
Medicine,  August  1991,  p 53)  of 
this  series.  The  sites  designated  to 
receive  untreated  SWHCRF  for 
final  disposal  are  limited.  These 
wastes  will  not  be  accepted  at 
municipa  1 landfills  (Type  I 
landfills)  unless  approval  is  grant- 
ed by  TDH  in  writing. 

Approval  to  accept  untreated 
SWHCRF  will  be  granted  only  for 
waste  from  generators  located 
more  than  75  miles  from  a per- 
mitted, operational  SWHCRF 
treatment  facility.  The  landfill  dis- 


posal of  untreated  SWHCRF  will 
cease  as  of  March  31,  1992  (14). 

These  wastes  must  be  properly 
packaged  and  labeled,  segregated 
for  special  collection,  and  trans- 
ported to  the  landfill  without 
compaction.  Sharps  containers 
whose  contents  are  treated  but 
not  encapsulated  may  continue  to 
be  accepted  at  landfills  beyond 
the  March  31  cutoff  as  a treated 
waste,  provided  they  are  segregat- 
ed for  special  collection  and  are 
handled  without  compaction.  The 
landfill  operators  must  be  notified 
in  advance  of  the  shipment.  Un- 
treated SWHCRF  may  be  deposit- 
ed at  a facility  permitted  by  the 
Texas  Water  Commission  (TWC) 
provided  that  written  authoriza- 
tion from  the  TWC  and  the  con- 
currence of  TDH  are  obtained. 

If  untreated  wastes  are  shipped 
out  of  state  for  disposal,  the 
transporter  must  ensure  that  the 
SWHCRF  goes  to  a facility  per- 
mitted by  the  appropriate  state 
agency  for  the  receiving  state. 

Q.  Are  any  changes  to  the 

regulations  anticipated  in  the 
near  future? 

A:  TDH  has  proposed  changes  recent- 
ly regarding  approved  methods  of 
treatment  for  SWHCRF  (15). 

TDH  is  requesting  from  the 
Board  of  Health  approval  on  two 
methods  of  moist  heat  disinfection 
utilizing  either  microwave  tech- 
nology under  specific  conditions 
or  low  frequency  radiowaves. 

These  forms  of  heat  disinfec- 
tion would  be  used  for  the  treat- 
ment of  the  following: 

1.  blood  and  blood  products; 

2.  microbiological  wastes; 

3.  bulk  blood,  body  fiuids,  and 
laboratory  specimens  in  the 
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pathological  wastes  category; 

4.  pipette  and  broken  glass  in  the 
sharps  category;  and 

5.  blood,  blood  products,  and 
bedding  in  the  animal  waste 
category. 

; TDH  is  also  requesting  Board 
of  Health  approval  for  restricting 
usage  of  chemical  disinfectants  to 
three  general  categories: 

1.  chemicals  registered  with  the 

I Environmental  Protection 

I Agency  (EPA)  as  disinfectants 

and  used  in  accordance  with 
product  specifications; 

2.  sodium  hypochlorite  (chlorine 
bleach);  and 

j 3.  alcohol. 

i 

I 

i An  additional  request  is  also 

made  to  establish  minimum  stan- 
dards for  the  use  of  bleach  or  al- 
! cohol  as  chemical  disinfectants  for 
! SWHCRE  treatment.  Although 
; the  disinfectant  properties  of  both 
these  chemicals  are  well  known, 
there  are  no  set  specifics  regarding 
concentration  and  contact  time 
provided  by  the  manufacturer. 

It  is  generally  accepted  by  the 
health-care  community  that  in 
order  for  effective  chemical  de- 
contamination of  waste  or  other 
items  to  occur,  there  must  be 
[ both  sufficient  concentration  of 
the  active  ingredient  and  contact 
time  with  the  item.  The  request 
to  amend  the  rules  is  intended  to 
eliminate  the  inadequate  practice 
of  simply  spraying  these  disinfec- 
tants on  the  waste  as  a means  of 
“chemical  disinfection.” 

Major  reorganization 

A major  reorganization  of  the  health 
and  human  services  agencies  and  the 
environmental  programs  in  Texas 


was  initiated  during  the  first  special 
session  of  the  72nd  Texas  Legislature. 
The  Bureau  of  Solid  Waste  Manage- 
ment and  the  Division  of  Water  Hy- 
giene will  be  transferred  from  TDH 
to  TWC  effective  March  1,  1992. 
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Legal  articles  in  Texas  Medicine  are  intend- 
ed to  help  physicians  understand  the  law  by 
providing  legal  information  on  selected  top- 
ics. This  article  is  published  with  the  under- 
standing that  TMA  is  not  engaged  in  pro- 
viding legal  advice.  When  dealing  with 
specific  legal  matters,  readers  should  seek 
assistance  from  their  attorneys. 
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Specify 

Humulin 

70%  human  insulin 
isophane  suspension 
30%  human  insulin  injection 
(recombinant  DNA  origin) 


Humulin  has 
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(beef,  pork,  beef-pork,  human),  and/or  method  of 
manufacture  (recombinant  DNA  versus  animal-source 
insulin)  may  result  in  the  need  for  a change  in  dosage 
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AIDS  commission 
includes  *pie-in-the-sky’ 
hopes  with  soiid 
recommendations 

CCT  he  country  has  responded 
I with  indifference”  to  the 
disease  that  kills  more  than  100  peo- 
ple in  the  United  States  every  day, 
claims  a report  by  the  National 
Commission  on  AIDS. 

Response  in  Texas  to  the  165- 
page  report  has  ranged  from  agree- 
ment with  the  report’s  focus  on  pre- 
vention and  planning  to  doubt  that 
many  of  the  report’s  30  recommen- 
dations will  be  implemented. 

The  commission’s  2-year  study 
explored  the  current  status  of  the 
epidemic,  prevention  and  education, 
improvement  of  health  care,  financ- 
ing treatment,  research,  and  the  role 
of  the  government.  (See  sidebar  for 
the  report’s  recommendations.) 

Catherine  Edwards,  PhD,  direc- 
tor of  Texas  Medical  Association’s 
public  health  and  scientific  affairs 
department,  believes  the  report 
reestablishes  a need  for  prevention 
and  planning. 

“This  report  does  a great  service 
by  focusing  public  discussion  where 
it  should  be  — on  prevention  and 
planning  for  the  next  wave  of  the 
epidemic,”  says  Dr  Edwards.  “Too 
much  attention  has  been  wasted  on 
the  testing  issue.” 

Richard  M.  Grimes,  PhD,  direc- 
tor of  the  AIDS  Regional  Education 
and  Training  Centers  for  Texas 
and  Oklahoma,  calls  the  report 
a mixture  of  “political  correctness, 
pie  in  the  sky,  anger,  and  good 
sound  stuff. 

“The  problem  is  they  didn’t  put 
in  a very  good  filter,”  he  says.  “Any- 


Laura  J.  Albrecht,  associate  editor,  writes  and  edits 
the  Law  and  Public  Health  sections  o/^Texas  Medicine. 
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body  who  recommends  30  things  to 
reorganize  society  isn’t  going  to  get 
any  of  them.” 

He  adds  that  the  AIDS  epidemic 
has  spotlighted  the  ailing  US  health- 
care system,  which  is  “financed  for 
people  who  work. 

“AIDS  has  pointed  out  all  the 
glaring  weaknesses  in  our  system,” 
he  says.  “When  a disease  disables 
people  and  they  can  no  longer  work, 
then  the  system  fails.” 

Dr  Grimes  also  mentioned  the 
frustration  of  trying  to  report 
on  a disease  when  knowledge 
about  it  is  rapidly  shifting.  “Things 
change  so  fast  that  by  the  time  you 
get  a plan  printed  something  new 
has  come  along,”  he  says.  He  points 
out  that  2 years  ago  many  people 
didn’t  realize  the  degree  to  which 
women  in  Texas  would  be  affected 
by  AIDS,  but  “now  17%  of  the  Har- 
ris County  Hospital  District’s  HIV 
patients  are  women  and  one  out 
of  seven  is  pregnant.” 

Charles  E.  Bell,  MD,  of  the  Texas 
Department  of  Health  Bureau  of 
HIV  and  STD  Control,  is  pleased 
with  the  report  and  there  are  some 
recommendations  he  would  like  to 
see  put  into  action. 

Dr  Bell  says  the  government’s  full 
funding  of  the  Ryan  White  CARE 
Act  would  “help  us  out  a lot”  along 
with  the  expansion  of  clinical  trials 
to  include  “women  and  people  of 
color.”  He  expects  an  increase  in 
AIDS  cases  in  these  two  groups  in 
the  next  few  years. 

The  commission’s  30  recom- 
mendations are  a part  of  the  full  re- 
port, which  is  available  from  the 
commission  at  1730  K St  N W, 
Suite  815,  Washington,  DC  20006, 
(202)  254-3816. 


National  Commission 
on  AIDS 

recommendations 

Among  the  recommendations 
of  the  recent  National  Com- 
mission on  AIDS  report  are  calls  for: 
• a comprehensive  national  HIV 
plan  to  identify  priorities  and  re- 
sources necessary  for  preventing 
and  treating  HIV  disease; 

• universal  health-care  coverage 
for  all  persons  living  in  the  Unit- 
ed States; 

• government-assured  access  to 
health  care  for  all  people  with 
HIV  disease; 

• Medicaid  coverage  for  all  low-in- 
come people  with  HIV  disease; 

• sufficiently  increased  Medicaid 
payment  rates  for  providers  to 
ensure  adequate  participation; 

• state  and/or  federal  payment  of 
COBRA  insurance  premiums  for 
people  with  HIV  disease  who 
have  left  jobs  and  cannot  afford 
the  premiums; 

• policies  to  address  the  distribu- 
tion of  AIDS  vaccines  and  the 
ethical  and  liability  issues  that 
will  arise  when  vaccines  become 
available; 

• funding  by  the  federal  govern- 
ment of  the  Ryan  White  CARE 
Act  at  the  fully  authorized  level; 

• removal  of  government  re- 
strictions on  funds  for  certain 
kinds  of  HIV  education,  services, 
and  research; 

• addressing  the  obstacles  that 
keep  people  from  participating  in 
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HIV-related  clinical  trials,  as 
well  as  the  variables  that  force 
some  people  to  participate  be- 
cause they  have  no  other  health- 
care options; 

• expanding  HIV-related  services 
to  facilities  where  underserved 
populations  receive  health  care, 
in  part  to  ensure  their  increased 
participation  in  trials  of  investi- 
gational therapies; 

• expanding  current  efforts  to 
recruit  underrepresented  pop- 
ulations in  the  AIDS  Clinical 
Trials  Group; 

• improved  and  expanded  HIV  ed- 
ucation and  training  programs 
for  health-care  providers  and  de- 
velopment of  better  methods  to 
disseminate  state-of-the  art  clini- 
cal information  about  HIV  dis- 
ease, as  well  as  drug  and  alcohol 
use,  to  health-care  providers; 

• a formal  mechanism  for  dissemi- 
nating state-of-the-art  treatment 
information  in  an  expeditious 
and  far-reaching  manner; 

• greater  priority  and  funding  of 
behavioral,  social  science,  and 
health  services  research; 

• removal  of  legal  barriers  to  the 
purchase  and  possession  of  injec- 
tion equipment; 

• aggressive  pursuit  of  all  options 
for  permitting  early  use  of 
promising  therapies  for  condi- 
tions for  which  there  is  no  stan- 
dard therapy  or  for  patients  who 
have  failed  or  are  intolerant  of 
standard  therapy; 

• careful  monitoring  of  implemen- 


tation of  the  Americans  with  Dis- 
abilities Act  and  evaluation  of 
existing  state  and  local  antidis- 
crimination laws  and  ordinances 
for  people  with  disabilities,  in- 
cluding people  with  HIV  disease; 
federal  expansion  of  drug  abuse 
treatment  programs  so  that  all 
who  apply  for  treatment  can  be 
accepted,  and  work  to  improve 
the  quality  and  effectiveness  of 
drug  abuse  treatment; 
interim  steps  to  improve  access 
to  expensive  HIV-related  drugs, 
including  adequate  reimburse- 
ment for  the  drugs,  including 
clotting  factor  for  hemophilia; 
consolidated  purchase  and  distri- 
bution of  HIV-related  drugs;  and 
amendment  of  the  Orphan  Drug 
Act  to  set  a maximum  sales  cap 
for  covered  drugs; 
comprehensive  HIV  plans  at  all 
levels  of  government  that  estab- 
lish priorities,  ensure  consistent 
and  comprehensive  policies,  and 
allocate  resources; 
expansion  and  promotion  by  the 
US  Public  Health  Service  of  com- 
prehensive programs  for  techni- 
cal assistance  and  capacity  build- 
ing for  effective  long-term 
prevention  efforts;  and 
support  for  training,  technical 
assistance,  supervisory  staff,  and 
program  coordination  to  ac- 
knowledge and  support  family 
members,  friends,  and  volunteers 
who  are  an  integral  part  of 
the  care  system  of  a person  with 
HIV  disease. 
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Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide  HCl  and  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

“Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  h5rpersensitivity  to  chlordiazepoxide  HCl  and/or  clidinium  Br 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  antichobnergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debUitated,  Umit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  estabUshed.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Ructions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  Ubido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  ^sfunction  reported  occasionalfy 
with  chlordiazepoxide  HCl,  making  periodic  blood  counts  and  fiver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  thera^ty  is 
combined  with  other  spasmofytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  tymptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuousfy  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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Commentary 


This  year  The  University  of  Texas 
Medical  Branch  at  Galveston 
(UTMB)  celebrates  a century  of 
dedicated  service  to  the  citizens  of  the 
state  of  Texas.  During  the  past  100 
years,  UTMB  has  evolved  from  its 
humble  origin  into  an  important  insti- 
tution of  higher  education,  a major  re- 
search center,  and  a complex  contem- 
porary tertiary  health-care  center. 

To  comprehend  the  change  that  has 
taken  place  at  UTMB,  imagine  that 
you  have  been  transported  back  in 
time  to  the  year  1891.  Queen  Victoria 
reigns  as  the  monarch  of  the  British 
Empire  as  many  beautiful  Victorian 
homes  are  being  built  along  the  streets 
of  Galveston.  Benjamin  Harrison  pre- 
sides in  the  White  House  in  Washing- 
ton, DC.  Only  a few  months  have 
passed  since  the  Battle  of  Wounded 
Knee,  the  last  conflict  between  United 
States  troops  and  native  American  In- 
dians. The  West  has  been  won  and  is 
ready  for  development  and  the  spread 
of  “civilization.”  Immigrants  from 
middle  Europe  are  pouring  into  the 
United  States,  and  Galveston,  like 
New  York  City  and  other  ports,  is  a 
major  point  of  entry  for  those  who  are 
seeking  a better  life  in  this  exciting 
new  country. 

A statewide  public  referendum  in 
1881  had  established  Galveston  as  the 
location  for  a “Medical  Department” 
of  The  University  of  Texas.  At  the 
time,  Galveston  was  the  state’s  largest 
city  and  a bustling  seaport.  Connected 
to  the  mainland  by  rail,  Galveston  was 
the  major  mercantile  and  financial  cen- 
ter of  the  southwest  as  well  as  a thriv- 
ing focal  point  of  social  and  intellectu- 
al activity.  Galveston’s  first  “hospital” 
was  a one-room  frame  building  built 


Dr  Bailey,  Wiess  professor  and  chairman,  Depart- 
ment of  Otolaryngology,  The  University  of  Texas 
Medical  Branch  at  Galveston.  Dr  Bailey  is  guest 
editor  of  this  special  Journal  section  devoted  to 
UTMB’s  centennial.  Dr  James,  president  of  UTMB. 
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in  1839  to  serve  as  a pesthouse  for  the 
isolation  of  patients  with  contagious 
diseases,  especially  malaria  and  yellow 
fever.  Later,  other  hospital  facilities 
were  constructed,  beginning  in  1845. 
By  1891,  St  Mary’s  Infirmary  had 
completed  two  decades  of  operation 
and  the  John  Sealy  Hospital  had  been 
built  the  preceding  year.  Two  private 
medical  schools  had  preceded  The  Uni- 
versity of  Texas  Medical  Department 
in  Galveston,  but  those  proprietary 
schools  had  graduated  only  155  physi- 
cians during  the  previous  19  years. 

Faculty  and  students  were  recruited 
early  in  1891,  and  on  October  5,  The 
University  of  Texas  Medical  Depart- 
ment opened  with  23  students  and  13 
faculty  members.  Because  of  its  red 
stone  composition,  the  medical  school 
building  came  to  be  known  affection- 
ately as  “Old  Red,”  and  to  date  9,588 
medical  students,  spanning  four  gener- 
ations, have  been  educated  within  its 
walls.  From  these  early  beginnings,  the 
medical  center  today  comprises  2,360 
students,  more  than  800  full-time  fac- 
ulty members,  and  more  than  8,500 
employees.  Four  separate  schools, 
three  institutes,  and  seven  hospitals 
occupy  the  64-acre  campus. 

Among  the  72  buildings  on  the 
campus.  Old  Red  continues  to  be  the 
architectural  centerpiece  and  the  most 
famous  medical  icon  in  the  state.  De- 
signed by  Nicholas  Clayton,  the  build- 
ing was  severely  damaged  in  the  1900 
storm.  After  restoration.  Old  Red  was 
used  continuously  until  the  late  1970s, 
when  it  gradually  deteriorated  almost 
beyond  the  point  of  recovery.  The 
building  was  saved  through  the  tireless 
efforts  of  Truman  G.  Blocker,  MD, 
and  UTMB  alumni  and  with  the  gen- 
erous support  of  many  foundations 
and  corporations.  This  historic  struc- 
ture has  been  restored  and  was  rededi- 
cated in  1986  as  a national  landmark. 

Unique  features  at  UTMB  include 
the  Shriners  Burns  Institute,  the  Insti- 


tute for  the  Medical  Humanities,  the 
Marine  Biomedical  Institute,  and  the 
Texas  Department  of  Criminal  Justice 
Hospital.  The  TDCJ  Hospital  is  the 
only  tertiary  care  hospital  on  an  aca- 
demic medical  campus  in  the  United 
States  dedicated  solely  to  the  treatment 
of  prisoners.  Within  these  and  the  oth- 
er facilities  on  our  campus,  a dedicated 
staff  carries  on  the  rich  tradition  of 
providing  excellent  medical  care  to  in- 
digent patients  from  our  state. 

Last  year  more  than  250,000  visits 
were  made  to  our  outpatient  clinics 
with  individuals  from  249  of  the  254 
counties  in  Texas  receiving  care  at 
UTMB.  This  tradition  began  with  the 
opening  of  the  John  Sealy  Hospital  in 
1890  and  was  the  result  of  the  vision 
and  generosity  that  has  been  manifest- 
ed by  the  Sealy  and  Smith  Foundation. 
Galveston’s  Moody  Foundation  and 
the  Kempner  Fund  as  well  as  many 
other  philanthropic  organizations  and 
individuals  have  been  instrumental 
also  in  supporting  novel,  needed  pro- 
grams in  patient  care,  medical  educa- 
tion, and  medical  research.  And  even 
though  the  proportion  of  UTMB 
financial  support  from  the  State  of 
Texas  continues  to  decrease,  this 
source  of  funding  remains  essential 
and  is  greatly  appreciated. 

But  the  mark  of  any  institution  is 
its  people.  One  of  the  individuals  re- 
sponsible for  the  creation  of  The  Uni- 
versity of  Texas  Medical  Branch  was 
Ashbel  Smith,  MD,  a physician  who 
graduated  from  Yale  University  in 
1828  and  came  to  the  Republic  of 
Texas  in  1836.  He  served  as  Sam 
Houston’s  surgeon  general  in  the  re- 
public in  1837  and  later  became  a 
prominent  political  force  in  the  state. 
Following  in  his  footsteps  and  those  of 
the  13  original  faculty  members  have 
been  nationally  recognized  leaders  in 
many  medical  disciplines. 

Students  at  UTMB  will  never  forget 
their  encounters  with  outstanding  sur- 
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geons  such  as  A.O.  Singleton,  MD,  Dr 
Blocker,  and  with  internists  such  as 
Raymond  Gregory,  MD,  and  George 
Herrmann,  MD,  PhD.  These  students 
encountered  memorable  psychiatrists 
and  neurologists  such  as  Titus  Harris, 
MD,  Martin  Towler,  MD,  and  John 
Otto,  MD.  Meyer  Bodansky,  MD, 
PhD,  Charles  Marc  Pomerat,  PhD,  and 
Chauncy  Leake,  PhD,  were  world-class 
basic  scientists  who  left  indelible 
marks  on  the  traditions  of  the  Medical 
Branch.  Added  to  their  exceptional 
medical  and  scientific  skills  were  their 
remarkable  humanity,  vision,  and 
breadth  of  interests  and  involvement. 

We  have  prepared  this  special  issue 
to  share  with  you  some  of  the  best  of 
UTMB  today,  and  we  know  that  you 
will  find  it  interesting  and  educational. 
The  lead  article  presents  biographical 
profiles  of  three  outstanding  UTMB 
pioneers.  Dr  Bodansky,  a brilliant  bio- 
chemist and  teacher,  joined  the  medi- 
cal school  faculty  at  the  conclusion  of 
World  War  I.  Dr  Herrmann  came  to 
UTMB  in  1931  and  served  on  the  fac- 
ulty of  the  Department  of  Medicine 
for  43  years.  His  innovative  use  of  in- 
travenous aminophylline  for  the  treat- 
ment of  status  asthmaticus  was  a land- 
mark reported  originally  more  than  50 
years  ago.  Dr  Pomerat  extended  the 
embryonic  and  mystery-shrouded  field 
of  tissue  culture  into  the  realm  of  on- 
cologic and  neuroscience  research  and 
helped  to  popularize  and  standardize 
the  sophisticated  techniques  used  in 
this  field. 

Three  articles  provide  editorial 
capsules  of  UTMB’s  past,  present,  and 
future.  The  article  by  Travis  and 
coauthors  summarizes  the  results  of 
194  renal  transplantation  procedures 
performed  in  children  over  the  past 
23  years.  Ware  and  Kronenberg  up- 
date the  current  strategies  for  evaluat- 
ing and  managing  cardiac  arrhyth- 
mias. Electrophysiologic  testing, 
pharmacotherapy,  implantable  cardio- 


verter/defibrillators, and  ablation 
therapy  are  reviewed.  Zwischenberger 
and  Cox  give  us  a glimpse  of  the  fu- 
ture in  their  report  of  experience  with 
a new  intravascular  membrane  oxy- 
genator that  serves  as  an  implantable 
lung  “booster”  that  is  capable  of 
functioning  inside  the  vena  cava  for  1 
to  3 weeks. 

Three  articles  provide  examples  of 
the  need  for  interdisciplinary  ap- 
proaches to  difficult  clinical  problems. 
The  challenge  of  osteomyelitis  is  ad- 
dressed in  the  article  by  Calhoun  and 
coauthors.  After  bone  debridement 
and  antibiotic  therapy  to  control  in- 
fection, an  external  fixation  device  is 
used  to  promote  bone  expansion  and 
growth  to  bridge  the  gap  between  the 
bone  ends  and  to  lengthen  the  extrem- 
ity (the  Ilizarov  technique)  in  a way 
that  will  correct  the  shortening  defor- 
mity characteristic  of  this  problem. 
Kuna  describes  current  concepts  in 
evaluating  and  managing  obstructive 
sleep  apnea,  which  is  more  common 
than  formerly  realized.  The  optimal 
management  of  patients  with  this  dis- 
order requires  the  cooperation  of  in- 
ternists, nutritionists,  surgeons,  and 
other  medical  specialists.  The  issue 
also  includes  an  article  by  Calhoun 
and  Wagner  on  the  multidisciplinary 
treatment  of  skin  cancer,  a problem  of 
epidemic  proportions  in  Texas. 

UTMB  takes  great  pride  in  the 
completion  of  its  first  century  of  ser- 
vice to  Texans.  The  institution  contin- 
ues to  grow,  evolve,  and  mature  in  its 
role  as  a major  health-care  resource 
for  our  state.  We  invite  you  to  join  us 
in  our  joyous  celebration  and  to  learn 
more  about  UTMB  in  the  pages  of  this 
month’s  Texas  Medicine. 
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Leaders  of  The  University  of  Texas 
Medical  Branch  at  Galveston 


Three  pioneering  faculty  members  of 
The  University  of  Texas  Medical 
Branch  at  Galveston  (UTMB)  are  re- 
membered during  this  centennial  year. 
Russian-born  Meyer  Bodansky,  MD, 
PhD,  came  to  UTMB  after  serving  in 
the  US  Army  during  World  War  I and 
was  a member  of  the  faculty  in  bio- 
logical chemistry  until  his  death  in 
1941.  He  wrote  three  textbooks  in 
biochemistry;  two  became  the  stan- 
dard in  biochemistry  courses  of  many 
medical  schools.  Charles  Marc  Pomer- 
at,  PhD,  came  to  UTMB  in  1943  as 
professor  of  anatomy  and  was  later 
appointed  professor  of  cytology  and 
director  and  founder  of  the  Tissue 
Culture  Laboratory.  Author  of  280 
published  reports,  he  developed  stan- 
dard techniques  to  maintain  living 
cells  in  culture  and  meticulously 
recorded  observations  with  time-lapse 
cinematography  technique.  George  R. 
Herrmann,  MD,  PhD,  a widely  ac- 
claimed internist,  joined  UTMB  as 
professor  of  internal  medicine  in  1931 
and  created  the  first  full-scale  electro- 
cardiographic laboratory  in  the  South. 
During  his  43  years  on  the  faculty, 
probably  his  major  contributions  were 
investigations  of  heart  failure,  espe- 
cially its  pathogenesis  and  treatment. 
He  first  used  aminophylline  in  the 
treatment  of  bronchial  asthma. 


Department  of  Internal 
Medicine,  Allergy  and 
Immunology  Division, 
The  University  of  Texas 
Medical  Branch  at 
Galveston.  Send  reprint 
requests  to  Dr  Grant, 
Department  of  Internal 
Medicine,  G-62,  The 
University  of  Texas 
Medical  Branch,  Galves- 
ton, TX  77550. 
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J.  Andrew  Grant,  MD 


In  this  centennial  year  at  The  Uni- 
versity of  Texas  Medical  Branch  at 
Galveston  (UTMB),  it  seemed  ap- 
propriate to  remember  three  pioneer- 
ing members  of  the  faculty.  This  has 
been  a particularly  pleasurable  under- 
taking, not  only  in  reading  to  learn 
more  about  these  remarkable  men  but 
in  talking  with  members  of  their  fami- 
lies and  a few  UTMB  people  who  re- 
member them  well. 

Meyer  Bodansky 

The  years  immediately  after  publica- 
tion of  the  Flexner  report  (1)  in  1910 
were  difficult  times  for  the  Medical 
Department  of  The  University  of 
Texas.  But  it  was  one  of  only  two 
medical  schools  in  Texas  to  survive, 
and  in  1919  it  v/as  renamed  The  Uni- 
versity of  Texas  Medical  Branch  at 
Galveston.  One  of  the  premier  faculty 
members  who  led  the  continued  devel- 
opment of  a strong  program  in  scien- 
tific education  and  laboratory 
medicine  was  Meyer  Bodansky,  MD, 
PhD  (Fig  1).  Born  in  Russia  in  1896, 
he  came  with  his  family  to  the  United 
States  at  the  age  of  1 1 years.  Two 
brothers  also  became  eminent  scien- 


Fig  1.  Meyer  Bodansky  (1896-1941). 
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tists;  Oscar  was  a coauthor  with  Mey- 
er, and  Aaron  is  known  for  assaying 
alkaline  phosphatase  and  for  the  Bo- 
dansky unit. 

Meyer  Bodansky  received  an  AB 
degree  from  Cornell  just  before  enter- 
ing the  US  Army  in  1918.  After  the 
Armistice,  he  came  to  Galveston  to 
join  the  faculty  as  instructor  in  biolog- 
ical chemistry  and  remained  in  that 
department  until  his  death  in  1941.  A 
farsighted  attitude  of  the  school  ad- 
ministration allowed  him  sufficient 
time  to  complete  training  for  his  mas- 
ter’s degree  from  The  University  of 
Texas  in  1923  and  for  a PhD  from 
Cornell  in  1923.  Fie  served  as  an  ex- 
change professor  at  Stanford  in  1925 
and  at  the  American  University  of 
Beirut  but  otherwise  served  his  entire 
career  on  the  faculty  in  Galveston. 

Long  after  he  was  established  in  his 
academic  career  as  professor  of  patho- 
logical chemistry  and  director  of  the 
Clinical  Laboratory  of  the  John  Sealy 
Flospital  at  the  University  and  of  the 
John  Sealy  Memorial  Research  Labo- 
ratory, he  decided  to  obtain  an  MD 
degree.  Again,  the  administration  gave 
him  time  each  summer  to  journey  by 
train  with  his  family  to  Chicago  to 
take  additional  required  classes  at  the 
University  of  Chicago.  During  a class 
in  biochemistry.  Dr  Bodansky  meekly 
disputed  a formula  drawn  on  the 
board  by  the  lecturer,  who  quickly  at- 
tempted to  silence  the  upstart  student 
by  saying,  “My  source  for  this  equa- 
tion is  Bodansky.”  The  quiet  retort 
from  the  student  was,  “I  am  Bodan- 
sky” (personal  communication  of  Sa- 
mona  Bodansky  Roddy,  daughter). 

Dr  Bodansky  devoted  his  career  to 
establishing  a high-quality  clinical  and 
research  laboratory  in  Galveston, 
which  Dr  F.W.  Schlutz,  a close  friend 
from  medical  school  days,  described 
in  a 1935  letter  to  Dr  Bodansky: 
“You  are  managing  to  carry  on  an 
amazing  amount  of  experimental 
work.  When  you  say  that  you  are  car- 
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rying  on  most  of  the  animal  work 
yourself,  I marvel  at  the  energy  which 
you  must  necessarily  expend  because  I 
know,  to  some  extent,  how  time  con- 
suming all  these  various  determina- 
tions are.  Your  laboratory  is  small, 
but  I can  see  that  you  have  made  the 
very  best  possible  use  of  all  space  and 
equipment.  Sometimes  I feel  that  an 
elegant  laboratory  is  a handicap.” 

Author  of  84  publications.  Dr  Bo- 
dansky  was  especially  interested  in 
amino  acid  (2,3)  and  fatty  acid  (4) 
metabolism  and  their  effects  on 
various  tissues.  He  explored  the  accu- 
rate measurement  of  compounds  such 
as  alcohol  (5)  and  other  drugs  (6).  Fi- 
nally he  explored  the  effects  of  en- 
docrinopathies  and  diet  on  bone 
metabolism  (7). 

Three  pioneering  textbooks  in  bio- 
chemistry were  probably  his  most  sig- 
nificant contributions.  Introduction  to 
Physiological  Chemistry  (8)  was  first 
written  in  1927  and  underwent  four 
editions.  Laboratory  Manual  of  Physi- 
ological Chemistry  (9)  by  Dr  Bodansky 
and  Marion  Spencer  Fay  first  appeared 
in  1928  and  also  went  through  four 
editions.  These  two  books  became  the 
standard  texts  in  biochemistry  courses 
of  most  medical  schools.  They  were 
translated  into  many  languages,  in- 
cluding a pirated  edition  in  Japanese. 
With  his  brother  Oscar,  Meyer  Bodan- 
sky wrote  Biochemistry  of  Disease 
(10),  first  published  in  1940.  This  text 
was  favored  by  resident  and  practicing 
physicians  alike  as  a reference  for  un- 
derstanding the  basic  processes  under- 
lying disease. 

Dr  Bodansky  was  an  active  mem- 
ber of  the  American  Society  of  Clinical 
Pathologists.  Because  his  opinion  was 
acclaimed  worldwide  in  the  new  spe- 
cialty of  clinical  pathology,  his  mem- 
oirs in  the  Truman  G.  Blocker,  Jr,  His- 
tory of  Medicine  Collections  in  the 
Moody  Medical  Library  at  UTMB 
contain  correspondence  from  many 
eminent  clinicians.  In  an  obituary  in 


the  American  Journal  of  Clinical 
Pathology,  on  which  he  had  served  as 
a member  of  the  editorial  board,  it 
was  stated:  “Particularly  helpful  were 
his  services  in  clearing  the  confused 
conception  of  the  relation  of  clinical 
pathologist  to  the  practice  of  biochem- 
istry. Trained  in  both  biochemistry 
and  medicine,  he  was  capable  of  prop- 
erly interpreting  and  clarifying  this  in- 
terrelation” (11).  He  was  also  instru- 
mental in  stimulating  the  new 
profession  of  medical  technology  and 
founded  the  School  of  Medical  Tech- 
nology in  Galveston  in  1932. 

Dr  Bodansky  was  known  in  the 
university  community  for  his  passion- 
ate support  for  young  scientists.  Ac- 
cording to  his  daughter,  he  was  known 
among  medical  students  affectionately 
as  “Dr  Bo.”  With  a keen  sense  of  the 
history  of  medicine,  he  often  wrote 
and  lectured  on  this  subject  (12).  His 
life  in  Galveston  was  personally  re- 
warding, and  he  once  refused  a faculty 
position  at  Harvard  so  that  he  could 
remain  on  the  Gulf  coast. 

On  the  international  scene,  he 
played  a key  role  in  several  organiza- 
tions seeking  to  find  new  careers  for 
physicians  and  scientists  fleeing  the 
Nazi  occupation  of  Europe.  A recent 
book.  Pioneer  Jewish  Texans  (13), 
chronicles  his  contributions:  “At  the 
height  of  his  research  and  writing  that 
revolutionized  the  view  of  body  chem- 
istry in  disease.  Dr  Bodansky  reached 
out  to  save  European  physicians  from 
extinction  by  the  Nazis.  In  the  late 
1930s  he  began  to  work  with  the  New 
York’s  Central  Committee  for  the  Re- 
settlement of  Eoreign  Physicians  and 
the  Boston  Committee  on  Medical 
Emigres.  The  committees  sought  to 
bring  these  refugee  physicians  to  the 
United  States,  then  place  them  in  small 
rural  communities  that  had  no  physi- 
cian or  in  research  laboratories.  Dr 
Bodansky  did  not  anticipate  the  resis- 
tance from  doctors  who  felt  their  eco- 
nomic well-being  threatened  by  what 


they  perceived  as  a flood  of  doctors 
into  the  United  States.  . . . He  de- 
spaired over  his  lack  of  success.” 

Dr  Bodansky’s  death  in  mid-life  re- 
minds us  of  the  difficulties  in  treating 
infections  early  in  the  antibiotic  era. 
“A  simple  catarrhal  otitis  media  led  to 
mastoiditis  and  operation,  recovery 
from  which  was  complicated  by  a pul- 
monary infection  and  acute  hemor- 
rhagic nephritis.  Not  quite  forty-five 
years  of  age,  he  departed  at  the  peak  of 
a career  of  brilliant  scientific  achieve- 
ment, of  fruitful  teaching,  and  of  de- 
voted service  to  suffering  humanity 
and  to  his  colleagues.  In  all  these  en- 
deavors Meyer  Bodansky  gave  of  him- 
self with  an  abundance  and  with  self 
sacrifice  which  all  those  who  knew  him 
admired  but  none  could  equal”  (11). 

Charles  Marc  Pomerat 

Born  in  1905  in  Southbridge,  Mass, 
Charles  Pomerat,  PhD,  (Pig  2)  became 
one  of  the  most  colorful,  as  well  as 
productive,  members  of  the  UTMB 
faculty.  He  founded  the  Tissue  Culture 
Association  and  is  considered  one  of 
the  pioneers  in  this  technique  in  cell 


Fig  2.  Charles  Marc  Pomerat  (1905-1964). 
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biology.  A very  good  friend  of  Dr 
Pomerat’s,  Mildred  Robertson,  served 
as  alumni  secretary  for  UTMB  for  al- 
most 3 decades.  She  recalls:  “His  fa- 
ther, a physician,  was  born  in  Paris; 
his  mother  was  French  Canadian. 
Their  youngest  son,  Charles,  was  a 
concours  de  cir Constance,  a potpourri 
of  Yank  and  Gaul,  a roux  (not  in  the 
cooking  sense,  but  redheaded)  combi- 
nation of  the  best  ingredients  and 
essences  of  his  heritage.  These  pro- 
duced un  mdange  recherche,  a choice 
blend.  He  looked  like  a Frenchman, 
talked  like  a New  Englander,  cultured 
and  exact,  and  spoke  the  French  lan- 
guage like  a native. 

“To  see  him,  his  Gallic  head  beret- 
clad,  his  arms  behind  his  back,  walk- 
ing through  the  streets  of  a French  vil- 
lage, one  knew  he  belonged  there.  To 
see  him  hatless  or  in  a Western  fedora 
strolling  the  pavements  of  New  York, 
arms  behind  his  back,  one  knew  he 
belonged  there  too. 

“Like  Paul  Valery  he  pursued  his 
adventure  with  an  admirable  French 
balance  of  wit  and  seriousness,  of  sci- 
ence and  maliciousness,  of  incredulity 
and  naivete.  There  was  always  in  him 
a trace  of  the  young  student’s  mind: 
brilliant  and  supple,  affectionate  and 
destructive.  He  liked  to  demolish  tra- 
ditions then  walk  about  joyously  in 
the  debris.  . . . But  levity  was  always 
offset  by  seriousness. 

“Charles  Pomerat  searched  for 
truth  — in  all  things.  In  his  search  he 
found  beauty.  In  beauty  he  found 
truth.  Indeed,  insofar  as  any  man 
could,  that  is  what  he  knew  and  all  he 
needed  to  know”  (14). 

Dr  Pomerat  received  his  under- 
graduate degree  from  Clark  Universi- 
ty, Worcester,  Mass.  His  graduate 
work  was  done  at  Harvard,  where  he 
received  a master’s  degree  and  a PhD. 
With  a Rockefeller  Foundation  Travel- 
ing Fellowship,  he  studied  at  Cam- 
bridge University  and  at  Buenos  Aires 
under  Bernardo  Houssay,  a renowned 
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physiologist.  During  World  War  II,  he 
served  as  director  of  the  Naval  Sub- 
tropical Marine  Laboratory  at  Woods 
Hole,  Mass. 

Dr  Pomerat  came  to  UTMB  in 
1943  as  professor  of  anatomy,  and  2 
years  later  he  was  appointed  professor 
of  cytology  and  director  and  founder 
of  the  Tissue  Culture  Laboratory.  He 
remained  on  our  faculty  until  1960, 
when  he  became  director  of  tbe  new 
Pasadena  Loundation  for  Medical  Re- 
search in  Pasadena,  Calif. 

He  returned  to  UTMB  in  1964  as  a 
major  lecturer  at  the  Lifth  National 
Medical  Student  Research  Lorum  and 
died  the  same  year.  A special  supple- 
ment to  the  1965  Texas  Reports  on 
Biology  and  Medicine  was  dedicated 
to  his  memory.  A visiting  lectureship 
was  started  in  1966  to  honor  him. 
Among  his  many  prizes  was  the  Hek- 
toen  Silver  Award  from  the  American 
Medical  Association  for  his  pioneering 
research  in  establishing  the  new  tech- 
nique of  tissue  culture. 

At  the  time  of  Dr  Pomerat’s  death, 
Chauncey  D.  Leake  (15)  stated  in  the 
above  supplement:  “There  had  been 
much  mystery  about  tissue  culture.  Es- 
tablished by  Ross  Harrison  at  Yale 
many  years  previously,  it  had  been  ex- 
ploited by  Alexis  Carrel  at  the  Rocke- 
feller Institute  in  New  York.  In  a dark- 
ly painted  room,  wearing  black  robes 
and  cap  with  an  air  of  great  mystery, 
Alexis  Carrel  frightened  scientists 
away  from  the  investigation  of  cellular 
activity  by  tissue-culture  methods.  Af- 
ter Carrel’s  death,  a number  of  brave 
scientists  learned  that  tissue-culture 
procedures  are  relatively  simple  and 
straightforward. 

“Charles  Pomerat  discovered  that 
it  was  easy  to  tease  out  about  a cubic 
millimeter  of  tissue  and  then  prepare  it 
either  by  hanging-drop  or  in  roller- 
tube  culture.  His  technique  enabled 
the  tissue  to  grow  promptly  when  it 
was  bathed  in  an  appropriate  nutrient 
medium.  He  aided  in  the  development 
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of  synthetic  nutrient  media,  but  found 
it  was  always  necessary  to  have  a 
small  trace  of  embryonic  juice  in  the 
solution  in  order  to  promote  growth. 
Growth  could  be  observed  within 
three  to  four  days  from  the  ‘explant,’ 
and  the  cells  would  stretch  out  along 
the  glass  slide  and  reproduce  them- 
selves in  accordance  with  the  organs 
or  tissues  from  which  they  might  be 
derived.  If  pictures  were  then  taken  at 
appropriate  time  intervals,  say  every 
second  or  so,  the  light  being  on  only 
when  a picture  was  taken  to  avoid 
damage  to  the  preparation,  a film 
could  be  developed  which,  with  dra- 
matic clarity,  could  show  the  extraor- 
dinary activities  of  living  cells”  (15). 

Author  of  280  published  reports. 
Dr  Pomerat  meticulously  recorded  his 
observations  on  a wide  range  of  cells. 
A focus  of  his  attention  was  the  ner- 
vous system,  and  he  first  observed  the 
pulsatile  action  of  oligodendroglia  in 
culture  (16).  Many  of  his  observations 
used  the  time-lapse,  phase  cinematog- 
raphy technique  (17)  described  above 
by  Chauncey  Leake.  Perhaps  some  of 
his  finest  observations  were  recorded 
with  short-term  observations  of  hu- 
man ciliated  nasal  mucosa  maintained 
in  culture  for  as  long  as  4 weeks  (18). 
He  observed  a unique  phenomenon, 
rotating  cellular  nuclei  with  a periodic- 
ity of  about  40  minutes  (19).  He  had  a 
keen  interest  in  the  effects  of  humoral 
factors  on  cells  (20),  and  perhaps  he 
provided  the  foundation  for  one  of  the 
most  exciting  fields  of  cell  biology  to- 
day, the  regulation  of  cell  function  by 
cytokines.  In  immunology,  he  first 
coined  the  term  “reticulo-endothelial 
immune  serum”  (21),  which  predicted 
the  exciting  field  of  interleukins.  He 
was  always  interested  in  the  toxic  re- 
sponses of  cells,  especially  radiation 
(22).  In  his  later  years,  he  also  became 
interested  in  injury  to  lung  cells  in- 
duced by  tobacco  smoke  (23). 

Dr  Pomerat’s  laboratory  was  visit- 
ed by  brilliant  scientists  from  all  over 
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the  world.  Dr  Leake  (15)  relates  the 
experience  of  one  young,  brilliant  visi- 
tor, T.C.  Hsu,  that  was  a landmark  in 
the  study  of  human  chromosomes: 
“One  day,  in  studying  tissue  cultures 
of  embryonic  human  spleen.  Dr  Hsu 
noted  that  the  chromosomes  in  the 
cells  were  spread  out  so  that  each  one 
could  be  separately  seen  in  the  same 
focal  plane.  This  was  in  marked  con- 
trast to  the  usual  spaghetti-like  ap- 
pearance of  human  chromosomes  in 
cells.  What  had  happened?  Doctor 
Hsu  surmised  that  there  had  been  a 
mistake  in  preparing  the  solution  for 
the  tissue  cultures  and  that  it  was  hy- 
potonic. The  result  was  that  the  cells 
had  taken  in  water  and  had  swollen; 
thus  the  chromosomes  had  separated 
and  fallen  into  the  same  focal  plane.  It 
was  possible  for  the  first  time  to  ex- 
amine separate  human  chromosomes 
and  to  begin  their  systematic  record- 
ing” (15,24).  These  studies  provided 
the  basis  for  the  first  counting  of  the 
human  chromosomes  by  a close  friend 
of  Pomerat,  Dr  T.S.  Painter,  at  The 
University  of  Texas  Austin  campus. 

Dr  Leake  concludes,  “It  is  quite 
impossible  to  indicate  the  broad  scope 
of  Charles  Pomerat’s  scientific  inter- 
ests. He  was  an  exceptionally  fine  mi- 
croscopist  and  possessed  extreme  skill 
in  handling  microscopic  preparations. 
His  drawings  of  what  he  saw  were  re- 
markably clear  and  informative.  He 
engaged  in  a broad  range  of  basic  bio- 
logical problems  related  to  neu- 
roanatomy, cancer,  growth,  the  devel- 
opment of  plants,  the  cellular 
characteristics  of  various  tissues  and 
the  toxicity  of  chemicals  to  cells. 

“Anyone,  even  those  outside  the 
field  of  science,  hearing  a technical  lec- 
I ture  by  Charles  Pomerat  would  be  cer- 
tain to  remember  it  always.  He  taught 
all  aspects  of  biology  and  was  particu- 
larly interested  in  broad  concepts  such 
as  evolution,  organizational  levels  of 
living  material  and  coordination  of 
cellular  activity.”  (15) 


Dr  Pomerat  was  at  home  in  the  lec- 
ture hall  as  well  as  in  the  basic  science 
laboratory.  He  was  ambidextrous  and 
often  drew  with  both  hands  while 
talking  rapidly  about  his  favorite  sub- 
ject. Dr  Donald  Duncan  (25),  who 
was  chairman  of  anatomy,  described 
Dr  Pomerat’s  career  as  a teacher.  His 
effectiveness  “stemmed  from  his  sus- 
tained and  vibrant  enthusiasm,  his 
clarity  of  presentation,  and  his  true 
eloquence  before  an  audience.  He 
could  tell  young  medical  students,  as 
he  did,  that  the  duodenum  was  a veri- 
table witches’  caldron,  and  then  pro- 
ceed to  fascinate  them  with  the  basic 
histology  of  this  organ.” 

In  his  early  years  in  Galveston,  Dr 
Pomerat  was  concerned  about  the  cul- 
tural opportunities  for  students.  With 
Mildred  Robertson,  he  established  a 
small  show  at  the  medical  school 
where  students  could  purchase  inex- 
pensive but  original  engravings  that  he 
had  brought  from  Europe.  Dr  Pomerat 
was  a world  traveler  and  was  quite  in- 
terested in  architecture.  He  began  to 
sketch  classic  buildings  and  later  grad- 
uated to  the  more  exacting  art  of  wa- 
ter colors.  A few  lucky  Galveston  resi- 
dents still  prize  gifts  of  sketches  and 
paintings  by  Dr  Pomerat. 

George  R.  Herrmann 

George  R.  Herrmann,  MD,  PhD  (Fig 
3),  born  in  1894  in  Fort  Wayne,  Ind, 
was  perhaps  the  most  widely  ac- 
claimed internist  to  serve  on  the 
UTMB  faculty.  His  education  was  ac- 
quired at  the  University  of  Michigan, 
where  he  received  his  bachelor’s,  mas- 
ter’s, and  MD  degrees  and  a PhD  in 
pathology.  He  trained  in  medicine  at 
the  Peter  Bent  Brigham  Hospital  with 
Dr  Henry  Christian,  who  provided  a 
chief  role  model  for  Dr  Herrmann  in 
his  later  academic  career.  He  served  as 
chief  resident  under  Dr  George  Dock 
at  Barnes  Hospital  in  St  Louis,  where 
he  also  became  interested  in  cardiolo- 


gy and  the  new  technique  of  electro- 
cardiography while  studying  with  Dr 
Frank  N.  Wilson,  a pioneer  in  opti- 
mizing cardiographic  leads  (26).  Dr 
Herrmann  served  on  the  faculty  of  Tu- 
lane  and  established  the  first  electro- 
cardiography laboratory  in  the  South 
at  Charity  Hospital  in  New  Orleans  in 
1924.  He  came  to  Galveston  as  profes- 
sor of  internal  medicine  in  1931  and 
then  created  the  first  full-scale  electro- 
cardiographic laboratory  in  the  South. 

William  P.  Deiss,  MD,  who  served 
as  chairman  of  internal  medicine  from 
1968  to  1984,  describes  Dr  Herr- 
mann’s accomplishments:  “Perusing 
George  Herrmann’s  bibliography  of 
393  scientific  papers,  books,  and 
monographs  is  a fascinating  exercise, 
for  he  was  a prolific  and  versatile  in- 
vestigator. He  examined  nearly  every 
aspect  of  the  electrical  behavior  of  the 
heart;  the  clinical,  pathologic,  and  bio- 
chemical aspects  of  a wide  range  of 
cardiovascular  diseases;  the  effects  of 
diuretics;  and  eventually  the  hyper- 
lipoproteinemic  states  and  their  man- 
agement” (27). 

Perhaps  Dr  Herrmann  is  best 
known  for  his  observations  with  M. 
Brian  Aynesworth  first  reporting  the 


Fig  3.  George  R.  Herrmann  (1894-1975). 
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value  of  intravenous  aminophylline 
for  the  treatment  of  status  asthmaticus 
(28).  This  landmark  article  was  re- 
cently reprinted  in  the  Journal  of  Lab- 
oratory and  Clinical  Medicine.  Al- 
though not  described  in  this  paper,  the 
first  patient  to  receive  the  drug  for 
bronchial  asthma  was  Dr  Herrmann’s 
son,  George  Henry  Christian  Herr- 
mann, MD,  who  now  practices  in  La 
Place,  La.  Herrmann  and  Aynesworth 
described  the  beneficial  effects  of  in- 
travenous aminophylline  in  16  pa- 
tients with  bronchial  asthma  refracto- 
ry to  adrenalin.  They  concluded  that 
“reactions  to  the  injection  of  0.48  gm 
were  common  but  as  a rule  quite  mild 
and  innocuous  and  rarely  very  dis- 
turbing.” Recently  the  toxicity  of 
theophylline  has  been  emphasized, 
and  the  proper  use  of  xanthines  in  the 
management  of  bronchial  asthma  re- 
mains highly  controversial  (29,30). 

During  his  43  years  on  the  faculty 
of  UTMB,  until  shortly  before  his 
death  in  1975,  Dr  Herrmann  pub- 
lished on  a wide  range  of  subjects. 
Throughout  his  career,  his  major  con- 
tributions were  probably  investiga- 
tions of  heart  failure,  especially  its 
pathogenesis  and  treatment  (31-39). 

He  had  also  a profound  interest  in 
the  pathogenesis  of  coronary  artery 
disease  and  felt  strongly  that  it  was 
linked  to  cholesterol  (40)  and  to  to- 
bacco usage.  His  aversion  for  tobacco 
was  so  profound  that  he  refused  to 
permit  anyone  to  smoke  in  his  pres- 
ence. He  himself  did  not  practice  di- 
etary control  and  is  described  by  his 
son:  “He  was  5 feet  1 inches  in  height, 
and  weighed  about  250  pounds  most 
of  his  life,  and  had  blonde  hair,  blue 
eyes,  and  a peaches  and  cream  com- 
plexion which  led  to  his  nickname, 
‘Pudge,’  among  the  students.  His 
white  coats  had  to  be  taken  up  by  my 
mother  because  of  his  short  stature.” 
(Personal  communication  with  G.H.C. 
Herrmann,  MD.) 

Dr  Herrmann  is  recognized  by 


alumni  of  UTMB  for  his  excellence  in 
clinical  instruction,  and  he  wrote  Clin- 
ical Case  Taking  (41).  This  text  went 
through  five  editions  and  became  a 
standard  for  teaching  physical  diagno- 
sis. He  was  also  author  of  two  other 
texts,  A Synopsis  of  Diseases  of  the 
Heart  and  Arteries  (42),  which  had 
four  editions,  and  Methods  in 
Medicine  (43),  which  had  two  editions. 

According  to  Dr  Deiss,  “While  his 
investigations  were  a major  part  of  his 
professional  career,  he  was  a vigorous 
and  accomplished  bedside  teacher  and 
insisted  upon  meticulous  history-tak- 
ing and  examination.  He  had  little  pa- 
tience with  students  and  house  officers 
who  did  not  give  their  best.  While 
George  Herrmann  was  a good  and 
life-long  friend  to  many  whose  priori- 
ties in  the  values  of  academic  excel- 
lence, particularly  sound  clinical  inves- 
tigations, excellence  in  patient  care 
and  teaching,  and  personal  integrity 
matched  his  own,  he  could  be  a 
formidable  foe  to  those  whose  values 
did  not.  His  opinions  were  deeply  felt 
and  strongly  pronounced”  (27). 

Dr  Herrmann  represented  UTMB 
by  his  membership  in  prestigious  pro- 
fessional societies,  such  as  the  Ameri- 
can Society  for  Clinical  Investigation, 
and  was  a frequent  presenter  at  their 
meetings.  He  was  awarded  the  first 
honorary  Jeweled  Key  Award  of  the 
American  College  of  Cardiology,  and 
he  served  as  vice  president  and  trustee 
of  that  organization.  Also,  he  received 
a medal  for  Distinguished  Achieve- 
ment of  the  American  Heart  Associa- 
tion and  was  the  first  recipient  of  the 
Distinguished  Service  Award  of  the 
Texas  Medical  Association  in  1964. 

Working  actively  at  developing  car- 
diology in  Hispanic  America,  Dr  Herr- 
mann made  frequent  trips  to  Mexico 
City  to  lecture  at  the  National  Insti- 
tute of  Cardiology,  and  he  received 
many  honorary  degrees  from  Latin 
American  universities.  He  was  a 
founder  of  the  Inter-American  Cardio- 


logical Society  in  1944  and  was  a di- 
rector from  1946  until  1956. 

He  was  appointed  the  first  Ashbel 
Smith  Professor  of  Medicine  at  UTMB 
in  1964.  Three  of  his  children  received 
MD  degrees  from  UTMB,  and  the  de- 
votion of  his  entire  family  to  this  med- 
ical school  was  keen. 
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This  report  describes  a 23-year  expe- 
rience with  renal  transplantation  in 
infants,  children,  and  adolescents  at 
the  Children’s  Renal  Center  of  the  Di- 
vision of  Pediatric  Nephrology  at  The 
University  of  Texas  Medical  Branch  at 
Galveston.  One  hundred  ninety-four 
transplants  have  been  performed  in 
1 62  persons.  Patient  and  graft  sur- 
vival is  illustrated  and  is  similar  to 
that  from  other  US  centers.  The  data 
suggest  an  enhanced  graft  survival  in 
transplants  from  living,  related  donors 
and  from  cadaveric  donors  after  intro- 
duction of  cyclosporine  A as  the  pri- 
mary immunosuppressive  agent.  The 
data  for  infants  and  small  children  are 
similar  to  that  reported  for  adoles- 
cents and  adults.  Thus,  all  infants, 
children,  and  adolescents  with  chronic 
renal  failure  are  potential  candidates 
for  renal  transplantation.  The  timing 
of  the  transplant  appears  more  critical 
than  in  the  adult  due  to  the  need  to 
consider  growth  and  developmental 
milestones  as  well  as  the  level  of  renal 
function.  It  is  recommended  that  the 
counsel  of  a pediatric  nephrologist  be 
sought  early  in  the  course  of  any  renal 
disease  where  progression  to  end-stage 
renal  disease  is  probable. 


Drs  Travis,  Kalia,  and  Srivastava,  Di- 
visions of  Nephrology  & Diabetes;  Dr 
Gugliuzza,  Department  of  Surgery, 
The  University  of  Texas  Medical 
Branch  at  Galveston.  Send  reprint  re- 
quests to  Dr  Travis,  William  W.  Glaus- 
er  Professor  of  Pediatric  Nephrology, 
Director,  Divisions  of  Nephrology  & 
Diabetes,  Department  of  Pediatrics, 
The  University  of  Texas  Medical 
Branch,  Galveston,  TX  77550. 
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Renal  transplantation  in  children: 
experience  of  23  years  at  the  children’s  renal 
center  of  The  University  of  Texas  Medical 
Branch  at  Galveston 


Luther  B.  Travis,  MD 
Alok  Kalia,  MD 

Renal  transplantation  in  humans 
had  its  origin  only  40  years 
ago.  The  early  experiences  are 
detailed  in  an  excellent  review  of  the 
subject  by  Groth  in  1972  (1).  Pro- 
longed survival  of  the  transplanted 
kidney,  one  that  came  from  an  identi- 
cal twin,  was  first  reported  in  1956  by 
Merrill  and  associates  (2).  Not  until 
10  years  later,  in  1966,  did  Starzl  and 
coworkers  (3)  report  the  first  trans- 
plantations in  children,  some  of  whom 
had  been  transplanted  as  early  as 
1962.  Since  then,  renal  transplanta- 
tion in  children  has  become  the  ac- 
cepted and  preferred  form  of  manage- 
ment of  most  young  persons  with 
end-stage  renal  disease  (ESRD).  The 
1988-1989  annual  report  from  the 
United  Network  for  Organ  Sharing 
(UNOS)  indicated  that  20.8%  of  the 
transplantations  in  this  country  were 
performed  in  persons  younger  than  18 
years  old.  That  same  report,  however, 
found  that  only  3.3%  of  all  renal 
transplants  were  performed  in  persons 
younger  than  5 years  and  only  5.3% 
of  pediatric  transplants  were  cadaver- 
ic. These  data  are  somewhat  at  vari- 
ance with  those  reported  by  the  North 
American  Pediatric  Renal  Transplant 
Cooperative  Study  (NAPRTCS)  (4). 
This  group  summary  of  57  pediatric 
reporting  centers  demonstrated  that 
24%  of  all  transplants  performed 
were  in  children  younger  than  5 years 
and  7%  were  in  those  younger  than  2. 

Only  2 years  after  the  original  re- 
port on  children’s  transplantation, 
Kenneth  Tyson,  MD,  and  Jay  Fish, 
MD,  already  engaged  in  the  trans- 
planting of  kidneys  into  adults,  per- 
formed a cadaveric  renal  transplant  on 
a 2-year-old  girl  at  The  University  of 
Texas  Medical  Branch  at  Galveston; 
she  was  the  first  child  known  to  have 
received  a kidney  transplant  in  Texas 
and,  at  that  time,  perhaps  the 
youngest  in  the  country.  One  author 
of  this  article  (LBT)  provided  the  pedi- 
atric nephrology  and  medical  assis- 
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Kristene  K.  Gugliuzza,  MD 
Rajendra  N.  Srivastava,  MD 

tance  from  the  time  of  her  admission 
until  just  recently.  That  initial  trans- 
plant proclaimed  the  dawn  of  a new 
era  in  children’s  health  care  in  Texas. 
So  unique  were  that  event  and  its  af- 
termath that  the  anecdote  merits  a 
brief  reiteration. 

SM,  a resident  of  Dallas,  was  found 
to  have  a Wilms’  tumor  of  one  kidney 
when  she  was  11  months  old.  That 
kidney  was  removed  and  appropriate 
chemotherapy  was  administered. 
When  she  was  about  20  months  old, 
a second  Wilms’  tumor  involving  a 
large  portion  of  the  remaining  kidney 
was  found,  and  this  tumor  was  not 
resectable.  She  was  transferred  to 
UTMB,  where  a nephrectomy  was 
performed,  chemotherapy  was  con- 
tinued, and  peritoneal  dialysis  and 
lymphocyte  depletion  were  begun. 
Approximately  6 weeks  later 
(12/8/68)  and  within  days  of  her  sec- 
ond birthday,  she  received  a cadaveric 
kidney  from  a 46-year-old  donor. 

Although  she  suffered  many 
acute  complications,  including  sever- 
al severe  cellular  rejections,  her 
course  stabilized  and  this  kidney  sus- 
tained her  until  1971,  when,  as  a re- 
sult of  failing  renal  function  associat- 
ed with  a slowdown  in  growth  rate, 
she  received  a transplant  from  her 
mother.  Few  acute  problems  oc- 
curred, and  SM  finished  high  school, 
graduated  from  college  with  a degree 
in  nursing,  married,  and  gave  birth 
to  a normal  child  in  1989. 

In  October  1990,  she  had  symp- 
toms of  an  acute  abdominal  crisis.  A 
laparotomy  revealed  a hepatoblas- 
toma of  the  liver.  She  lived  only 
about  2 months  longer.  At  the  time  of 
her  acute  crisis,  her  serum  creatinine 
was  88  |imol/L  (1  mg/dL)  and  her 
creatinine  clearance  was  1.17  mL/s 
(70  mL/min).  She  was  within  weeks 
of  being  24  years  old  and  of  surviving 
22  years  on  the  kidneys  of  others. 
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Table  1.  Pediatric  nephrologists  and  transplant  surgeons  from  UTMB 
who  have  worked  on  renal  transplantation  in  children. 


Physicians  in  the  Children’s  Renal  Center,  1968-1991 
Pediatric  Nephrologists  Transplant  Surgeons 


Michael  Berger 
Ben  H.  Brouhard 
Hugo  F.  Carvajal 
Robert  J.  Cunningham 
Jose  Luis  Enriquez 
Alok  Kalia 
William  B.  Lorentz 
Robert  Lynch 
Rajendra  N.  Srivastava 
Luther  B.  Travis 


Phillip  Boudreaux 
Jay  Fish 
Wayne  Flye 
Robert  R.M.  Gifford 
Kristene  Gugliuzza 
Marshall  Schwartz 
Kenneth  Tyson 
Owen  E.  Winsett 


From  this  beginning  in  1968,  and 
with  only  a brief  interruption  in  the 
early  1970s,  the  Children’s  Renal  Cen- 
ter in  the  Department  of  Pediatrics  at 
UTMB  has  had  an  active  program  for 
young  persons  with  ESRD.  Through 
March  1991,  we  have  performed  194 
renal  transplantations  on  162  infants, 
children,  and  adolescents.  This  report 
summarizes  some  of  our  findings  in 
this  group  of  young  persons  and 
points  out  changes  we  have  made  in 
management  strategies  over  the  last  23 
years.  The  pediatric  nephrologists  and 
transplant  surgeons  involved  with  this 
program  during  these  years  are  too 
numerous  to  share  authorship  on  this 
report,  but  they  are  listed  in  Table  1. 
We  acknowledge  their  significant  con- 
tributions to  the  success  of  this  pro- 


Table  2.  Selected  demographic  data  on  children 
who  received  transplants  at  UTMB. 


Features  of  Transplants 

No. 

Transplants  performed 

First 

161 

Second 

31 

Third 

2 

Total  transplants 

194 

Males/Females 

78/84 

Cadaveric  donors  (CAD) 

102 

Living,  related  donors  (LRD) 

Mother 

45 

Father 

30 

Sibling 

14 

Other 

3 

Total  LRD 

92 

Race 

Caucasian-North  American 

79 

Hispanic  Surname 

57 

Afro-American 

23 

Other 

2 

Age  at  transplant 

(Mean,  11.8  yrs;  Range,  0.5  to  18  yrs) 

< 24  months 

14 

24  to  60  months 

10 

5 to  10  years 

29 

10  to  15  years 

66 

>15  years 

42 

gram.  Also,  we  would  like  to  recog- 
nize the  many  nurses,  dietitians,  and 
social  service  personnel  who  have  con- 
tributed to  our  accomplishments.  And, 
most  importantly,  we  extend  our 
thanks  to  the  children  and  parents 
who,  with  us,  have  endured  the  trials 
and  tribulations  of  this  program  and 
have,  in  many  instances,  been  respon- 
sible for  our  continuing  education. 

Subjects  and  methods 

From  December  1968  through  March 
31,  1991,  we  performed  194  renal 
transplants  in  162  children.  Of  these 
transplants,  102  came  from  cadaveric 
donors  (CAD)  and  92  came  from  liv- 
ing, related  donors  (LRD).  All  had  the 
initial  transplant  performed  in  this 
program  except  for  1 person  who  re- 
ceived the  first  transplant  elsewhere 
and  the  second  at  UTMB.  Demo- 
graphic data  on  these  children  is  noted 
in  Table  2 and  the  cause  of  the  ESRD, 
when  known,  is  found  in  Table  3. 

Although  human  leukocyte  antigen 
typing  was  performed  on  all  donor-re- 
cipient pairs,  cadaver  kidneys  have 
been  used  regardless  of  the  human 
leukocyte  antigen  match.  Because  im- 
munosuppressive therapy  protocols 
were  altered  at  certain  times,  the  pa- 
tients are  divided  into  three  groups  for 
purposes  of  analysis.  Group  1 consists 
of  66  patients  (41  CAD  and  25  LRD) 
who  received  transplants  between  De- 
cember 1968  and  December  1980; 
standard  management  consisted  of 
prednisone  and  azathioprine  given 
daily  or  on  alternate  days.  Some  of  the 
early  patients  in  this  group  underwent 
pretransplant  lymphocyte  depletion 
and  a few  received  a crude  prepara- 
tion of  antilymphocyte  globulin 
(AEG).  Group  2 consists  of  41  pa- 
tients (14  CAD  and  27  LRD)  who  re- 
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Table  3.  Causes  of  end-stage  renal  disease  in  161 
children  who  received  initial  renal  transplant  at 
UTMB. 


Cause  No.  of  Cases 


Glomerulonephritis  57 

Focal  segmental  glomerulosclerosis  30 

Mesangiocapillary  glomerulonephritis  1 1 

Rapidly  progressive  glomerulonephritis  4 

All  others  12 

Congenital  abnormalities  59 

Posterior  urethral  valves  15 

Renal  hypoplasia/dysplasia  16 

Vesicoureteral  reflux  1 1 

Neurogenic  bladder  7 

All  others  10 

Interstitial  nephritis  or  pyelonephritis  14 

Familial  or  metabolic  16 

Alport’s  syndrome  6 

Medullary  cystic  disease  3 

All  others  7 

Unknown  and/or  others  15 


ceived  their  transplants  between  Jan- 
uary 1981  and  December  1985.  All 
patients  in  this  group  were  treated 
with  deliberate,  pretransplant  transfu- 
sions and  Minnesota  ALG  (M-ALG, 
first  used  in  1983)  plus  prednisone  and 
azathioprine.  Group  3 consists  of  54 
patients  (17  CAD  and  37  LRD)  whose 
transplants  were  performed  after  Jan- 
uary 1,  1985.  The  standard  manage- 
ment protocol  for  this  group  has  been 
pretransplant  transfusions,  M-ALG, 
cyclosporine  A (CyA),  prednisone,  and 
azathioprine.  Treatment  for  acute  cel- 
lular rejections  has  been  standardized 
throughout  but  has  undergone  some 
revision  in  recent  years.  Intravenous 
bolus  infusions  of  methylprednisolone 
have  been  our  primary  treatment 
throughout;  since  1985,  we  have  used 
either  intravenous  M-ALG  or  OKT-3 
in  addition  to  the  methylprednisolone 
on  most  patients.  Local  graft  irradia- 
tion has  been  used  on  selected  patients 
as  backup  therapy. 

Patient  and  kidney  (graft)  sur- 
vivals are  calculated  by  standard  ac- 
tuarial methods  and  are  expressed  as 
cumulative  survival  curves.  Graft  loss 
is  defined  as  either  a return  to  dialysis 
or  death,  even  from  unrelated  causes, 
regardless  of  whether  the  kidney  was 
functioning. 

Results 

Thirty-two  of  the  161  children  who 
had  a first  renal  transplant  in  our  pro- 
gram have  died  over  the  23  years  of 
cumulative  observation.  Thus,  the 
overall  patient  survival  rate  is  80.1% 
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Table  4.  Overall  patient  survival  by  type  of  transplant  in  161  patients  who 
received  initial  transplant  at  UTMB. 


Type  of  Transplants 

No.  of 

Patients 

No.  of  Patients 
Surviving  (%) 

Living,  related  donor 

89 

77  (86.5) 

Cadaveric  donor 

72 

52  (72.2) 

Total 

161 

129  (80.1) 

(Table  4).  The  patient  survival  rate  for 
LRD  transplants  is  86.5%,  and  that 
for  CAD  transplants  is  71.2%. 

The  cumulative  graft  survival  for  all 
161  patients  is  depicted  in  Fig  1,  which 
divides  them  according  to  whether  they 
had  LRD  or  CAD  grafts.  Because  the 
cumulative  loss  of  renal  grafts  between 
5 and  10  years  posttransplant  is  low 
and  the  number  of  patients  is  small, 
Figs  2 and  3 depict  only  5-year  graft 
survival  data  for  the  three  treatment 
periods  for  LRD  and  CAD  transplant 
recipients,  respectively. 

Although  graft  survival  is  signifi- 
cantly better  for  LRD  transplants  than 
for  CAD  transplants  during  all  time  pe- 
riods, graft  retention  for  groups  1 and 
2 are  essentially  the  same  for  both 
LRD  and  CAD  transplants.  Thus,  little 
change  in  survival  was  evident  despite 
the  altered  immunosuppressive  proto- 
cols. Even  though  the  numbers  of  pa- 
tients followed  for  the  full  5 years  are 
smaller,  graft  survival  appears  to  have 
improved  since  1985,  when  cy- 
closporine A was  introduced  into  the 
management  program.  This  is  more 


dramatic  for  the  CAD  than  for  the 
LRD  transplant  recipients. 

Because  of  the  reluctance  of  some 
centers  to  transplant  young  children, 
we  compared  graft  survival  in  children 
younger  than  60  months  at  the  time  of 
transplant  with  those  older  than  this 
age  (Fig  4).  We  found  essentially  no 
difference  between  the  two  age  groups 
in  either  patient  or  graft  survival. 

Fig  5 portrays  patient  and  graft 
survival  for  those  14  children  younger 
than  24  months  at  the  time  of  trans- 
plant. This  figure  indicates  that  there 
is  little  variance  between  survival  even 
when  this  young  age  group  is  com- 
pared to  older  children. 

Because  recent  data  have  suggested 
significant  racial  differences  in  graft 
survival,  particularly  between  the  Cau- 
casian and  the  Afro-American  (5-7), 
we  looked  at  both  graft  and  patient 
survival  in  Caucasian-North  Ameri- 
cans, Caucasians  with  a Hispanic  sur- 
name, and  Afro-Americans.  Figs  6 and 
7 display  data  for  both  LRD  and  CAD 
transplants.  The  differences  among  the 
three  groups  are  insignificant. 


Thirty-one  of  our  patients  had  a 
second  transplant  after  having  lost  the 
original  graft.  Fig  8 illustrates  both 
graft  and  patient  survival  of  these  sec- 
ond transplants.  When  the  results  on 
this  figure  are  compared  to  those  from 
Figs  2 and  3,  little  difference  appears 
in  either  patient  or  graft  survival  be- 
tween the  first  and  second  transplants. 

Discussion 

Although  renal  transplantation  has 
now  become  the  preferred  therapy  for 
children  with  ESRD,  the  discipline  is 
still  in  its  infancy  and  there  are  few 
reports  on  long-term  outcomes.  In 
1986,  Potter  and  associates  (8)  report- 
ed on  the  San  Erancisco  experience  in 
which  the  cumulative  kidney  survival 
for  LRD  transplants  was  79%,  60%, 
and  52%  after  5,  10,  and  15  years,  re- 
spectively. Data  from  Minnesota  (9) 
and  Los  Angeles  (10)  report  10-year 
LRD  graft  survival  of  70%  and  67%, 
respectively.  The  data  from  UTMB  re- 
ported here  demonstrate  graft  sur- 
vivals of  63%,  54%,  and  48%  at  simi- 
lar times  and  do  not  differ 
significantly  from  the  others. 

Results  from  cadaveric  transplanta- 
tions are  not  nearly  so  good.  Potter  re- 
ported a 25%  overall  graft  survival  at 
10  years,  and  other  reports  in  the  liter- 
ature vary  from  20%  to  44%  graft  re- 
tention. Our  data  reveal  a 37%  graft 
retention  at  10  years  — virtually  iden- 
tical to  the  average  from  other  reports. 
Eurthermore,  our  patient  survival  of 
81%,  81%,  and  74%  at  5,  10,  and  15 
years,  respectively,  after  LRD  trans- 
plantation compares  favorably  with 
other  reports.  Patient  survival  after 
CAD  transplantation  at  5,  10,  and  15 
years  is  73%,  67%,  and  59%  and, 
while  not  as  good  as  with  LRD,  is  bet- 
ter than  that  reported  by  others.  Eor  a 
condition  (ESRD)  that  otherwise  has 
such  an  exceedingly  poor  prognosis, 
current  management  programs  have 
been  clearly  beneficial. 


Fig  1.  Actuarial  survival  of  renal  grafts  for  transplants  in  the  161  children.  Numbers  in  parentheses 
above  each  symbol  in  this  and  subsequent  figures  indicate  the  number  of  patients  who  have  been  evalu- 
ated to  that  date. 
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Fig  2.  Actuarial  survival  of  renal  grafts  for  the  89  patients  whose  original  graft  came  from  a living,  relat- 
ed donor.  The  three  curves  reflect  time  frames  during  which  management  protocols  differed  (see  text). 


Also  apparent  from  review  of  Figs 
2 and  3 is  the  conclusion  that  progno- 
sis following  either  LRD  or  CAD 
transplantation  has  improved  with  the 
arrival  of  cyclosporine  A on  the  thera- 
peutic scene.  This  is  most  evident  in 
CAD  transplants,  but  the  effect  on 
graft  survival  is  also  seen  in  LRD 
transplants.  Our  data  suggest  that 
most  other  interventions  prior  to  cy- 
closporine A were  insignificant  in  im- 
proving either  patient  or  graft  survival. 

Children  younger  than  5 years 
have  not  been  considered  acceptable 
or  suitable  transplant  candidates  in 
some  pediatric  nephrology  programs, 
and  those  younger  than  age  2 years 


are  even  less  so.  This  has  been  particu- 
larly true  when  it  comes  to  CAD 
transplantation.  In  its  1989  report, 
UNOS  noted  that  2.7%  of  all  LRD 
transplants  were  performed  in  chil- 
dren younger  than  5 years,  but  only 
0.6%  of  all  CAD  transplants  were 
performed  in  this  age  group.  Part  of 
this  bias  against  the  young  child  arises 
from  antiquated  ideas  publicized  in 
the  early  days  of  transplantation 
(11,12),  but  even  respected  profession- 
als in  pediatric  nephrology  today  still 
voice  this  bias.  In  1988,  Fine  (13)  said, 
“It  is  difficult  to  advocate  renal  trans- 
plantation in  infants  and  young  chil- 
dren with  ESRD  as  the  preferred  treat- 


ment.” Since  such  infants  and  young 
children  do  not  thrive  and  develop 
normally  on  any  form  of  dialytic  man- 
agement, it  is  difficult  to  reconcile  this 
view  with  the  alternatives.  Alexander 

(14)  further  confounds  the  issue  when 
he  states,  “Unfortunately,  results  of 
cadaver  transplantation  in  early  infan- 
cy historically  have  been  poor  and  re- 
main suboptimal  today.”  Data  shown 
in  this  article  (Figs  4 and  5)  and  those 
reported  previously,  both  from  here 

(15)  and  elsewhere  (8,16,17),  do  not 
support  these  pessimistic  views. 
NAPRTCS  (4)  projects  a 50%,  1-year 
CAD  graft  survival  in  infants,  but 
these  data  are  based  on  very  small 
numbers  from  several  centers.  Even  so, 
how  different  is  this  projection  in  in- 
fants from  that  observed  in  older  chil- 
dren and  adults? 

Numerous  studies  have  alluded  to 
the  critical  importance  of  “timing”  in 
renal  transplantation  carried  out  in  the 
teenager  in  an  attempt  to  preserve  and 
foster  the  patient’s  linear  growth  and 
eventual  height  (18-21).  Erom  our  un- 
derstanding of  postnatal  human  devel- 
opment, such  attention  to  “timing” 
would  seem  to  be  of  even  more  impor- 
tance in  the  infant.  The  recent  study 
by  Davis,  Chang,  and  Nevins  (22)  ap- 
pears to  amplify  the  need  for  early  in- 
tervention if  clinicians  are  to  have  a 
significant  impact  on  neurosensory  de- 
velopment and  function. 

Despite  the  presence  of  increased 
technical  problems  involved  in  surgical 
placement  of  the  kidney,  it  seems  obvi- 
ous that  infants  and  small  children  can 
be  transplanted  successfully  and  that 
the  best  option  appears  to  be  with 
LRD  transplantation.  Even  then,  the 
investment  in  time  and  resources  by 
the  pediatric  nephrologist  is  extraordi- 
narily high  because  the  smallest  of 
these  transplant  candidates  must  be 
carefully  nurtured  by  dialytic  and  nu- 
tritional means  to  a size  suitable  (5  to 
6 kg)  for  successful  placement  of  the 
donor  organ. 


Fig  3.  Actuarial  survival  of  renal  grafts  for  the  72  patients  whose  original  graft  came  from  a cadaver- 
ic donor.  The  three  different  curves  reflect  time  frames  during  which  management  protocols  differed 
(see  text). 
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Fig  4.  Actuarial  survival  of  renal  grafts  for  all  161  patients  correlated  by  patient’s  age  at  time  of 
transplant.  Open  symbols  reflect  those  younger  than  5 years.  LRD  = living,  related  donor;  CAD  = ca- 
daveric donor. 


(19) 


Graft  Survival 


Previous  authors  have  demonstrat- 
ed that  the  survival  rate  of  kidneys 
transplanted  into  Afro-Americans  is 
significantly  lower  than  that  seen  with 
Caucasians  (5,6).  The  reasons  for  this 
racial  difference  are  uncertain.  We 
were  unable  to  document  such  a differ- 
ence in  our  population  and  are  uncer- 
tain why  the  graft  survival  rates  with 
either  LRD  or  CAD  transplants  in  our 
groups  are  so  similar  (Figs  6 and  7). 
Our  data  indicating  equivalent  kidney 
survival  in  the  Hispanic  and  the  Cau- 
casian-North American  support  data 
previously  noted  in  the  adult  (7). 

In  the  case  report,  patient  SM  was 


noted  to  have  developed  a secondary 
malignancy,  presumably  as  a conse- 
quence of  the  long  duration  of  im- 
munosuppressive therapy  necessary  to 
maintain  graft  function.  This  is  a 
known  potential  consequence  of  such 
long-term  survival.  Thus  far,  this  is  the 
only  such  occurrence  in  our  patient 
population.  The  only  other  complica- 
tions we  have  observed  have  been  re- 
lated to  secondary  infections,  mostly 
during  the  period  of  more  intense  im- 
munosuppression immediately  after 
transplantation.  Also,  as  we  and  oth- 
ers have  reported  previously,  persistent 
hyperlipidemia  is  present  in  a 


significant  number  of  patients  and  its 
long-term  outcome  is  yet  to  be  ad- 
dressed sufficiently. 

Conclusions 

We  report  on  our  23-year  experience 
with  renal  transplantation  in  infants, 
children,  and  adolescents.  One  hun- 
dred ninety-four  transplants  have  been 
performed  in  162  young  persons,  161 
having  received  their  first  transplant  at 
the  Children’s  Renal  Center  of  the  Di- 
vision of  Nephrology  at  UTMB.  Our 
patient  and  graft  survivals  are  similar 
to  those  reported  from  the  three 
largest  US  centers  in  Minnesota,  Los 
Angeles,  and  San  Francisco.  Evidence 
of  enhanced  graft  survival  in  both 
LRD  and  CAD  transplants  after  the 
introduction  of  CyA  as  a primary 
immunosuppressive  agent  has  been 
documented.  Newer  therapies  will 
probably  further  improve  the  results  in 
both  LRD  and  CAD  transplants. 

All  infants,  children,  and  adoles- 
cents with  chronic  renal  failure  are  po- 
tential candidates  for  renal  transplan- 
tation. The  timing  of  the  transplant 
seems  to  be  more  critical  in  this  group 
than  in  the  adult  because  of  the  need 
to  coordinate  the  time  of  transplant 
with  growth  and  developmental  mile- 
stones as  well  as  with  levels  of  renal 
function.  To  seek  the  counsel  of  a pe- 
diatric nephrologist  early  in  the  course 
of  any  renal  disease  where  there  is 
likelihood  of  progression  to  ESRD  is, 
therefore,  advisable. 
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Fig  6.  Actuarial  survival  of  renal  grafts  (open  symbols)  and  patients  (solid  symbols)  for  children  of  dif- 
ferent ethnic  backgrounds  who  received  a living,  related  donor  (LRD)  transplant. 

Survival  Following  LRD  1st  TX 


Fig  7.  Actuarial  survival  of  renal  grafts  (open  symbols)  and  patients  (solid  symbols)  for  children  of  dif- 
ferent ethnic  backgrounds  who  received  a cadaveric  transplant. 
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Fig  8.  Actuarial  survival  of  renal  grafts  (open  symbols)  and  patients  (solid  symbols)  for  the  31  children 
who  had  a second  transplant. 
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Seventy-five  patients  with  bone  infec- 
tion have  been  treated  at  The  Univer- 
sity of  Texas  Medical  Branch  at 
Galveston  (UTMB)  with  the  Ilizarov 
external  fixator.  Multiple  deformities 
were  present  in  many  patients.  Thirty- 
four  patients  had  infected  nonunions, 
22  were  short,  1 8 were  angulated,  1 5 
needed  joint  fusions,  12  had  open 
fractures,  10  had  segmental  defects,  5 
had  knee  problems  and  equinus  defor- 
mities, 4 had  rotational  problems,  2 
had  hip  problems,  and  1 had  a trans- 
lational problem.  The  average  number 
of  deformities  per  patient  was  1.71. 
Problems  with  the  device  include 
length  of  therapy  (6.8  months  average 
time  in  device),  pin  tract  infection  (su- 
perficial, 41.3%;  deep,  2.7%),  pain 
(narcotic  use,  2.7  months  average), 
and  device  adjustment.  Successful  re- 
sults were  obtained  in  a high  percent- 
age of  cases.  The  infection  was  arrest- 
ed in  92.0%  of  the  patients  and  the 
deformities  were  corrected  in  85.1%. 
We  found  that  the  Ilizarov  fixator  was 
effective  in  the  reconstruction  of 
difficult  deformities  that  result  from 
osteomyelitis. 
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The  Ilizarov  technique  in  the  treatment 
of  osteomyelitis 

Jason  H.  Calhoun,  MD 
Diane  M.  Anger 
Jon  Mader,  MD 


Osteomyelitis,  or  bone  infec- 
tion, has  always  been  de- 
manding to  manage  (1,2).  The 
anatomy  of  bone  with  its  relatively 
poor  blood  supply  and  mineral  archi- 
tecture makes  infection  difficult  to 
eradicate.  Once  bacteria  is  implanted 
in  bone  by  trauma,  surgery,  or  the 
blood,  an  abscess  can  form  that  is 
difficult  to  penetrate  with  blood-bone 
antibodies  or  antibiotics. 

Surgery  is  needed  to  debride  the  in- 
fected, necrotic  (sequestered)  bone, 
followed  by  long-term  (4  to  6 weeks) 
parenteral  antibiotics  (3).  The  debride- 
ment leaves  a defect  that  requires  re- 
construction with  antibiotic  beads, 
bone  graft,  muscle  flaps,  or  amputa- 
tion (4-9). 

Reconstruction  of  the  debrided 
bone  frequently  involves  an  external 
fixator  because  the  pins  can  be  placed 
away  from  the  infection  site  (10,11). 
Only  recently  has  the  Ilizarov  external 
fixator  been  used  in  the  United  States 
(12-14).  This  fixator  is  a circular, 
small  wire  fixator  that  allows  correc- 
tion of  complex  deformities  of  the 
musculoskeletal  system.  The  Ilizarov 
technique  is  a method  of  collapsing  or 
distracting  the  fixator  to  cause  “histio- 
genesis,”  which  is  growth  of  bone  and 
soft  tissue.  Basically,  an  area  of  nonin- 
fected  bone  is  carefully  cut  (cortico- 
tomized)  and  then  allowed  to  start 
healing  with  normal  fracture  callus. 
This  fracture  callus  is  then  gradually 
lengthened  at  V4  mm  every  6 hours  to 
produce  “distraction  histiogenesis.” 
This  allows  correction  of  shortness, 
angulation,  rotation,  translation,  and 
segmental  defects  that  are  frequently 
seen  in  patients  with  osteomyelitis. 
“Compression  histiogenesis,”  on  the 
other  hand,  is  achieved  by  pressing  the 
bone  ends  together  in  a fracture,  de- 
layed union  nonunion,  or  destroyed 
joint  until  they  are  stable  enough  so 
that  the  bone  ends  heal. 


Methods  and  materials 

From  July  1988  to  June  1991  at 
UTMB,  we  treated  surgically  225  pa- 
tients with  long  bone  osteomyelitis. 
All  patients  with  osteomyelitis  are 
seen  in  our  weekly  osteomyelitis  clinic 
for  evaluation  and  staging.  Laboratory 
evaluation  includes  a CBC  with  manu- 
al differential,  blood  chemistries,  sedi- 
mentation rates,  and  serum  protein. 
Radiographic  studies  consist  of  nor- 
mal x-ray  films  and  bone  and  indium 
scans.  Cultures  of  sinuses  or  open 
wounds,  although  not  very  accurate, 
are  obtained  to  identify  resistant  or- 
ganisms. Infected  joints  are  aspirated. 
Definitive  bone  cultures  are  obtained 
at  the  first  debridement  surgery. 

The  osteomyelitis  is  staged  accord- 
ing to  the  Cierny-Mader  classification 
system  (1).  Hematogenous  (in- 
tramedullary) osteomyelitis  is  Stage  I, 
superficial  (soft  tissue  defect)  os- 
teomyelitis is  Stage  II,  local  (se- 
questered) osteomyelitis  is  Stage  III, 
and  diffuse  (nonunions,  joint  infec- 
tions) osteomyelitis  is  Stage  IV.  The 
host  is  classified  as  A (normal),  B1  (lo- 
cal compromise),  Bs  (systemic  compro- 
mise), and  C (not  a surgical  candi- 
date). 

All  225  patients  were  treated  with 
debridement  and  long-term  antibiotics 
or  amputation.  Seventy-five  patients 
had  deformities  that  were  reconstruct- 
ed with  the  Ilizarov  technique. 

Results 

The  typical  patient  was  a young  male 
with  a history  of  an  open  fracture  of 
the  fractured  tibia.  The  average  age 
was  36  years  with  a range  of  3.3  to  76 
years.  The  male-to-female  ratio  was 
4. 4:1.0.  The  most  common  bone  in- 
volved was  the  tibia  (63.0%),  fol- 
lowed by  the  femur  (9.0%),  the  fore- 
arm (3.0%),  and  the  foot  (1.0%).  The 
ankle  joint  was  involved  in  18  pa- 
tients, while  the  knee  was  involved  in 
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Fig  I.  Left  and  right,  23-year-old  man  after  shotgun  wound,  treated  with  debridement  of  soft  tissue 
and  bone  defect,  application  of  fixator,  immediate  closure  of  defect,  and  corticotomy  of  proximal  tibia. 
Leg  measures  8 cm  short. 


5.  Two  patients  had  hip  problems  and 
1 patient  had  a midfoot  joint  problem. 

The  overall  success  rate  for  treat- 
ment of  infection  was  92.0%.  Infec- 
tion failures  occurred  usually  in  pa- 
tients with  the  higher  stages  of 
osteomyelitis  and  in  compromised 
hosts.  Infection  recurred  in  2 patients 
with  diabetic  neuropathy  of  the  ankle 
(Stage  IV  Bs)  and  4 patients  with  soft 
tissue  problems  (Stage  Bl). 

Thirty-four  patients  had  nonunions 
that  were  treated  with  the  Ilizarov  de- 
vice. The  nonunion  deformity  was 
treated  with  compression  of  the  bone. 
Bone  graft  was  used  in  1 1 patients.  The 
infection  was  arrested  in  all  but  2 of 
the  nonunion  patients  (94.1%  success 
rate),  and  the  nonunion  was  united  in 


all  but  3 patients  (91.2%  success  rate). 

Twenty-two  patients  were  short  as 
a result  of  bone  loss  from  trauma  or 
infection  (Fig  1 left,  right).  Shortness 
varied  from  1.7  cm  to  8.5  cm  with  an 
average  of  2.7  cm.  Shortness  was  cor- 
rected with  distraction  histiogenesis 
away  from  the  infection  site.  Shortness 
was  successfully  corrected  in  all  but  1 
noncompliant  patient,  yielding  a suc- 
cess rate  of  95.5%. 

Twelve  patients  were  treated  with 
open  fractures.  Many  of  these  patients 
had  segmental  or  soft  tissue  defects 
(Fig  2).  These  defects  were  treated  by 
immediate  or  gradual  compression  his- 
tiogenesis. Immediate  compression 
caused  shortness  that  was  corrected  by 
distraction  bistiogenesis.  Gradual  com- 


Fig  2.  Preoperative  ra- 
diograph of  patient  in 
Fig  1 . Left  ankle  4 
weeks  after  shotgun 
wound  in  23-year- 
old  white  man  shows 
7 cm  of  bone  and  soft 
tissue  loss. 
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pression  would  maintain  the  normal 
length  of  the  extremity  while  the  bone 
was  gradually  lengthened  or  transport- 
ed with  distraction  histiogenesis  (Fig 
3).  Two  of  these  patients  who  under- 
went this  procedure  suffered  severe 
stripping  of  soft  tissue  with  bone  and 
nerve  loss,  which  required  amputation. 
The  success  rate  was  83.3%  in  treating 
severely  injured  open  fractures. 

Fifteen  patients  had  fusions  of 
joints  caused  by  infection.  The  joint 
was  debrided  and  compressed  in  all  of 
these  patients  (Fig  1 left,  right).  Bone 
graft  was  not  used.  Treatment  failed  in 
2 patients  who  had  diabetic  neuropa- 
thy (Charcot  joint),  reducing  the  suc- 
cess rate  to  86.7%. 

Eighteen  patients  had  bone  angula- 
tion and  10  patients  had  joint  contrac- 
ture problems.  These  angular  deformi- 
ties were  corrected  by  applying  the 
fixator  to  the  deformity  with  hinges 
and  gradually  distracting  the  concave 
side  of  the  fixator.  Bone  angulation 
was  corrected  in  17  patients  (94.4%) 
and  in  9 of  the  patients  with  joint  con- 
tracture (90%). 

Miscellaneous  deformities  included 
10  segmental  defects,  4 rotational 
problems,  2 hip  resections,  and  1 
translational  problem.  Segmental  de- 
fects were  filled  by  bone  transport 
(gradually  lengthening  the  involved 
bone  to  close  the  defect)  or  shortening 
the  extremity  (Fig  1 left,  right).  Eight 
of  the  patients  with  segmental  defects 
were  treated  successfully.  Distraction 
histiogenesis  was  attempted  on  2 pa- 
tients with  hip  resection  arthroplasty 
to  fill  the  large  defect  (15  cm)  in  the 
hip  joint  of  one  and  to  correct  short- 
ness (6.2  cm)  in  the  second.  This  was 
not  successful  in  the  first  patient  be- 
cause of  infection  and  he  required  a 
hip  disarticulation.  Rotational  prob- 
lems were  all  external  rotation  defor- 
mities of  the  lower  leg  and  were  cor- 
rected by  gradually  “derotating”  the 
extremity  after  an  area  of  distraction 
histiogenesis  was  created.  These  4 pa- 
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tients  were  successfully  treated.  The 
translational  problem  was  in  a patient 
with  a nonunion  where  the  distal  tibia 
had  shifted  medially  hy  2.3  cm.  This 
was  successfully  treated  by  bone  graft- 
ing and  compression  of  the  nonunion 
and  gradually  sliding  the  hone  ends 
into  normal  alignment. 

Problems  with  the  Ilizarov  device 
included  pain,  pin  tract  infection,  the 
need  to  adjust  the  device  intraopera- 
tively,  and  the  time  required  in  the  de- 
vice. Pain  was  worse  when  lengthen- 
ing or  bone  transport  procedures  were 
performed  but  was  manageable  with 
oral  narcotics.  Pin  tract  infection  was 
usually  superficial  (41.3%)  and  rarely 
developed  into  pin  tract  osteomyelitis 
(2.7%).  Soft  tissue  infection  was  con- 
trolled by  local  wound  care  and  oral 
antibiotics.  The  2 patients  with  pin 
tract  osteomyelitis  were  treated  by  re- 
moving the  pins  and  administering 
oral  antibiotics.  The  device  was  ad- 
justed usually  in  the  clinic,  but  new 
pins  were  placed  intraoperatively  in  5 
patients.  The  time  in  the  device  varied 
from  2 months  to  17  months,  with  an 
average  of  6.8  months. 

Discussion 

Treatment  of  osteomyelitis  has  changed 
with  the  advances  in  antibiotic  therapy 
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Fig  3.  Patient  from  Figs  1 and  2;  leg  lengthened 
by  distraction  histiogenesis  to  normal  length  and 
ankle  fused  by  compression  histiogenesis. 


and  orthopedic  technique.  Infection  is 
most  common  after  severe  open  frac- 
tures. The  ideal,  of  course,  is  to  prevent 
infection,  and  this  is  best  accomplished 
by  aggressive,  early,  repeat  debride- 
ments of  open  fractures,  appropriate 
antibiotics,  fracture  stabilization,  and 
soft-tissue  coverage  (7).  Deformities 
such  as  nonunion  and  angulation  are 
more  common  in  open,  comminuted 
fractures,  tibial  diaphyseal  fractures, 
and  infected  fractures  (14).  Deformity 
is  best  prevented  with  adequate  stabi- 
lization, avoidance  of  infection,  and 
early  bone  grafting.  Most  patients 
(89.3%)  in  this  study  have  histories  of 
an  open,  comminuted  fracture,  usually 
involving  the  diaphysis  of  the  hone 
with  large,  segmental  defects. 

The  mainstay  for  treatment  of  os- 
teomyelitis is  adequate  debridement  of 
infected,  necrotic,  and  ischemic  bone 
and  soft  tissue  together  with  appropri- 
ate antibiotics  and  reconstruction 
(1-3).  Many  repeated  debridements 
and  repeated  treatments  over  months 
or  years  account  for  the  recent  high 
success  rates  in  the  90%  range.  Fail- 
ures in  the  large  osteomyelitis  series 
were  usually  those  patients  with  high 
stages  of  infections  (nonunions,  joints) 
or  compromised  hosts  (diabetics).  Our 
success  rate  was  89.6%.  Our  patients 
were  debrided  only  once,  except  for 
the  2 patients  who  were  debrided 
again  at  2 weeks  and  the  15  patients 
who  were  minimally  debrided  again  at 
bone  grafting.  Two  other  patients  were 
successfully  treated  again  when  their 
infection  recurred  after  their  initial 
treatment,  but  they  are  not  considered 
successes  for  this  paper.  All  of  our  6 
infection  failures  were  compromised 
hosts  (2  diabetics;  4 poor,  local  soft  tis- 
sue). Four  of  these  6 patients  also  had 
high  grades  of  osteomyelitis  (Stage  IV). 

Reconstruction  of  osteomyelitis 
deformities  depends  on  the  deformity 
present.  Nonunion  can  be  treated 
with  long-term  cast  therapy,  open  re- 
duction and  plate  stabilization  with 
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bone  graft,  posterior-lateral  bone 
graft,  fibular  osteotomy,  in- 
tramedullary nail,  external  fixation, 
and  electrical  bone  stimulation 
(6,9,10).  The  Ilizarov  fixator  is  a re- 
cent introduction  to  the  West 
(12-14).  Success  rates  have  varied 
from  70%  to  90%  with  all  of  these 
techniques.  An  infected  nonunion  is, 
of  course,  more  difficult  to  heal  than 
a noninfected  one.  The  patients  in 
our  series  had  a nonunion  healing 
rate  of  94.1%. 

Other  problems  such  as  shortness, 
angulation,  joint  fusions,  open  frac- 
tures, segmental  defects,  and  rotational 
and  translational  deformities  compli- 
cate the  treatment  of  osteomyelitis. 
Segmental  defects  have  been  treated  by 
extensive  bone  grafting  and  vascular- 
ized fibula  transfer  (6,9).  In  our  series, 
segmental  defects  and  shortness  were 
treated  with  bone  transport  and 
lengthening  hy  distraction  histiogene- 
sis. Angulation  and  rotational  and 
translational  problems  were  treated 
with  compression  histiogenesis.  Mini- 
mal bone  grafting  was  used  in  15  pa- 
tients. Histiogenesis  was  achieved  by 
gradually  lengthening  the  osteotomy 
site  or  gradually  compressing  the  tissue 
at  the  nonunion  site.  The  deformities 
were  improved  to  acceptable  limits  in 
all  but  9 of  our  patients:  the  2 with 
nonunion  failures,  the  3 who  were 
treated  with  amputations,  the  2 with 
Charcot  joint  nonfusions,  the  1 with 
shortness,  and  the  1 with  a stiff  knee. 

Conclusion 

Treatment  of  osteomyelitis  continues 
to  pose  a laborious,  time-consuming, 
expensive  dilemma.  The  goals  of  ther- 
apy are  to  eradicate  the  infection  and 
reconstruct  the  limb.  We  have  found 
the  Ilizarov  technique  of  distraction 
and  compression  histiogenesis  useful 
in  reconstructing  the  challenging  de- 
formities encountered  in  patients  with 
osteomyelitis. 
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A new  intravascular  membrane  oxygenator 
to  augment  blood  gas  transfer  in  patients  with 
acute  respiratory  failure 

Joseph  B.  Zwischenberger,  MD 
Charles  S.  Cox,  Jr,  MD 


The  IVOX  (intravascular  oxygenator) 
is  an  intracorporeal,  hollow-fibre 
membrane  oxygenator  and  carbon 
dioxide  (CO 2)  removal  device.  The 
IVOX  is  surgically  placed  into  the 
vena  cava  via  a femoral  or  jugular 
venotomy.  Oxygen  (Oj)  is  pulled 
through  the  hollow  fibers  by  a vacu- 
um pump  controlled  by  a flow  meter. 
There  is  no  extracorporeal  circulation 
of  blood.  Gas  exchange  occurs  as  the 
patient’s  blood  flows  over  several  hun- 
dred hollow  fibers.  Inlet  and  outlet 
gas  conduits  exit  a small  skin  incision 
for  inflow  of  O2  and  outflow  of  CO2. 
Studies  in  sheep  and  humans  show 
that  the  IVOX  can  support  approxi- 
mately 30%  of  gas  exchange  require- 
ments. The  position  of  the  IVOX  in 
the  vena  cava  does  not  affect  hemody- 
namics or  cause  thromboembolic 
complications.  It  can  remain  in  place 
for  up  to  21  days  without  affecting 
hematologic  or  blood  chemistry  pa- 
rameters. The  IVOX  is  currently  un- 
dergoing clinical  trials  at  selected 
medical  centers  in  patients  with  acute 
respiratory  failure. 
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The  intravascular  oxygenator 
(IVOX)  is  a small,  elongated, 
hollow-fiber  membrane  oxy- 
genator that  lies  in  the  vena  cavae. 
The  hollow  fibers  are  connected  to  a 
dual-lumen  (approximately  10  French 
diameter)  gas  conduit  that  exits  the 
skin.  The  hollow  fibers  are  joined  to- 
gether in  a potted  manifold  that  com- 
municates with  the  dual-lumen  gas 
conduit  at  both  its  proximal  and  distal 
ends  (Fig  1).  A vacuum  pump  draws 
oxygen  into  the  multiple  hollow  fibers 
from  an  oxygen  source  via  the  gas  in- 
let. The  gas  that  leaves  the  IVOX  is 
analyzed  for  carbon  dioxide  (Fig  2). 
There  is  no  extracorporeal  circulation 
of  blood  as  the  patient’s  venous  blood 
flows  over  the  intracorporeal  device. 
The  hollow  fibers  are  crimped  to  pro- 
duce turbulent  blood  flow  in  the 
vena  cavae,  thus  increasing  the 
blood/membrane  contact  time  to  en- 
hance gas  transfer.  The  fibers  are  spi- 
raled, which  allows  them  to  be  twist- 
ed, or  furled,  upon  themselves.  This 
permits  compression  of  the  device 
to  approximately  10  to  15  mm  in  di- 
ameter, depending  on  the  size  used. 
The  compressed,  or  furled,  device  can 
be  placed  through  either  a right 
femoral  or  right  jugular  venotomy 


using  a 34  French  introducer  sheath. 

The  critical  design  developments 
by  Mortensen  et  al  (1,2)  allowed  the 
IVOX  to  progress  from  a theoretical 
to  a clinical  device.  The  IVOX  hol- 
low-fiber membranes  are  coated  with 
a thromboresistant  silicone  to  which 
heparin  is  bonded  covalently.  This 
coating  process  has  eliminated  leak- 
age of  serum  across  the  membrane 
and  the  possibility  of  gaseous  mi- 
croemboli. The  use  of  crimped  fibers 
to  produce  turbulent  blood  flow  over 
the  coated  hollow  fibers  improved  gas 
exchange  twofold. 

Specification/performance 

Intravascular  oxygenators  are  manu- 
factured in  sizes  7-,  8-,  9-,  and  10-mm 
transverse  diameter.  The  largest  oxy- 
genator permissible  is  inserted  into  a 
patient  for  two  reasons:  first,  a larger 
membrane  surface  results  in  greater  gas 
exchange;  and  second,  if  the  unfurled 
IVOX  does  not  fill  the  vena  cavae,  then 
the  venous  return  will  stream  around 
the  device,  minimizing  the  blood/mem- 
brane contact  time  and  area. 

The  largest  IVOX  has  0.5  m^  of 
membrane  surface  area  and  is  10  mm 
in  diameter  at  the  potting  of  the  fibers 


Fig  1.  Photograph  of  IVOX  shows  double-lumen  gas  conduit  attached  to  multiple  hollow  fibers  at 
proximal  and  distal  manifolds.  Inlet  gas  (oxygen)  flows  to  the  distal  manifold  and  through  each  hollow 
fiber.  Gas  leaving  the  IVOX  contains  carbon  dioxide  and  flows  out  the  exit  limb. 
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Fig  2.  Schematic  diagram  of  the  IVOX  system  demonstrates  placement  of  vacuum  pump  and  flowme- 
ter, which  regulate  flow  of  gas  through  the  IVOX.  Gas  flow  through  the  device  is  always  under  negative 
pressure. 


Outlet 


and  13  to  15  mm  at  its  largest  in  di- 
ameter. The  smallest  IVOX  has  0.2  m^ 
of  membrane  surface  area.  The  fiber 
wall  thickness  is  20  [dm  with  an  outer 
diameter  of  230  |im  and  an  inner  di- 
ameter of  190  |am.  The  silicone  coat- 
ing is  1 |j.m  thick.  Length  of  the  size-7 
device  is  30  cm,  and  of  the  size- 10  de- 
vice is  40  cm.  The  size  7 device  has 
600  hollow  fibers,  and  the  size  10  de- 
vice has  1,100. 

The  IVOX  has  been  tested  exten- 
sively in  vivo  by  J.D.  Mortenson,  MD. 
In  similar  testing,  we  have  implanted 
the  IVOX  in  sheep  with  severe  lung 
injury  from  smoke  inhalation  (3,4). 
Neither  vena  caval  injury  nor  throm- 
boembolism was  evident.  The  maxi- 
mum CO2  exchange  seen  during  each 
experimental  course  ranged  from  28.8 
to  55.0  mL/min  and  averaged  40.2  ± 
10.5  mL/min  with  a size  7 device.  The 
calculated  estimates  of  oxygen  transfer 
as  documented  by  increased  mixed  ve- 
nous oxygen  saturation  with  the 
IVOX  on  as  compared  with  the  IVOX 
off  was  98.4  ± 76.0  mL  02/min  (mean 
± SD).  Fracture  of  the  hollow-fiber 
membranes  is  a reported  complication 
that  causes  reduction  of  gas  flow 
through  the  IVOX  as  blood  is  pulled 
into  the  gas  conduits.  In  summary,  the 
IVOX  was  safe  when  properly  insert- 
ed, and  it  removed  an  estimated  30% 
of  the  CO2  produced  in  the  ovine 
model  of  respiratory  failure  (4,5). 


Clinical  use 

The  animal  studies  described  above 
have  prompted  the  US  Food  and  Drug 
Administration  to  allow  Phase  I clini- 
cal evaluation  of  the  device.  These  tri- 
als were  designed  to  test  safety. 

Patients  with  a diagnosis  of  acute 
respiratory  distress  syndrome  (ARDS) 
with  acute  respiratory  failure  were 
placed  in  the  study  if  they  met  the  fol- 
lowing ventilatory  criteria: 

1.  endotracheal  intubation  with  me- 
chanical ventilation  > 24  hours; 

2.  arterial  partial  pressure  of  oxygen 
(Pa02)  ^ 60  mm  Fig; 

3.  fractional  concentration  of  inspired 
oxygen  (FIO2)  >50%;  and 

4.  positive  end-expiratory  pressure 
(PEEP)>  10  cm  H2O. 

Such  patients  have  a predicted  mortal- 
ity of  60%  to  90%  with  conventional 
therapy  (6-8). 

To  date,  no  serious  complications 
have  been  attributed  to  the  IVOX  during 
the  Phase  I trials.  Phase  II  trials  will  test 
the  efficacy  of  the  device  and  will  further 
define  its  role  in  clinical  medicine.  The 
possible  indications  perceived  for  IVOX 
include  the  following  (9): 

1.  inadequate  oxygenation  and  car- 
bon dioxide  removal  despite  maxi- 
mum safe  mechanical  ventilation 
therapy; 
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2.  mandatory  closed-system  mechani- 
cal ventilation  in  patients  with  ac- 
tive bronchopleural  fistulae; 

3.  selected  postsurgical/posttrauma 
patients  with  tracheobronchial  or 
pulmonary  tissues  that  cannot  tol- 
erate increased  airway  pressures 
(eg,  lung  transplants,  pulmonary 
resections,  or  airway  repairs); 

4.  acute,  reversible  airway  obstruc- 
tions not  amenable  to  mechanical 
ventilator  therapy;  and 

5.  inadequate  oxygenation/carbon 
dioxide  removal  when  mechanical 
ventilation  is  unacceptable  or  ex- 
cessively dangerous. 

The  proposed  objective  of  clinical 
application  of  IVOX  is  to  act  as  a gas 
exchanger  or  lung-assist  device,  thus 
avoiding  the  injurious  effects  of  high 
oxygen  tensions  and  high  ventilatory 
pressures  that  occur  with  mechanical 
ventilation.  The  IVOX  is  not  an 
artificial  lung,  and  it  is  not  meant  to 
be  a substitute  for  extracorporeal 
membrane  oxygenation  or  for  extra- 
corporeal carbon  dioxide  removal. 
The  device  is  conceptually  a “booster” 
lung  that  functions  in  an  analogous 
fashion  to  the  intra-aortic  balloon 
pump  (lABP)  for  ventricular  failure; 
that  is,  like  the  lABP,  the  IVOX  can- 
not substitute  totally  for  the  organ 
that  is  being  assisted.  The  IVOX, 
therefore,  cannot  provide  full  respira- 
tory support.  The  duration  for  which 
the  IVOX  can  remain  safely  in  place  is 
currently  between  7 and  22  days. 

Clinical  protocol 

Once  a patient  has  been  selected  for 
IVOX  implantation,  vascular  access 
sites  are  evaluated  with  Doppler  ultra- 
sound. The  IVOX  can  be  placed  via  a 
right  jugular  or  right  femoral  vein  cut- 
down  with  final  orientation  as  shown 
in  Eig  3.  Preoperative  ultrasonography 
demonstrates  vein  patency  and  size,  al- 
lowing the  surgeon  to  estimate  the  size 
of  the  device  that  may  pass  through 
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the  vein.  A fiberoptic  pulmonary  artery 
catheter  is  placed  before  the  IVOX  is 
inserted.  The  IVOX  is  passed  into  the 
vena  cavae  over  a guide  wire  under 
fluoroscopy  to  ensure  proper  position. 
At  the  time  of  venotomy,  the  patient  is 
given  400  U/kg  of  beef  lung  heparin  as 
a bolus,  followed  by  a continuous  hep- 
arin infusion  to  maintain  the  activated 
clotting  time  at  200  to  250  seconds  or 
the  partial  thromboplastin  time  at  80 
to  90  seconds.  The  patient  is  main- 
tained on  prophylactic  antibiotics.  The 
inlet  gas  is  100%  oxygen.  The  gas  that 
leaves  the  IVOX  is  analyzed  for  CO2 
content  with  a capnometer.  Gas  flow 
through  the  IVOX  is  measured  with  an 
in-line  flowmeter.  The  IVOX  carbon 
dioxide  exchange  is  the  product  of  gas 
flow  and  percent  CO2.  An  estimate  of 
improvement  in  oxygenation  can  he 
obtained  by  measuring  the  change  in 
mixed  venous  oxygen  saturation  with 
the  IVOX  on  versus  a brief  period 
with  the  IVOX  off.  The  objective  is  to 
decrease  the  intensity  of  mechanical 
ventilatory  support,  thus  reducing  the 
deleterious  effects  of  oxygen  toxicity 
and  barotrauma. 

Several  contraindications  preclude 


Fig  3.  IVOX,  placed 
properly  in  the  vena 
cavae,  lies  across  the 
right  atrium.  Femoral 
vein  was  site  of  inser- 
tion. 


use  of  the  IVOX 
(9).  Any  con- 
traindication to 
systemic  antico- 
agulation, such 
as  recent  major 
surgery  or  trauma, 
lack  of  vascular 
access,  or  vena 
cava  thrombus 
that  may  embolize 
with  IVOX  place- 
ment, are  absolute 
contraindications. 
Advanced  failure 
of  multiple  or- 
gans, uncontrolled 
sepsis,  and  low 
cardiac  output  are 
all  relative  con- 
traindications. The  IVOX  has  minimal 
value  if  the  primary  respiratory  or  un- 
derlying diagnosis  is  not  potentially 
reversible. 

Summary  of  clinical  results 

A summary  of  the  cumulative  world- 
wide experience  with  IVOX  is  present- 
ed in  Tables  1 and  2.  We  implanted 
the  IVOX  in  3 patients  who  met  the 
aforementioned  study  criteria.  Typical 
clinical  courses  are  described  (10): 

Patient  1:  A 36-year-old  woman 
developed  acute  respiratory  failure 
due  to  a right  lobar  pneumonia. 
She  required  intubation  and  me- 
chanical ventilation  with  100% 
FIO2  and  20-cm  H2O  PEEP  with 
resultant  Pa02  in  the  40-  to  50- 
mm  Hg  range.  She  had  the  IVOX 
placed  approximately  48  hours  af- 
ter admission  to  the  hospital.  The 
improvement  in  her  respiratory  sta- 
tus is  shown  in  Fig  4.  The  ratio  of 
Pa02  to  FIO2  steadily  improved, 
and  minute  ventilation  decreased. 
The  IVOX  removed  an  average  of 
49  ± 6 cc  C02/min  (range  47  to  55 
cc/min).  The  patient  was  weaned  to 


Table  1.  Cumulative  worldwide  experience  with 
IVOX  (Preliminary  5/6/91). 


No.  (%) 

Total  implants 

36 

Completed 

34 

Ongoing 

2 

Domestic 

17 

Foreign 

19 

Survivors 

9/34(26.5) 

Female 

3/11(27.3) 

Male 

6/23(26.1) 

Size  of  device 

Size  7 

9 

Size  8 

4 

Size  9 

11 

Size  10 

12 

Duration  (days)  of  implant 

3.6 

Survivors 

3.6 

Nonsurvivors 

3.6 

Table  2.  Phase  I trial  summary. 

No.  (%) 

Relief  of  respiratory  failure. 

14/24(58) 

patient  died  of  other  causes 

Reversal  of  lung  dysfunction. 

6/24  (26) 

patient  survived 

No  benefit. 

4/24(16) 

patient  died  in  respiratory  failure 

35%  FIO2  and  5-cm  H2O  PEEP  af- 
ter 7 days. 

Patient  2:  An  18-year-old  man  who 
had  been  stabbed  in  the  right  chest 
required  emergency  thoracotomy 
and  bilobectomy.  Forty-eight  hours 
after  the  injury,  he  required  in- 
creasing respiratory  support  and 
met  the  entry  criteria  for  the  IVOX 
study.  After  IVOX  implantation, 
the  ratio  of  Pa02  to  FIO2  increased 
from  49  to  157,  and  minute  venti- 
lation decreased  from  14.4  L/min 
to  9.0  L/min  over  24  hours  without 
concomitant  increases  in  PEEP.  Fig 
5 documents  the  initial  improve- 
ment in  gas  exchange  with  reduc- 
tion in  mechanical  ventilation  sup- 
port. The  IVOX  did  not  impair 
venous  return  or  alter  hemodynam- 
ic parameters,  and  no  evidence  of 
thromboembolism  was  seen.  The 
patient  died  of  sepsis  and  failure  of 
multiple  organs. 

Patient  3:  A 16-year-old  woman  in- 
jured in  an  automobile-pedestrian 
accident  developed  respiratory  fail- 
ure secondary  to  bilateral  pul- 
monary contusions.  She  required 
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Fig  4.  Graph  of  mechanical  ventilation  parameters  in  patient  I shows  a decrease  in  minute  ventilation 
requirements  and  steady  improvement  in  the  ratio  of  Pa02  to  FIO2  after  placement  of  IVOX.  By  day  7, 
the  IVOX  was  removed.  (The  Pa02:F102  ratio  is  calculated  using  the  arterial  partial  pressure  of  oxy- 
gen |Pa02l  divided  by  the  fractional  concentration  of  inspired  oxygen  [FIO2],  expressed  as  a percent- 
age. For  example,  a Pa02  of  50  mm  Hg  on  100%  oxygen  or  1.0  equals  a Pa02:FI02  ratio  of  50.) 


Days  on  IVOX 


Fig  5.  Graph  of  mechanical  ventilation  parameters  in  patient  2 after  placement  of  IVOX  shows  a de- 
crease in  minute  ventilation  requirements  and  an  increase  in  the  ratio  of  Pa02  to  FIO2.  Patient  became 
septic  and  required  increased  support,  demonstrated  by  increasing  minute  ventilation  requirements  and 
a declining  ratio  of  Pa02  to  FIO2. 


intubation  and  mechanical  ventila- 
tion, developing  severe  bilateral 
bronchopleural  fistulae.  Prior  to 
IVOX  placement,  her  Pa02  was  in 
the  40-  to  50-mm  Hg  range  with 
FIO2  of  100%  and  PEEP  of  15  cm 
of  H2O.  Despite  IVOX  placement 
(CO2  removal  averaged  46  cc/min), 
this  patient  required  progressively 
more  respiratory  support  and  died 
of  respiratory  failure. 

Despite  variable  clinical  outcomes, 
predictable  supplemental  gas  exchange 
was  present  in  all  cases.  Euture  im- 


provements in  design  may  include 
heparinless  implantation  and  in- 
creased gas  transfer  efficiency  by  bind- 
ing carbonic  anhydrase  or  other  phar- 
macologically active  molecules  to  the 
membrane.  The  IVOX  technology  has 
already  led  to  improvements  in  design 
of  the  conventional  membrane  oxy- 
genator and  has  allowed  prototype  de- 
velopment of  an  artificial  implantable 
lung.  In  its  current  form,  the  IVOX  al- 
lows some  reduction  in  ventilatory 
support  and  may  have  a favorable  im- 
pact on  the  management  of  ARDS. 
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Skin  cancer  incidence  is  increasing 
rapidly.  We  outline  the  indications  for 
and  advantages  of  diagnostic  tech- 
niques and  treatments,  including 
curettage  and  electrodesiccation,  sur- 
gical excision,  Mohs’  micrographic 
surgery,  cryosurgery,  radiation  thera- 
py, interferon  injection,  and  photody- 
namic therapy.  We  describe  our  inter- 
disciplinary treatment  protocol  for 
skin  cancer  treatment  and  emphasize 
avoidance  of  the  sun  and  early  treat- 
ment of  photodamaged  skin.  This 
treatment  includes  oral  retinoids,  top- 
ical tretinoin  (Retin-A),  5 fluorouracil, 
and  chemical  peels  performed  with 
trichloroacetic  acid  or  phenol. 
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Multidisciplinary  treatment  of  facial  skin  cancer 

Karen  H.  Calhoun,  MD 
Richard  F.  Wagner,  MD 


Skin  cancer  is  increasing  at  an 
alarming  rate.  The  incidence  of 
cutaneous  squamous  cell  carci- 
nomas (SCCs)  and  malignant 
melanomas  has  more  than  tripled  (1). 
Basal  cell  carcinomas  (BCCs),  the 
most  common  skin  cancer,  used  to  be 
seen  primarily  after  age  60;  today, 
they  are  not  uncommon  in  patients 
who  are  30  years  old. 

Chronic  exposure  to  sun  is  the 
greatest  risk  factor.  More  leisure  time 
spent  outdoors,  scantier  outdoor 
clothing,  and  perhaps  depletion  of  the 
ozone  layer  (2,3)  contribute  to  the  in- 
crease in  skin  cancer.  The  incidence  of 
skin  cancer  doubles  every  265  miles  as 
we  move  south  in  the  United  States, 
placing  Texans  at  great  risk  (4). 

More  than  80%  of  these  cancers 
occur  on  the  face,  scalp,  and  neck  that 
receive  heavy  exposure  to  sun.  Al- 
though most  cutaneous  BCCs  and 
SCCs  grow  slowly,  they  can  disfigure 
and  even  kill  if  neglected.  Successful 
treatment  with  minimal  disfigurement 
depends  on  early  diagnosis,  which  first 
depends  on  a patient  realizing  that  a 
small  nonpainful  skin  lesion  can  be  a 
cancer.  Public  education  is  the  corner- 
stone of  any  comprehensive  program 
for  facial  skin  cancer.  Our  interdisci- 
plinary management  comprises  educa- 
tion, cancer  excision,  reconstruction 
of  defects,  follow-up,  and  prophylaxis. 

Diagnosis 

Facial  skin  lesions  are  evaluated  in 
the  Skin  Cancer  Clinic,  located  in  the 
Department  of  Dermatology  at  The 
University  of  Texas  Medical  Branch 
at  Galveston.  Suspicious  lesions  are 
biopsied  by  shave  or  punch  tech- 
niques. If  malignant  melanoma  is  sus- 
pected clinically,  excisional  biopsy 
may  be  used  to  diagnose  and  stage 
the  tumor  most  reliably.  Once  the 
type  of  skin  cancer  is  known,  a 
specific  treatment  plan  is  developed. 


Options  for  treatment 

The  three  goals  of  treatment  for  skin 
cancer  are  permanent  eradication  of 
tumor,  preservation  of  function,  and 
good  cosmetic  appearance.  Options 
for  treating  cutaneous  BCCs  or  SCCs 
include  curettage  and  electrodesicca- 
tion (C&E)  and  surgical  excision 
(with  scalpel  or  laser)  with  or  without 
frozen  sections  or  Mohs’  micrographic 
surgery  (MMS);  cryotherapy  and  radi- 
ation therapy  are  used  less  often;  in- 
terferon and  photodynamic  therapy 
are  investigational. 

In  C&E,  a curette  is  used  to  re- 
move abnormal  tissue;  electrodesicca- 
tion follows  and  is  repeated  until 
healthy  normal  tissue  is  encountered. 
Cancerous  tissue  has  a soft  “feel”  that 
is  distinct  from  the  firmer  normal  tis- 
sue. Shave  biopsy  is  often  used  if  C&E 
is  planned  because  the  punch  biopsy 
full-thickness  defect  can  disturb  the 
normal  “feel”  of  the  skin.  This  tech- 
nique is  easy  to  learn  and  quick  to 
perform,  and  cosmetic  results  are  usu- 
ally good.  It  yields  no  specimen  for 
microscopic  examination  of  the  surgi- 
cal margin.  The  use  of  C&E  provides 
patients  with  small  primary  BCCs  and 
SCCs  a 5-year  cure  rate  greater  than 
95%  (5). 

Surgical  excision  is  performed 
with  scalpel  or  laser.  The  extent  of 
excision  is  decided  empirically  (x  mm 
around  the  gross  lesion)  using  tradi- 
tional frozen  sections  or  MMS.  These 
techniques  provide  a specimen  for 
microscopic  examination  of  the  sur- 
gical margin. 

With  traditional  surgical  excision, 
all  visible  and  palpable  tumor  is  ex- 
cised with  a 0.5  cm  (primary  BCC)  or 
1.0  to  1.5  cm  (primary  SCC)  cuff  of 
grossly  normal  tissue.  Margin  speci- 
mens for  frozen  section  are  taken  from 
the  patient  but  not  from  resected  spec- 
imen. If  tumor  is  detected,  more  tissue 
is  resected  in  the  involved  area  and 
frozen  sections  are  repeated.  Removal 


TEXAS  MEDICINE  / THE  JOURNAL 


VOLUME  87  NO.  12 


DECEMBER  1991 


I'able  I.  Advantages  and  disadvantages  of  treatments  for  nonmelanoma  skin  cancers  of  the  face. 


of  all  tumor  with  a 4 mm  cuff  of  nor- 
mal tissue  is  successful  in  98%  of  pri- 
mary BBCs  (6).  Overall  cure  rate  for 
small  BCCs  and  SCCs  exceeds  93% 
(7).  Curettage  before  excision  allows 
the  surgeon  to  define  tumor  borders 
more  accurately  (8). 

A CO2  laser  can  be  used  instead  of 
a scalpel.  Operating  time  is  longer  and 
the  cost  is  greater,  but  blood  loss  is 
very  low.  Specimens  are  produced  for 
microscopic  examination.  Theoretical- 
ly, the  laser  can  seal  lymphatic  chan- 
nels, decreasing  microspread.  The  ac- 
tual cure  rate,  however,  for  small 
BCCs  and  SCCs  is  similar  to  tradition- 
al surgery. 

MMS  spares  tissue  and  has  a high 
cure  rate,  especially  for  difficult  pri- 
mary and  recurrent  tumors.  The  sur- 
geon saucerizes  the  skin  tumor  with  a 
scalpel  and  maps  the  specimen  in  three 
dimensions,  using  microscopic  exami- 
nation of  horizontal  frozen  sections 
(9).  If  residual  malignancy  is  noted, 
the  mapped  tumor  is  removed  until  a 
tumor-free  plane  is  achieved  (10).  Ir- 
regular tumors  can  be  mapped  micro- 
scopically and  resected.  Less  normal 
tissue  is  sacrificed  because  tumor-free 
areas  are  not  further  resected.  Surgical 
time  is  prolonged  if  several  layers  of 
excision  are  required.  Meticulous  at- 
tention to  detail  by  a skilled  and  expe- 
rienced surgeon  and  histopathology 
technician  is  required. 

Cryosurgery  involves  two  or  more 
freeze-thaw  cycles,  reaching  at  least 
-40°C  throughout  the  tumor.  Cry- 
oprobes  ensure  proper  freezing  tech- 
nique. Cryosurgery  is  fast,  requiring 
minimal  anesthesia.  No  specimen  is 
produced.  Cure  rates  higher  than 
95%  are  reported  for  small  primary 
BCCs  (11). 

Radiation  therapy  is  an  effective 
nonsurgical  treatment  that  spares  nor- 
mal tissue  and  often  appeals  to  the  el- 
derly or  frail  patient  who  fears 
surgery.  Initial  cosmetic  and  functional 
results  are  good,  but  continued  atro- 


Treatment 

Advantages 

Disadvantages 

Curettage  and  electrodesiccation 

Quick  to  perform 

Easy  to  learn 

No  specimen  of  surgical  margin 
Higher  recurrence  rate 

Surgical  excision, 

scalpel  with  frozen  section 

Quick  to  perform 

Good  specimen 

Surgery  required 

Surgical  excision, 

laser  with  frozen  section 

Excellent  hemostasis 

Good  specimen 

Patient  expense 

Surgical  excision, 

Mohs’  technique 

Lowest  recurrence  rate 

Less  normal  skin  sacrificed 

Longer  to  perform 

Cryotherapy 

Quick  to  perform 

No  anesthesia  needed 

No  specimen 

Possible  neuropathy 

Radiation  therapy 

Nonsurgical 

Possible  long-term  sequelae 

No  specimen 

Interferon 

Nonsurgical 

Number  of  injections 

No  specimen 

Photodynamic  therapy 

Nonsurgical 

Specificity  of  therapy 

Availability  of  suitable  laser 

No  specimen 

Photosensitivity 

phy  over  the  years  may  yield  poorer 
long-term  results.  Treatment  takes  sev- 
eral weeks  if  fractionated  doses  are 
used.  Cure  rates  higher  than  90%  are 
reported  for  small  primary  BCCs  and 
SCCs  (5,11). 

A recent  review  of  all  outcome 
studies  for  treatment  of  primary  BCC 
published  since  1947  showed  a 5-year 
recurrence  rate  ranging  from  7.5%  to 
10.1%  for  more  than  18,000  patients 
treated  by  surgical  excision,  C&E,  ra- 
diation therapy,  or  cryotherapy;  recur- 
rence rate  with  MMS  was  1.0%  (12). 
A similar  review  of  treatment  of  recur- 
rent BCC  (more  than  3,500  patients) 
showed  5-year  recurrences  of  about 
10%  after  radiation  therapy,  18%  af- 
ter surgical  excision,  and  40%  after 
C&E.  Rec  urrence  after  MMS  was 
5.6%  (13).  SCCs  showed  recurrence 
rates  ranging  from  3.7%  to  14.1%  for 
non-MMS  methods  and  2.9%  for 
MMS  (14). 

Nine  intralesional  injections  of  in- 
terferon alfa  given  over  3 weeks  result 
in  a 1-year  cure  rate  of  80%  for  select- 
ed BCCs  (15).  A single  injection  of 
sustained  release  interferon  resulted  in 
a 52%  histologic  cure  at  16  weeks;  in- 
jections once  weekly  for  3 weeks 
yielded  an  80%  histologic  cure  rate 
(16).  With  further  refinements,  this 
nonsurgical  technique  may  become 
important  in  skin  cancer  treatment. 

Photodynamic  therapy  involves  in- 


travenous, topical,  or  intralesional 
administration  of  a photosensitizing 
agent,  selectively  retained  by  malig- 
nant cells.  Laser  light  energy  of  a 
specific  wavelength  photoactivates  the 
agent,  causing  selective  necrosis  and 
destruction  of  the  cancer.  Marked 
generalized  photosensitivity  reactions 
may  result  (17).  The  lasers  used  for 
photodynamic  therapy  are  not  yet 
widely  available. 

Topical  5-fluorouracil  has  been 
used  in  the  past  to  treat  BCCs.  We  do 
not  recommend  it  for  BCCs  because  it 
can  mask  deeper  tumor  foci,  allowing 
significant  spread  before  the  tumor  be- 
comes clinically  apparent  (7). 

Which  therapy  for  which 
patient? 

Small  (diameter  less  than  2 cm)  prima- 
ry BCCs  or  SCCs  in  low-risk  head  and 
neck  locations  have  excellent  cure 
rates  with  any  of  several  techniques. 
Choice  of  C&E,  surgical  excision,  or 
cryotherapy  is  based  on  the  patient’s 
preference  and  the  physician’s  training 
(Table  1).  Laser  excision’s  hemostatic 
properties  dictate  its  use  when  a coag- 
ulopathy exists  or  the  patient  is  on  an- 
ticoagulant therapy  that  cannot  be  in- 
terrupted. 

The  best  long-term  cure  rates  are 
achieved  with  MMS.  This  is  our  pref- 
erence for  tumors  that  are  not  “small. 
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primary,  low-risk  location.”  Our  sec- 
ond choice,  when  MMS  is  not  avail- 
able, is  surgical  excision  with  frozen 
section  margin  control. 

Morpheic  (or  placquelike)  BCC  is 
an  aggressive  variant  with  much  sub- 
clinical  spread  and  a high  recurrence 
rate  (11).  Skin  cancers  with  perineu- 
ral invasion  are  also  notoriously 
difficult  to  eradicate.  Use  of  MMS  is 
highly  recommended  for  both  of 
these  conditions. 

Certain  facial  areas  are  notorious 
for  tumors  that  appear  small  but  actu- 
ally spread  subclinically  for  several 
centimeters  or  more.  High-risk  facial 
areas  are  in  the  “H”  zone:  the  “H” 
crossbar  includes  the  periorbital  area 
and  the  nasal/upper  lip  complex.  The 
uprights  of  the  “H”  are  the  periauricu- 
lar and  hairline  areas  of  the  temple 
and  lateral  forehead  (7).  Tumors  in 
these  high-risk  areas  and  all  recurrent 
facial  BCCs  and  SCCs  have  the  lowest 
recurrence  rate  when  treated  with 
MMS. 

Radiation  therapy  is  most  often 
used  in  elderly  patients  who  cannot  or 
do  not  wish  to  undergo  surgery.  Pri- 


Many  surgical  de- 
fects are  easily  recon- 
structed with  primary  closure,  skin 
grafts,  or  small  local  flaps.  We  use  Hal- 
sted’s  two-team  approach  for  patients 
with  larger  defects  or  anatomically 
difficult  skin:  one  surgeon  excises  the 
cancer  and  a second  surgeon  recon- 
structs the  defect.  Concern  for  recon- 
structive considerations  can  influence 
the  extent  of  tumor  excision.  Among 
other  advantages,  this  shared  surgical 
approach  permits  the  MMS  surgeon  to 
excise  tumor  appropriately,  unham- 
pered by  reconstructive  concerns. 

The  patient  meets  with  the  recon- 
structive surgeon  before  MMS,  and 
general  reconstructive  possibilities  are 
discussed  even  though  the  exact  size 
and  shape  of  the  defect  are  not  yet  de- 
termined. General  pros  and  cons  of 
secondary  intention  healing,  full-thick- 
ness skin  grafting,  local  flaps,  and  more 
complex  methods  of  reconstruction  are 
reviewed  as  appropriate.  The  patient’s 
desires  are  discussed:  for  example,  a 
midline  forehead  flap  is  not  an  option 
if  a patient  is  unwilling  to  accept  a 
forehead  scar.  If  appropriate,  tissue  ex- 
panders are  described,  including  their 
odd  appearance  during  late  expansion. 


Fig  1.  Top,  A midfore- 
head defect  resulting 
from  Mohs’  microsurgery 
excision  of  a basal  cell 
carcinoma.  Bottom,  Re- 
construction of  the  defect 
with  additional  skin  exci- 
sion on  both  sides  and  a 
brow-lift  type  of  closure. 


mary  radiation  ther- 
apy is  rarely  used  in 
younger  patients  be- 
cause of  potential 
radiation  necrosis  or 
secondary  malignan- 
cy (6).  Postoperative 
radiation  therapy  is 
useful  when  the  tu- 
mor has  spread 
to  regional  lymph 
nodes.  Excellent  pal- 
liation  is  often 
achieved  for  patients 
with  unresectable 
BCCs  or  SCCs. 

Preparation  for 
reconstruction 
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In  the  past,  coverage  by  temporary 
skin  graft  has  been  recommended  be- 
cause recurrent  tumors  would  be  more 
immediately  apparent  than  they  would 
if  covered  by  a flap.  The  excellent  cure 
rates  of  MMS  for  BCCs  and  SCCs  ob- 
viate this  need,  however,  and  make 
early  reconstruction  a reasonable 
choice  for  almost  all  patients. 

Reconstructive  surgery 

When  MMS  is  completed,  the  recon- 
structive surgeon  and  the  patient 
(and  family)  inspect  the  defect  to- 
gether. They  discuss  reconstructive 
options  in  detail. 

For  example,  a patient’s  midfore- 
head lesion  could  be  allowed  to  heal 
by  secondary  intention  (Fig  1,  top). 
Disadvantages  are  prolonged  healing 
time,  unattractive  appearance  during 
healing,  and  possible  hypertrophic  cen- 
tral scarring.  A full-thickness  skin  graft 
often  provides  the  quickest  coverage; 
disadvantages  include  poor  skin  color 
and  texture  match,  depth  mismatch  if 
deep  subcutaneous  or  muscle  resection 
has  been  required,  and  the  second  sur- 
gical site  (donor  area)  with  its  scar. 
When  color  and  depth  match  are 
good,  full-thickness  skin  graft  can 
yield  an  excellent  result.  For  this  deep 
defect,  however,  skin  grafting  would 
yield  a less  acceptable  appearance.  The 
patient  shown  here  (Fig  1,  bottom) 
was  willing  to  accept  lowering  of  the 
hairline,  so  small  amounts  of  addition- 
al skin  were  excised  and  the  entire  de- 
fect was  closed  as  a midbrow  forehead 
lift.  If  lowering  of  the  hairline  had  not 
been  acceptable  to  the  patient,  a com- 
bination of  rotation  flaps  or  triple 
rhomboid  flaps  could  have  been  used. 

For  extremely  large  defects,  tissue 
expanders  offer  other  possibilities. 
Gradual  pressure  applied  under  the 
skin  causes  it  to  expand,  just  as  in  ev- 
ery pregnancy.  Similar  expansion  can 
be  induced  by  a hollow  implant  (tissue- 
expander)  placed  under  the  skin  and 
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gradually  expanded  by  saline  injec- 
tions. After  expander  placement,  2 to 
3 weeks  are  allowed  to  ensure  firm  in- 
cisional healing;  then  saline  is  injected 
weekly  or  more  often  to  cause  expan- 
sion of  the  overlying  skin  over  6 to  10 
weeks.  Epidermal  thickness  remains 
constant  or  increases,  and  the  dermis 
becomes  thinner  (18).  At  the  end  of 
the  expansion  period,  the  expander  is 
removed,  and  the  newly  gained  skin  is 
used  for  reconstruction. 

A variation  of  tissue  expansion  is 
rapid  intraoperative  tissue  expansion. 
Smaller  temporary  tissue  expanders 
are  loaded  cyclically  during  a period 
of  10  to  30  minutes.  Proponents  of 
this  technique  find  that  the  expansion- 
relaxation  sequence  permits  recruit- 
ment of  1 to  2 cm  of  skin  in  most  fa- 
cial locations  (19). 

Follow-up 

Close  follow-up  is  provided  for  all  pa- 
tients with  skin  cancer  because  the 
same  risk  factors  that  led  to  one  facial 
skin  cancer  also  affect  the  rest  of  the 
face.  Thirty-six  percent  of  patients 
with  one  BCC  develop  a second  pri- 
mary BCC  within  5 years  (20).  Pa- 
tients with  skin  types  I (always  burn 
easily,  never  tan)  and  II  (always  burn 
easily,  tan  minimally)  are  at  greatest 
risk  (20).  Early  diagnosis  of  recurrent 
or  new  cancers  allows  best  treatment. 
Furthermore,  rarely  does  reconstruc- 
tion heal  in  an  absolutely  ideal  fash- 
ion. Common  variations  from  “per- 
fect” include  flap  pincushioning  (flap 
skin  raised  above  surrounding  skin 
surface)  or  noticeable  scars.  Early  der- 
mabrasion (6  to  10  weeks  after 
surgery)  encourages  unobtrusive  scars. 

1 Later  dermabrasion  can  also  improve 
scar  appearance.  Pincushioning  im- 
proves usually  for  as  long  as  1 year. 
After  that,  the  flap  can  be  defatted 
1 with  a tiny  liposuction  cannula  to 
j bring  the  skin  level  closer  to  surround- 
j ing  skin.  Other  standard  techniques 
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(massage,  pressure,  topical  and  inject- 
ed steroids,  and  surgical  reorientation) 
can  be  used  also  on  unattractive  or  hy- 
pertrophic scars. 

Prophylaxis 

An  important  mission  of  our  Skin 
Cancer  Clinic  is  to  teach  skin  cancer 
prevention  by  avoiding  the  sun.  Pa- 
tients are  taught  to  avoid  direct  sun- 
light between  10  am  and  3 pm,  to  seek 
shade  when  outdoors,  and  to  wear 
protective  clothing  that  minimizes  ex- 
posure to  the  sun  (21).  Hats  with  a 10 
cm  brim  reduce  exposure  to  ultravio- 
let B rays  by  70%  (21). 

Sunscreens  provide  protection, 
which  is  rated  by  Sun  Protection  Fac- 
tor (SPF);  an  SPF  of  8,  for  example, 
means  that  if  your  skin  usually  be- 
comes pink  after  15  minutes  in  the 
sun,  use  of  the  sunscreen  will  require  8 
times  that,  or  2 hours,  before  your 
skin  becomes  similarly  pink.  Sun- 
screens with  an  SPF  of  15  are  ade- 
quate for  most  situations;  superpotent 
sunscreens  (SPF  of  30  or  more)  pro- 
vide significantly  more  protection 
(22).  Ultraviolet  B sunlight  is  most 
harmful  for  skin  cancer  risk,  but  ultra- 
violet A rays  cause  more  photodamage 
and  skin  wrinkling.  Ideal  sunscreens 
protect  against  both  type  of  rays. 

Photodamaged  skin 

A typical  patient  with  extensive  expo- 
sure to  the  sun  has  “leathery”  facial 
skin  with  many  fine  wrinkles,  uneven 
pigmentation,  and  often  raised  or 
scaly  areas  of  actinic  keratoses,  about 
1%  of  which  become  invasive  SCCs  if 
untreated.  This  photodamaged  skin  is 
at  high  risk  for  skin  cancers.  Rather 
than  waiting  for  cancers  to  develop, 
however,  we  can  sometimes  reverse 
some  cutaneous  photodamage. 

Obvious  actinic  keratoses  can  be 
eradicated  by  C&E,  cryosurgery,  or 
(less  often)  surgical  excision.  These 
techniques  are  effective  but  cumber- 
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some  and  time-consuming  if  numerous 
lesions  require  treatment.  Surrounding 
photodamaged  skin  continues  to  de- 
velop actinic  keratoses  and,  possibly, 
skin  cancers,  and  these  future  lesions 
are  not  addressed  by  such  treatments. 

Oral  medications  may  reverse  some 
photoaging  changes.  The  response  rate 
to  oral  retinoids  is  51%  in  BBCs  and 
more  than  70%  in  advanced  cuta- 
neous SCCs  (23).  Isotretinoin  (Accu- 
tane or  13-cis-retinoic  acid)  diminishes 
new  BCCs  in  basal  cell  nevus  syn- 
drome (24),  reduces  the  incidence  of 
BCCs  and  SCCs  in  xeroderma  pigmen- 
tosum (25),  and  may  be  effective  for 
chemopre.vention  in  other  patients 
with  BCCs  (26).  Beta  carotene,  on  the 
other  hand,  does  not  influence  the  oc- 
currence of  new  BCCs  or  SCCs  in  pa- 
tients with  previous  skin  cancers  (27). 

Topical  chemotherapy  regimens  can 
eradicate  actinic  keratoses  while  re- 
versing other  photoaging  changes  in 
sun-damaged  but  clinically  normal 
skin.  Daily  application  of  5-fluor- 
ouracil  for  3 to  8 weeks  causes  erythe- 
ma and  (sometimes  intense)  irritation 
while  removing  actinic  keratoses  and 
other  photodamage.  Topical  tretinoin 
(Retin-A),  applied  daily  for  3 months 
or  longer,  is  highly  effective  in  revers- 
ing photodamage  (28)  but  destroys 
only  30.3%  of  actinic  keratoses  after 
16  weeks  of  treatment  (29). 

Chemical  peeling  agents  cause  a 
controlled,  partial-thickness  chemical 
burn  of  the  skin,  inducing  formation 
of  new  collagen  and  increased  vascu- 
larity during  healing.  A medium-depth 
chemical  peel  uses  20%  to  35% 
trichloroacetic  acid  applied  topically, 
which  removes  the  epidermis  and  pen- 
etrates the  papillary  dermis  (30).  It 
causes  initial  skin  frosting,  then  ery- 
thema and  peeling.  Healing  occurs 
rapidly,  with  improvement  of  actinic 
keratoses,  fine  lines,  and  uneven  pig- 
ment. The  trichloroacetic  acid  peel  can 
be  combined  with  Jessner’s  solution  (a 
keratolytic  solution  of  salicylic  acid, 
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resorcinol,  and  lactic  acid  in  ethanol) 
or  with  pre-  and  postoperative  use  of 
Retin-A  to  enhance  skin  improvement. 

Deeper  wrinkling  or  more  numer- 
ous actinic  keratoses  may  require  a 
deep  (phenol)  chemical  peel.  Acute 
risks  of  phenol  peels  include  cardiac 
and  renal  toxicity.  The  deeper  penetra- 
tion requires  more  time  for  recovery. 
The  patient  has  a weeping,  edematous 
face  for  several  days,  followed  by 
crusting,  with  most  of  the  crust  disap- 
pearing within  7 to  10  days.  Although 
we  are  not  aware  of  any  numerical 
reports  of  the  efficacy  of  such  treat- 
ment on  actinic  keratoses  and  future 
skin  cancers,  most  physicians  who 
have  experience  with  chemical  peels 
report  “.  . . if  these  patients  use 
adequate  sun  protection,  they  will 
remain  remarkably  free  of  further 
neoplasms  . . .”  (30). 

Education 

Our  educational  focus  is  twofold. 
First,  we  teach  patients  to  avoid  the 
sun.  Second,  we  teach  recognition  of 
precancerous  skin  lesions  and  skin 
cancers  while  they  are  small  and  more 
easily  treatable. 

Most  dangerous  exposure  to  sun- 
light occurs  during  childhood.  Three 
blistering  sunburns  during  childhood 
and  teen  years  markedly  increase  the 
later  risk  of  skin  cancer.  Routine  use 
of  sunscreen  during  the  first  18  years 
of  life  reduces  the  lifetime  incidence  of 
basal  and  squamous  carcinoma  by 
78%  (31).  To  teach  children  about 
protection  from  the  sun.  The  Universi- 
ty of  Texas  Medical  Branch  initiated 
this  year  a Peer  Education  Sun  Aware- 
ness Project  for  children  in  grades  1 
through  8.  Older  students  were  taught 
sun  protection  strategies,  which  they 
then  taught  to  the  younger  students. 
After  the  program,  the  students  had 
much  greater  understanding  of  useful 
techniques  for  sun  avoidance. 
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For  adult  education,  we  focus  on 
recognizing  suspicious  lesions,  as  well 
as  on  further  avoidance  of  the  sun.  At 
“Health  Fairs”  and  “Health  Aware- 
ness” days,  we  teach  facts  about  sun 
avoidance  and  offer  “skin  checks”  for 
skin  cancers.  Self-examination  tech- 
niques for  detection  of  suspicious  le- 
sions are  also  taught. 

Our  team  approach  to  facial  skin 
cancer  management  at  The  University 
of  Texas  Medical  Branch  at  Galve- 
ston gives  the  patient  excellent  and 
coordinated  access  to  all  phases  of 
care,  from  initial  diagnosis  through 
prophylaxis.  We  think  that  our  multi- 
disciplinary approach  enhances  the 
level  of  comfort  for  the  patient  during 
treatment  as  well  as  the  chances  for  a 
successful  outcome. 
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Obstructive  sleep  apnea  is  diagnosed 
with  the  use  of  polysomnography  by 
documenting  repetitive  periods  of  up- 
per airway  closure  during  sleep.  Apne- 
ic  episodes  can  compromise  gas  ex- 
change and  disrupt  the  sleep  pattern. 
The  challenge  to  the  clinician  is  to 
suspect  this  diagnosis  when  evaluating 
the  awake  patient.  The  history  of  loud 
snoring  plus  daytime  hypersomno- 
lence or  multiple  awakenings  during 
sleep  justifies  ordering  a polysomno- 
gram.  The  importance  of  diagnosing 
obstructive  sleep  apnea  is  underscored 
by  the  resolution  of  its  sequelae  with 
effective  medical  or  surgical  treatment. 
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In  the  spring  of  1991,  the  National 
Commission  on  Sleep  Disorders  Re- 
search conducted  a survey  of  10 
million  patients  by  accessing  the  com- 
puterized clinical  data  bases  of  insur- 
ance companies  for  the  ICD9  code 
identifying  obstructive  sleep  apnea 
(OSA).  The  code  was  found  only  73 
times.  Yet  epidemiologic  studies  indi- 
cate a 3%  incidence  of  obstructive 
sleep  apnea  in  the  general  population 
and  an  8%  incidence  in  people  older 
than  60  years!  The  marked  discrepancy 
in  these  results  can  be  blamed  on  pa- 
tients, physicians,  and  insurance  carri- 
ers. Patients  tend  to  perceive  a sleep 
disturbance  as  an  inconvenience  rather 
than  a potential  medical  problem  and 
fail  to  alert  their  physicians  about  its 
presence.  Physicians  often  fail  to  con- 
sider the  possibility  that  a sleep  disor- 
der may  be  causing  their  patient’s 
symptoms  and  do  not  routinely  ask 
sleep-related  questions  when  taking  a 
medical  history.  Finally,  some  insur- 
ance companies  fail  to  recognize  the  in- 
creased morbidity  and  mortality  associ- 
ated with  OSA  (1,2)  and  continue  to 
deny  reimbursement  for  sleep  studies. 
More  education  is  needed  at  all  levels 
of  our  health-care  delivery  system  to 
more  effectively  diagnose  and  treat  this 
relatively  common  sleep  disorder. 

Diagnosis  of  obstructive 
sleep  apnea 

Obstructive  sleep  apnea  is  diagnosed 
by  observing  a patient  during  sleep. 
The  repetitive  episodes  of  upper  air- 
way closure  during  sleep  are  easily 
recognized.  During  these  apneic 
episodes,  the  patient’s  breathing 
sounds  during  inspiration  are  absent 
despite  persistent  respiratory  efforts. 
In  some  patients,  the  upper  airway  be- 
comes very  narrow  during  sleep  but 
does  not  actually  close.  Hypoventila- 
tion can  occur  during  these  periods  of 
abnormally  high  upper  airway  resis- 
tance. These  hypopneic  episodes  are 
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identified  as  a 4%  decrease  in  the  arte- 
rial oxygen  saturation  (Sa02)  and  a 
50%  decrease  in  tidal  volume. 

The  number  of  respiratory-disor- 
dered events  during  sleep  is  determined 
by  polysomnography  and  reported  as 
the  apnea-hypopnea  index  (AHI)  — ie, 
the  average  number  of  apneas  and  hy- 
popneas  per  hour  of  sleep.  Even  nor- 
mal subjects  have  respiratory-disor- 
dered events  during  sleep,  and  an  AHI 
of  10  or  less  is  still  considered  normal. 
An  AHI  greater  than  10  is  the  criterion 
used  frequently  to  diagnose  OSA. 

Presenting  signs  and  symptoms 
of  obstructive  sleep  apnea 

The  challenge  to  the  clinician  is  to  sus- 
pect the  diagnosis  of  OSA  when  evalu- 
ating the  awake  patient.  Presenting 
symptoms  of  OSA  are  listed  in  Table 
1.  Patients  should  be  asked  if  they  fall 
asleep  very  easily.  Their  excessive  day- 
time sleepiness  may  cause  them  to 
routinely  fall  asleep  while  in  the 
movies  or  watching  the  television.  Un- 
fortunately, OSA  patients  often  do  not 
spontaneously  inform  their  physicians 
about  their  daytime  hypersomnolence 
until  they  are  in  danger  of  losing  their 
jobs  or  having  an  accident  because 
they  are  falling  asleep  at  work  or 
while  driving.  Daytime  hypersomno- 
lence in  OSA  may  result  from  the 
arousal  at  the  end  of  each  apneic 
episode  that  disrupts  the  sleep  pattern. 

Table  1.  Presenting  symptoms  of  obstructive 
sleep  apnea. 

History  from  patient 

Daytime  hypersomnolence 
Multiple  awakenings  from  sleep 
Morning  headache 
Impairment  in  short-term  memory 
Impaired  ability  to  concentrate 

History  from  bed  partner  and  family  members 
Snoring,  loud  and  intermittent 
Restless  sleep 

Cessation  of  breathing  during  sleep 
Personality  disturbances 
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Table  2.  Disorders  associated  with  obstructive 
sleep  apnea. 


Obesity 

Upper  airway  abnormalities 
Nasal  obstruction 
Adenotonsillar  hypertrophy 
Macroglossia 
Retrognathia 
Micrognathia 
Acromegaly 
Hypothyroidism 

Right-sided  congestive  heart  failure 
Systemic  hypertension 
Polycythemia 

Hypo.xia  and  hypercapnia  during  wakefulness 


These  arousals  are  exceedingly  tran- 
sient and  are  generally  not  remem- 
bered by  the  patient;  some,  however, 
last  long  enough  that  patients  with 
OSA  will  remember  waking  up  several 
times  during  the  night.  Patients  with 
OSA  may  complain  of  morning 
headaches,  which  resolve  shortly  after 
the  patient  awakens  and  may  be  sec- 
ondary to  increases  in  intracranial 
pressure  and  arterial  carbon  dioxide 
tension  associated  with  the  apneic 
episodes.  Patients  with  OSA  may  note 
also  impairment  in  their  short-term 
memory  and  ability  to  concentrate. 

Valuable  information  can  be  ob- 
tained from  the  patient’s  bed  partner 
and  other  family  members,  who  can 
verify  that  the  patient  snores.  Patients 
are  unaware  of  their  own  snoring  and 
often  cannot  understand  the  bed  part- 
ner’s complaints  and  concerns.  This 
problem  is  compounded  by  the  soci- 
etal view  that  snoring  and  sleepiness 
are  laughable  matters  and  not  signs  of 
a potential  medical  problem.  Snoring 
is  much  more  common  in  men  than  in 
women.  Approximately  60%  of  men 
snore  occasionally;  about  30%  snore 
whenever  they  go  to  sleep.  Although 
many  people  who  snore  do  not  have 
OSA,  all  patients  with  OSA  snore. 

Observant  bed  partners  will  relate 
that  the  snoring  is  intermittent.  They 
may  be  aware  that  the  patient  with 
OSA  stops  breathing  during  sleep  and 
is  restless.  The  restlessness  occurs  in 
association  with  the  arousal  at  the  end 
of  the  apneic  episode.  Family  members 
and  sometimes  the  patient  may  relate 
that  the  patient  is  irritable. 

Like  the  medical  history,  findings 
of  physical  examination  and  results  of 
routine  laboratory  testing  can  suggest 
but  cannot  diagnose  OSA.  Some  of  the 
disorders  associated  with  OSA  are  list- 
ed in  Table  2.  Patients  are  frequently 


overweight.  Examination  of  the  upper 
airway  may  reveal  an  anatomic  abnor- 
mality causing  upper  airway  narrow- 
ing. Such  abnormalities  include  nasal 
obstruction,  adenotonsillar  hypertro- 
phy, macroglossia,  retrognathia,  and 
micrognathia.  However,  most  OSA 
subjects  have  no  gross  anatomic  ab- 
normality of  the  upper  airway.  Pa- 
tients with  OSA  should  be  examined 
also  for  acromegaly  and  hypothy- 
roidism. The  increased  incidence  of 
OSA  in  both  of  these  conditions  may 
result  from  the  remodeling  of  upper 
airway  soft  tissue  and  bony  structures, 
including  the  development  of 
macroglossia.  About  50%  of  patients 
with  OSA  will  have  systemic  hyperten- 
sion, while  only  a minority  of  patients 
with  systemic  hypertension  have  OSA. 
The  mechanism  for  the  increase  in  ar- 
terial blood  pressure  in  OSA  is  un- 
clear, but  the  systemic  hypertension 
can  resolve  or  improve  with  correction 
of  the  OSA.  Blood  tests  during  wake- 
fulness in  patients  with  moderate-to- 
severe  OSA  may  reveal  hypercapnia, 
hypoxia,  and  secondary  polycythemia. 

The  diagnosis  of  pickwickian  syn- 
drome is  based  on  clinical  presentation 
and  consists  of  the  triad  of  obesity, 
daytime  hypersomnolence,  and  right- 
sided congestive  heart  failure.  The 
right-sided  congestive  heart  failure  is 
caused  by  pulmonary  artery  hyperten- 
sion that  probably  develops  secondary 
to  the  hypoxia  and  hypercapnia  during 
the  apneic  episodes.  But  the  pickwick- 
ian syndrome  occurs  only  in  about 
10%  of  patients  with  OSA.  Many  of 
these  patients  are  not  obese,  do  not 
have  overt  daytime  hypersomnolence, 
and  do  not  show  signs  of  right-sided 
congestive  heart  failure.  Physicians 
must  have  a high  index  of  suspicion 
that  a sleep  disorder  may  exist  when 
evaluating  an  awake  patient  with  OSA. 
The  presentation  of  either  or  both  loud 
snoring  with  multiple  awakenings  at 
night  and  daytime  hypersomnolence 
justifies  ordering  a polysomnogram. 
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Site  of  upper  airway  closure 

Upper  airway  obstruction  during  sleep 
in  OSA  subjects  occurs  usually  in  the 
pharynx,  a potentially  collapsible  seg- 
ment of  the  upper  airway  (3).  The  lo- 
cation of  the  pharyngeal  closure  varies 
among  subjects.  Upper  airway  closure 
can  occur  in  the  nasopharynx, 
oropharynx,  and/or  hypopharynx. 
Studies  identifying  the  distal  site  of  up- 
per airway  closure  with  multiple  pres- 
sure measurements  along  the  airway 
concur  that  approximately  50%  of 
OSA  subjects  close  above  the  level  of 
the  edge  of  the  soft  palate,  while  50% 
close  below  this  level  (4).  The  closure 
initially  involves  about  a 1-cm  length 
of  the  airway  (5).  Although  the  initial 
site  of  airway  closure  is  constant  in  a 
given  OSA  subject,  fluoroscopic  imag- 
ing of  the  upper  airway  in  OSA  sub- 
jects during  sleep  reveals  that  the  site 
of  closure  can  extend  caudally  during 
the  apneic  episode. 

Factors  predisposing  to  upper 
airway  closure  during  sleep 
in  humans 

The  upper  airway  normally  remains 
patent  throughout  respiration  during 
wakefulness  and  sleep.  Maintaining 
patency  of  the  upper  airway  depends 
on  the  balance  of  two  counteracting 
forces,  an  outward  dilating  force  aris- 
ing from  contraction  of  upper  airway 
muscles  and  an  inward  narrowing 
force  arising  from  subatmospheric  air- 
way pressure  (6,7).  During  quiet 
breathing  in  wakefulness,  the  upper 
airway  does  not  close  despite  trans- 
mission of  subatmospheric  intratho- 
racic  pressure  during  inspiration  into 
the  potentially  collapsible  pharynx  due 
to  the  simultaneous  contraction  of  up- 
per airway  skeletal  muscles  that  dilate 
and  stiffen  the  airway. 

Onset  of  sleep  is  associated  with  a 
decrease  in  upper  airway  muscle  activ- 
ity (8).  This  narrows  the  pharyngeal 
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Fig  1.  Nasal  continuous 
positive  airway  pressure 
creates  a pneumatic 
splint  of  the  pharynged 
airway  and  prevents 
collapse  of  the  pharynx 
during  sleep. 


airway,  increasing  transmission  of 
subatmospheric  pressure  into  the 
pharynx  and,  thereby,  promoting  the 
risk  of  airway  closure.  During  wake- 
fulness, simultaneous  increases  in  acti- 
vation of  upper  airway  muscles  appear 
to  compensate  for  any  increase  in  sub- 
atmospheric  pharyngeal  pressure  (9). 
This  provides  an  important  defense 
mechanism  to  maintain  patency  of  the 
upper  airway.  In  contrast,  during  sleep 
in  adult  humans,  the  reflex  activation 
of  upper  airway  muscles  in  response 
to  mechanical  loading  appears  to  be 
blunted  or  absent  (10).  Another  factor 
that  places  humans  at  risk  of  upper 
airway  closure  during  sleep  is  the  dif- 
ference in  relative  level  of  activation  of 
upper  airway  muscles  versus  that  of 
respiratory  pump  muscles  with  alter- 
ations in  respiratory  motor  output. 
Stimuli  associated  with  decreased  ac- 
tivity in  respiratory  pump  muscles 
cause  an  even  greater  suppression  of 
activity  in  upper  airway  muscles  (11). 
This  differential  suppression  of  upper 
airway  muscles  can  further  shift  the 
balance  of  forces  influencing  patency 
of  the  upper  airway,  promoting  nar- 
rowing and  closure  of  the  airway  (12). 

Factors  predisposing  to  upper 
airway  closures  during  sleep  in 
OSA  subjects 

Upper  airway  closures  during  sleep  in 
OSA  subjects  may  develop  from  ab- 
normal activation  of  upper  airway 
muscles  or  from  anatomic  changes  in 
the  upper  airway  or  from  both.  Study- 
ing normal  awake  subjects,  Leiter  et  al 
(13)  examined  the  effect  of  sleep  de- 
privation on  the  activation  of  the  ge- 
nioglossus  muscle,  which  increases  the 
pharyngeal  airway  by  protruding  the 
tongue.  Activation  of  the  genioglossus 
muscle  in  response  to  hypercapnia  was 
decreased  after  24  hours  of  sleep  de- 
privation. These  results  suggest  that 
similar  suppression  of  upper  airway 
muscle  activation  may  result  from  the 
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abnormal  sleep  pattern  and  daytime 
hypersomnolence  in  OSA. 

Obstructive  sleep  apnea  is  associat- 
ed also  with  anatomic  abnormalities 
of  the  upper  airway  (14).  For  exam- 
ple, children  with  adenotonsillar  hy- 
pertrophy can  present  with  classic 
symptoms  of  OSA,  which  resolve  after 
the  excess  lymphoid  tissue  has  been 
removed  surgically  (15).  Even  in  OSA 
subjects  without  any  gross  anatomic 
abnormality  of  the  upper  airway,  mea- 
surements of  the  upper  airway  using 
computer  tomography,  cephalometric 
roentgenography,  acoustic  reflection, 
and  magnetic  resonance  imaging  show 
that  OSA  subjects  have  narrow  upper 
airways  that  cause  increased  upper 
airway  resistance  and  predispose  to 
upper  airway  closures  during  sleep. 
The  influence  of  bony  and  soft  tissue 
structure  on  upper  airway  size  may 
explain  the  familial  incidence  of  OSA 
(16).  Unfortunately,  imaging  of  the 
upper  airway  has  not  been  useful  in 
establishing  the  diagnosis  or  in  deter- 
mining therapeutic  management  of  pa- 
tients with  OSA.  A considerable  over- 
lap in  the  results  usually  exists 
between  these  patients  and  controls 
matched  for  weight  and  height.  Fur- 
thermore, all  of  these  imaging  studies 
are  performed  during  wakefulness. 
Recent  information  indicates  that 
measurements  obtained  during  wake- 
fulness cannot  be  used  to  predict  the 
site  of  closure  or  changes  in  upper  air- 
way size  during  sleep  (17).  Of  particu- 
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lar  importance  is  the  observation  that 
the  site  of  greatest  upper  airway  nar- 
rowing during  wakefulness  is  not  nec- 
essarily the  site  of  upper  airway  clo- 
sure during  sleep. 

Treatment  of  obstructive 
sleep  apnea 

The  relatively  high  incidence  of  OSA, 
its  associated  morbidity  and  mortality, 
and  its  socioeconomic  consequences 
underscore  the  importance  of  diagnos- 
ing and  treating  this  disorder.  Tra- 
cheostomy was  the  first  effective  treat- 
ment of  OSA.  Bypassing  the 
pharyngeal  airway  by  tracheostomy 
stabilized  the  sleep  pattern  and  the 
oxygen  saturation.  Within  days  to 
weeks,  tracheotomized  patients  with 
OSA  experience  a marked  improve- 
ment in  their  symptoms  with  disap- 
pearance of  their  daytime  hypersomno- 
lence, morning  headaches,  awakenings 
during  the  night,  and  restlessness  dur- 
ing sleep.  They  and  their  family  mem- 
bers note  a marked  improvement  in 
their  energy  levels  and  personalities. 
With  the  advent  of  new,  equally  effec- 
tive treatment,  tracheostomy  is  now 
rarely  used  as  initial  treatment  of  OSA 
because  of  its  social  unacceptability, 
relatively  high  morbidity,  and  the  avail- 
ability of  therapeutic  alternatives. 

Nasal  continuous  positive  airway 
pressure  (CPAP)  is  the  current  treat- 
ment of  choice  of  OSA.  Described  by 
Sullivan  and  associates  in  1981,  the 
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first  commercial  device  became  avail- 
able in  the  United  States  in  1986  (18). 
At  present,  several  companies  manu- 
facture nasal  CPAP  delivery  systems  of 
comparable  design  and  quality.  The 
positive  pressure  delivered  to  the  nose 
mask  is  transmitted  to  the  pharynx, 
where  it  acts  as  a pneumatic  splint 
(19)  (Fig  1).  Before  home  use  is  begun, 
a sleep  study  with  nasal  CPAP  should 
be  performed  in  each  patient  to  deter- 
mine the  level  of  pressure  necessary  to 
maintain  airway  patency  throughout 
sleep.  An  H2O  pressure  from  5 
through  15  cm  is  usually  required  to 
eliminate  snoring  and  apneic  episodes. 
The  natural  history  of  OSA  is  un- 
known; however,  barring  weight  loss, 
upper  airway  surgery,  or  some  other 
intervention  to  change  upper  airway 
size,  it  appears  that  patients  with  OSA 
will  continue  to  require  nasal  CPAP 
indefinitely.  Even  when  surgical  treat- 
ment such  as  uvulopalatopharyngo- 
plasty  (UPPP)  is  being  considered,  a 1- 
month  trial  of  nasal  CPAP  is  often 
warranted  to  improve  the  patient’s 
physical  health  before  surgery  and  to 
allow  the  patient  to  experience  the  de- 
gree of  improvement  associated  with 
correction  of  the  breathing  disorder. 

In  patients  with  OSA  who  use 
nasal  CPAP  on  a long-term  basis,  fol- 
low-up studies  indicate  that  20%  dis- 
continue this  treatment  after  1 year. 
Continuing  efforts  to  improve  the  de- 
livery system  may  help  increase  pa- 
tient compliance.  Recent  advances  in- 
clude more  comfortable  and  durable 
nose  masks,  machines  that  maintain 
constant  pressure  even  if  small  air 
leaks  develop  around  the  mask  during 
sleep,  and  machines  that  develop  the 
set  pressure  in  a ramp  fashion  over  30 
minutes  after  being  turned  on. 

Other  medical  treatments,  particu- 
larly intraoral  retainerlike  devices  to 
advance  the  mandible,  are  being  used 
to  treat  OSA  but  have  not  gained  the 
wide  acceptance  of  nasal  CPAP. 
Though  still  experimental,  the  use  of 


transcutaneous  or  implanted  elec- 
trodes to  electrically  stimulate  upper 
airway  muscles  during  sleep  as  a po- 
tential treatment  of  OSA  is  generating 
increasing  interest. 

Uvulopalatopharyngoplasty  is  cur- 
rently the  most  frequent  surgical  pro- 
cedure used  to  treat  OSA  (20).  UPPP 
involves  the  resection  of  the  tonsils 
and  adenoids,  uvula,  rim  of  the  soft 
palate,  and  excess  soft  tissue  in  the 
oropharynx.  Most  studies  define  a 
successful  result  following  UPPP  as  a 
50%  reduction  in  the  number  of  respi- 
ratory events  during  sleep.  Based  on 
this  criterion,  approximately  50%  to 
60%  of  patients  with  OSA  have  a suc- 
cessful outcome.  Some  are  cured  of 
their  OSA  but  others  remain  symp- 
tomatic and  require  additional  treat- 
ment. Recent  studies  indicate  that  pre- 
operative determination  of  the  site  of 
airway  closure  may  help  to  select  pa- 
tients with  OSA  who  will  benefit  from 
UPPP  (21).  OSA  subjects  with  upper 
airway  closures  in  the  nasopharynx 
appear  to  have  a much  higher  initial 
success  rate  than  subjects  with  closure 
at  more  caudal  levels  of  the  upper  air- 
way. The  distal  site  of  airway  closure 
is  determined  most  easily  by  obtaining 
pressure  measurement  at  various  levels 
of  the  upper  airway  during  sleep.  Oth- 
er recent  studies  suggest  that  the  suc- 
cess rate  of  UPPP  is  higher  in 
nonobese  patients  with  OSA  who  have 
enlarged  tonsils,  relatively  mild  symp- 
toms, and  a narrow  retrolingual 
airspace  (22,23). 

Most  patients  with  OSA  are  over- 
weight, and  weight  control  should 
have  a central  role  in  their  treatment. 
Weight  gain  is  associated  with  the  ap- 
pearance or  worsening  of  OSA,  and 
weight  loss  is  associated  with  im- 
provement and  sometimes  even  resolu- 
tion of  the  condition  (24).  Computed 
tomographic  scans  of  the  upper  air- 
way in  overweight  OSA  subjects  re- 
veal increased  fat  deposits  around  the 
upper  airway  (25).  Presumably,  these 
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fat  deposits  decrease  airway  size.  Re- 
sorption of  these  fat  deposits  with 
weight  loss  would  enlarge  the  upper 
airway  and  favor  airway  patency. 

Some  patients  only  develop  upper 
airway  closure  when  sleeping  in  the 
supine  position.  This  positional  effect 
is  thought  to  result  from  the  influence 
of  gravity  on  moveable  soft  tissue 
structures  forming  the  ventral  wall  of 
the  upper  airway.  When  the  tongue 
and  other  mobile  soft  tissues  slide  into 
the  pharyngeal  lumen,  subatmospheric 
pressure  sucks  the  tongue  caudally, 
impacting  it  in  the  hypopharynx. 
When  OSA  is  documented  only  in  the 
supine  position,  patients  can  be  ad- 
vised to  avoid  sleeping  in  this  position 
by  sewing  tennis  balls  in  the  backs  of 
their  nightshirts. 

Surgery  is  indicated  to  correct 
anatomic  abnormalities  that  narrow 
the  pharyngeal  airway.  Obstructive 
sleep  apnea  has  been  associated  with 
micrognathia  and  retrognathia,  condi- 
tions that  predispose  to  a narrow  pha- 
ryngeal segment.  Strap  muscles  arising 
from  the  sternum  and  thyroid  cartilage 
and  muscles  arising  from  the  mandible 
attach  to  the  floating  hyoid  bone. 
Contraction  of  these  muscles  moves 
the  hyoid  ventrally  and  enlarges  the 
pharyngeal  airway.  Surgical  advance- 
ment of  the  mandible  and  hyoid  in  pa- 
tients with  OSA  seeks  to  displace  ven- 
trally the  anterior  wall  of  the  pharynx. 

Treatment  of  OSA  includes  correc- 
tion of  nasal  problems  that  cause  in- 
creased nasal  airway  resistance  (26). 
Abnormally  high  nasal  airway  resis- 
tance increases  transmission  of  subat- 
mospheric intrathoracic  pressure  into 
the  pharyngeal  airway.  Conditions  such 
as  nasal  septal  deviation,  nasal  polyps, 
hypertrophic  turbinates,  nasal  conges- 
tion, and  adenoid  hypertrophy  increase 
nasal  airway  resistance  and  are  associ- 
ated with  OSA.  With  the  decrease  in 
nasal  airway  resistance,  pharyngeal 
pressure  becomes  less  subatmospheric. 
However,  OSA  rarely  resolves  after 

73 


TEXAS  MEDICINE  / THE  JOURNAL 


VOLUME  87  NO.  12 


correction  of  these  nasal  problems  be- 
cause a positive  pressure  is  required  to 
maintain  pharyngeal  airway  patency  in 
OSA  subjects  during  sleep. 

Other  treatments  of  OSA  are  de- 
signed to  increase  muscle  activation  in 
the  upper  airway  during  sleep.  These 
include  the  avoidance  of  alcohol  and 
sedatives  before  sleep.  In  animals,  al- 
cohol and  sedatives  are  associated 
with  decreased  activation  of  upper  air- 
way muscles  relative  to  respiratory 
pump  muscles  (27,28).  Administration 
of  alcohol,  diazepam,  and  other  seda- 
tive-hypnotics to  normal  subjects  be- 
fore sleep  can  increase  the  AHI  to  ab- 
normal values  (29,30).  Caution  is  also 
advised  in  the  postoperative  manage- 
ment of  patients  with  OSA  following 
general  anesthesia.  General  anesthetics 
also  preferentially  suppress  muscle  ac- 
tivity in  the  upper  airway  (31). 

Pharmacologic  attempts  to  treat 
OSA  by  increasing  muscle  activity  in 
the  upper  airway  during  sleep  have  not 
gained  wide  acceptance  but  illustrate 
the  potential  importance  of  upper  air- 
way muscle  activation  in  the  pathogen- 
esis of  this  disorder.  Strychnine,  pro- 
triptyline, and  nicotine  increase  upper 
airway  muscle  activity  and  are  effec- 
tive in  improving  OSA  (32-34).  How- 
ever, side  effects  of  these  medications 
and  their  inability  to  completely  re- 
solve OSA  have  prevented  their  use 
from  becoming  widespread. 
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Management  of  patients  presenting 
with  significant  cardiac  arrhythmias 
depends  greatly  on  the  initial  clinical 
assessment;  underlying  cardiovascular 
disorders  must  be  evaluated  because 
they  often  are  the  substrate  or  trigger 
of  arrhythmias.  Electrophysiologic 
testing  may  be  used  to  guide  therapy 
with  antiarrhythmic  drugs  or  with  de- 
vices such  as  the  automatic  im- 
plantable cardioverter/defibrillator;  in 
selected  patients,  arrhythmias  may  be 
ablated  surgically  or  with  percuta- 
neous catheter  techniques.  Advances 
in  clinical  cardiac  electrophysiology 
have  resulted  in  successful  therapy  or 
cure  of  many  patients  with  symp- 
tomatic or  life-threatening  cardiac  ar- 
rhythmias. 
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Advances  in  our  knowledge  of 
the  heart’s  electrical  activity 
began  in  earnest  in  the  late 
19th  century  with  Einthoven’s  devel- 
opment of  the  string  galvanometer  (1) 
and  with  further  anatomic  delineation 
of  the  cardiac  conduction  system. 
With  the  development  of  electrocar- 
diography, important  concepts  of  car- 
diac electrophysiology  were  deduced 
from  close  study  of  surface  tracings 
during  clinical  arrhythmias.  Many  of 
these  concepts  were  substantiated 
when  techniques  of  cardiac  catheteri- 
zation made  possible  the  recording  of 
intracardiac  electrograms.  A great  ad- 
vance in  our  understanding  of  the 
mechanisms  and  anatomy  of  electro- 
physiologic  events  then  occurred  with 
the  advent  of  programmed  stimula- 
tion, by  which  critically  timed  pacing 
enabled  physicians  to  determine  re- 
fractory periods  and  to  induce  tachy- 
arrhythmias (2). 

The  diagnosis  and  treatment  of  pa- 
tients with  cardiac  arrhythmias  have 
progressed  further  with  the  develop- 
ment of  computerized  arrhythmia 
mapping  and  ablative  techniques,  new 
antiarrhythmic  drugs  and  devices 
(such  as  the  implantable  defibrillator), 
and  signal-averaged  electrocardiogra- 
phy. The  Arrhythmia  Section  at  The 
University  of  Texas  Medical  Branch  at 
Galveston  has  incorporated  many  of 
these  advances  and  serves  as  a ter- 
tiary-care referral  center  for  patients 
with  complex  or  difficult-to-manage 
disturbances  of  cardiac  rhythm. 

Initial  evaluation  of  patients 
with  symptomatic  or 
life-threatening  arrhythmias 

Patients  with  arrhythmias  often  pre- 
sent with  palpitations,  near  syncope, 
syncope,  angina,  heart  failure,  or  sud- 
den cardiac  death.  Successful  manage- 
ment of  these  arrhythmias  depends 
greatly  upon  the  initial  clinical  evalua- 
tion including  the  history,  physical  ex- 
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amination,  documentation  of  the  ar- 
rhythmia (with  a 12-lead  electrocar- 
diogram, if  possible),  and  an  assess- 
ment of  the  underlying  — presumably 
causative  — cardiac  disease  or  sub- 
strate (eg,  coronary  atherosclerosis 
with  prior  myocardial  infarction). 
Many  supraventricular  tachycardias 
and  occasional  cases  of  ventricular 
tachycardia  occur  in  patients  with 
structurally  normal  hearts  (3).  Howev- 
er, most  serious,  life-threatening  ven- 
tricular arryhthmias  are  associated 
with  severe  underlying  cardiac  pathol- 
ogy, especially  ischemic  heart  disease 
or  dilated  cardiomyopathy.  Acute 
and/or  potentially  reversible  factors 
such  as  transient  ischemia,  infarction, 
electrolyte  or  metabolic  disturbances, 
and  drug  toxicity  must  be  identified  at 
the  time  of  presentation  because  they 
will  dictate  the  patient’s  prognosis  and 
subsequent  management.  For  example, 
patients  who  present  with  sudden  car- 
diac death  in  the  setting  of  an  acute  Q- 
wave  myocardial  infarction  are  at  low- 
er risk  for  recurrent  arrhythmic  death 
than  those  who  present  with  ventricu- 
lar tachycardia  or  fibrillation  that  is 
“primary”  or  not  due  to  infarction 
(4,5).  The  latter  patients  should  under- 
go thorough  electrophysiologic  evalua- 
tion of  their  ventricular  arrhythmia  to 
assess  their  risk  for  recurrence.  Like- 
wise, patients  with  torsades  de  pointes 
secondary  to  drugs  that  prolong  the 
QT  interval  are  treated  first  by  discon- 
tinuing or  reducing  the  dose  of  the 
medication;  depending  on  their  under- 
lying cardiovascular  status,  these  pa- 
tients may  not  be  at  high  risk  for  life- 
threatening  ventricular  arrhythmias. 

Because  significant  arrhythmias  are 
often  a manifestation  of  underlying 
cardiac  pathology,  patients  should  be 
assessed  for  the  presence  and  status  of 
cardiomyopathies  or  coronary,  valvu- 
lar, and  congenital  heart  diseases.  The 
pathophysiology  of  how  coexisting 
cardiovascular  diseases  (eg,  acute  is- 
chemia, chronic  infarction,  reperfu- 
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sion,  ventricular  hypertrophy,  and 
heart  failure  with  volume  overload) 
may  precipitate  arrhythmias  is  an  area 
of  intense  research;  these  underlying 
conditions  must  he  addressed  and 
treated  medically  or  surgically  prior  to 
or  along  with  the  arrhythmia  itself. 
For  example,  patients  with  coronary 
artery  disease  and  sustained  ventricu- 
lar tachycardia  usually  undergo 
echocardiography,  stress  testing,  and 
cardiac  catheterization  with  coronary 
angiography.  Intensive  medical  therapy 
or  bypass  grafting  would  be  required 
to  alleviate  the  ischemic  component  if 
it  were  in  part  responsible  for  precipi- 
tating the  ventricular  arrhythmia. 

Patients  admitted  for  evaluation 
are  monitored  continuously  in  a car- 
diac care  unit  or  via  telemetry  beds  in 
a “step-down”  facility.  Holter  moni- 
toring is  often  used  to  document  more 
carefully  arrhythmias,  ST-segment 
shifts,  and  heart  rate  minima/maxima 
over  a 24-hour  or  longer  period.  Exer- 
cise testing  (with  or  without  myocar- 
dial scintigraphy)  is  useful  for  assess- 
ing functional  status,  the  presence  or 
degree  of  reversible  ischemia,  and 
heart  rate  at  peak  exercise;  occasional- 
ly it  will  induce  the  clinical  arrhythmia 
under  investigation.  In  selected  pa- 
tients (particularly  those  with  known 
or  suspected  coronary  artery  disease), 
signal-averaged  electrocardiography,  a 
noninvasive  means  of  assessing  the  po- 
tential for  recurrent  spontaneous  or 
inducible  ventricular  arrhythmias, 
may  help  guide  therapy  (6). 

Electrophysiologic  testing 

Symptomatic  and/or  life-threatening 
brady-  or  tachyarrhythmias  may  be 
evaluated  in  detail  with  electrophysio- 
logic (EP)  testing.  The  indications  for 
EP  testing  have  been  outlined  recently 
by  the  American  College  of  Cardiolo- 
gy/American Heart  Association  Task 
Eorce  on  Assessment  of  Diagnostic 
and  Therapeutic  Cardiovascular  Pro- 


cedures (7).  The  task  force  discussed 
the  relative  indications  for  EP  testing 
in  three  groups  of  patients:  those  with 
sinus  node  dysfunction,  with  atrioven- 
tricular (AV)  and  intraventricular  con- 
duction delay  and  block,  or  with 
supraventricular  and  ventricular 
tachycardias;  those  with  clinical  enti- 
ties such  as  the  long  QT  syndrome, 
asymptomatic  ventricular  preexcita- 
tion, ventricular  ectopic  activity  (but 
not  ventricular  tachycardia),  near  syn- 
cope or  syncope,  palpitations,  and  car- 
diac arrest;  and  those  undergoing 
pharmacologic,  electrical,  or  ablative 
treatment  of  arrhythmias. 

Electrophysiologic  testing  has 
evolved  into  a valuable  clinical  tool  for 
providing  diagnostic,  therapeutic,  and 
prognostic  information.  This  testing 
may  confirm  the  mechanism  and  origin 
of  a tachy-  or  bradyarrhythmia,  for  ex- 
ample, in  patients  with  sudden  death 
or  syncope;  also,  it  may  elucidate  the 
mechanism  of  a tachycardia  that  re- 
mains unclear  despite  documentation 
by  surface  electrocardiography.  The  EP 
test  is  used  to  select  antiarrhythmic 
therapy  in  patients  at  risk  for  recurrent 
ventricular  and  supraventricular  tachy- 
cardias and  is  required  to  evaluate  pa- 
tients undergoing  arrhythmia  surgery, 
both  pre-  and  postoperatively.  Induc- 
tion of  ventricular  tachycardia  or  fibril- 
lation with  EP  testing  following  medi- 
cal or  surgical  therapy  for  sudden 
cardiac  death  is  an  adverse  prognostic 
finding  with  significance  that  is  inde- 
pendent of  left  ventricular  function  (8). 

Percutaneous  catheter  ablation  us- 
ing radiofrequency  energy  has  gained 
acceptance  as  treatment  of  certain 
supraventricular  tachycardias  and  is 
performed  in  the  EP  laboratory  (9,10). 
The  role  of  EP  testing  in  other  clinical 
situations  — for  example,  to  stratify 
risk  in  patients  following  myocardial 
infarction  or  patients  with  nonsus- 
tained  ventricular  tachycardia  — re- 
mains undefined  and  is  currently  un- 
der investigation. 


The  risk  of  a major  complication 
during  EP  testing  is  small  even  though 
the  end  point  of  testing  is  often  a 
hemodynamically  unstable  arrhythmia 
(11,12).  Hypotension  during  antiar- 
rhythmic drug  administration  or  a 
vasovagal  episode  is  the  most  common 
complication,  occurring  in  2%  of  pa- 
tients. Vascular  complications,  embol- 
ic phenomena,  and  cardiac  perforation 
occur  less  frequently.  Up  to  3%  of  pa- 
tients being  studied  for  ventricular 
tachycardia  may  demonstrate  proar- 
ryhthmia  during  EP  testing  following 
antiarrhythmic  drug  administration 
(12),  whereby  the  drug  worsens  an  ex- 
isting arrhythmia  or  precipitates  a new 
arrhythmia.  Myocardial  infarction  or 
ischemia  is  uncommon  if  patients  are 
stable  and  have  been  evaluated  prop- 
erly before  testing.  The  risk  of  death 
per  procedure  is  low  (0.05%)  (12). 

Data  from  the  initial  (baseline)  EP 
test  performed  on  no  antiarrhythmics 
are  evaluated  in  the  context  of  the  oth- 
er information  mentioned  above.  By 
summarizing  this  information,  phar- 
macologic, surgical,  and/or  ablative 
therapy  may  be  recommended. 

Drug  therapy 

Antiarrhythmic  drugs  are  often  used 
initially  for  patients  with  recurrent, 
symptomatic,  and/or  life-threatening 
supraventricular  or  ventricular  ar- 
rhythmias. These  drugs  are  grouped 
into  the  Vaughan  Williams’  class- 
ification (13)  according  to  their  effects 
on  cellular  electrophysiology;  sodium 
channel  blockers.  Group  I;  adrenergic 
blockers.  Group  II;  repolarization-pro- 
longing agents,  Group  III;  and  calcium 
channel  blockers.  Group  IV.  This 
scheme  is  imperfect  because  individual 
drugs  may  have  several  electrophysio- 
logic properties  and  because  it  cannot 
predict  the  clinical  efficacy  or  effects 
of  a specific  drug,  particularly  in 
patients  with  diseased  myocardium. 
However,  knowledge  of  each  agent’s 
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basic  electrophysiology,  pharmacolo- 
gy, and  side-effect  profile  is  essential, 
because  the  drugs  usually  have  a nar- 
row therapeutic  index  and  may,  for 
example,  worsen  ventricular  function 
(14)  or  cause  proarrhythmia.  Torsades 
de  pointes,  one  form  of  proarrhyth- 
mia, is  caused  by  drugs  that  prolong 
the  repolarization  phase  of  the  cardiac 
action  potential  (15).  Another  form, 
incessant  ventricular  tachycardia,  is 
seen  when  patients  with  ventricular 
arrhythmias  are  treated  with  drugs 
that  profoundly  slow  conduction  (15). 
Proarrhythmia  is  suspected  as  being 
responsible  for  the  increased  incidence 
of  death  in  patients  with  asymptomat- 
ic ventricular  ectopy  following  my- 
ocardial infarction  who  received  the 
Class  Ic  agents  encainide  and 
flecainide  as  part  of  the  Cardiac  Ar- 
rhythmia Suppression  Trial  (16).  Both 
agents  were  withdrawn  from  the 
study,  and  sales  and  commercial  distri- 
bution of  encainide  will  be  discontin- 
ued December  16,  1991. 

When  drug  therapy  is  initiated,  pa- 
tients are  monitored  for  side  effects, 
proarrhythmia,  and  drug-induced  elec- 
trocardiographic changes  such  as 
bradycardia  and  prolongation  of  the 
PR  interval,  QRS  complex,  and  QT  in- 
terval; steady-state  plasma  levels  are 
measured  when  appropriate.  Arrhyth- 
mia suppression  is  assessed  by  serial 
Holter  monitoring  and/or  EP  testing.  In 
patients  with  reproducible,  sustained 
ventricular  tachyarrhythmias,  pharma- 
cologic therapy  is  usually  “guided”  by 
serial  EP  testing;  failure  to  reinduce 
ventricular  arrhythmia  at  follow-up 
testing  in  a patient  receiving  drug  ther- 
apy predicts  a favorable  outcome  over 
the  next  2 years  of  therapy  (17).  Eree- 
dom  from  recurrent  supraventricular 
tachycardia  may  be  predicted  also  on 
the  basis  of  the  response  to  drug  thera- 
py during  EP  testing  (18). 

Conventional  agents  such  as  quini- 
dine  and  procainamide  are  usually 
chosen  initially  in  serial  drug  trials, 
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but  investigational  drugs  such  as  oral 
sotalol,  sematilide,  and  intravenous 
amiodarone  have  expanded  the  op- 
tions for  patients  undergoing  drug 
therapy  at  selected  medical  centers 
when  conventional  agents  fail  to  sup- 
press tachycardia.  A greater  number 
of  such  pharmacologic  options  should 
enhance  the  chances  for  medical  thera- 
py to  succeed. 

The  automatic  implantable 
cardioverter/defibrillator 

The  automatic  implantable  cardiovert- 
er/defibrillator (AICD)  is  often  lifesav- 
ing for  patients  with  otherwise  lethal 
arrhythmias.  This  device  detects  and 
internally  defibrillates  or  cardioverts 
ventricular  fibrillation  or  tachycardia, 
and  is  associated  with  low  1-  and  4- 
year  sudden-death  rates  of  2%  and 
7.7%,  respectively  (19).  The  ideal  can- 
didates for  the  AICD  are  patients  with 
chronic,  intermittent  ventricular 
tachycardia  or  fibrillation  that  drug 
trials  fail  to  suppress.  EP  testing  may 
be  used  to  document  this  failure  to 
suppress  the  arrhythmia,  but  even 
when  the  arrhythmia  cannot  be  in- 
duced at  baseline  testing,  the  latter  pa- 
tients, particularly  those  with  poor 
ventricular  function,  may  be  at  high 
risk  for  recurrence  (8).  Therefore, 
these  patients  may  also  benefit  from 
AICD  implantation. 

The  AICD  is  especially  useful  when 
other  cardiovascular  and  systemic 
conditions  are  well  compensated  and 
the  prognosis,  aside  from  ventricular 
tachycardia  or  fibrillation,  warrants 
the  slight  risk  but  considerable  ex- 
pense of  surgery.  The  AICD  recipient 
must  be  prepared  to  undergo  extend- 
ed, regular  follow-up,  repeated  EP 
testing,  and  eventual  surgical  replace- 
ment of  depleted  generators.  At  least 
two  thirds  of  AICD  patients  require 
concomitant  antiarrhythmic  drug  ther- 
apy to  control  supraventricular  and/or 
nonsustained  ventricular  tachycardias 
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that  could  trigger  inappropriate 
shocks  (20). 

Ablative  therapy 

Arrhythmia  surgery  is  directed  at  ab- 
lation or  modification  of  both 
supraventricular  and  ventricular 
tachycardias.  This  therapy  may  be  an 
option  for  selected  patients  who  fail 
to  benefit  from  or  do  not  choose 
medical  therapy.  In  these  patients,  the 
heart’s  electrical  activity  during 
tachycardia  is  mapped  to  locate  the 
origin  of  the  tachycardia  or  the  key 
anatomical  component  of  the  tachy- 
cardia circuit  (eg,  an  accessory  path- 
way) that  must  be  ablated  for  cure. 

Most  patients  undergoing  surgery 
for  ventricular  tachycardia  have  is- 
chemic heart  disease  with  a prior  my- 
ocardial infarction  and  monomorphic 
ventricular  tachycardia  (ie,  one  with  a 
stable  QRS  morphology).  This  type  of 
tachycardia  may  be  mapped  success- 
fully (21).  Less  often  nonischemic  ven- 
tricular tachycardia  (eg,  that  sec- 
ondary to  right  ventricular  dysplasia) 
is  ablated  surgically. 

In  patients  with  ischemic  heart  dis- 
ease, the  origin  of  tachycardia  is  most 
often  the  peri-infarct  zone,  where  dis- 
eased tissue  both  slows  and  blocks 
conduction,  forming  the  substrate  for 
a continuous  circular  wavefront  of  de- 
polarization, termed  reentry.  The  peri- 
infarct  zone  can  be  removed  by  endo- 
cardial resection,  aneurysmectomy, 
and  cryoablation.  The  operative  mor- 
tality rate  varies  from  5%  to  17%  and 
depends  mainly  upon  the  function  of 
the  nonaneurysmal  segments  of  the 
left  ventricle  (22).  Unfortunately,  there 
is  a moderately  high  frequency  of 
postoperative  recurrence.  Continued 
ability  to  induce  ventricular  tachycar- 
dia postoperatively  varies  in  the  litera- 
ture from  13%  to  33%  (22).  Thus,  a 
combination  of  therapies  is  sometimes 
required  to  treat  high  risk  patients, 
and  these  patients  may  require  antiar- 
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rhythmic  drug  therapy,  defibrillator 
implantation,  or  both.  Their  5-year 
survival  is  60%  with  heart  failure  be- 
ing the  most  common  cause  of  death. 
Sudden  death  is  uncommon  (22). 

Patients  with  recurrent  and  symp- 
tomatic paroxysmal  AV  nodal  or  atri- 
oventricular tachycardias  may  be 
treated  with  either  surgical  or  catheter 
ablative  techniques.  These  arrhyth- 
mias are  often  caused  by  a reentrant 
mechanism  that,  in  the  case  of  AV 
nodal  tachycardia,  occurs  along  an- 
terograde and  retrograde  pathways 
within  or  about  the  AV  node.  In  the 
case  of  atrioventricular  reentrant 
tachycardias,  one  limb  of  the  reentrant 
circuit  is  an  abnormal  muscular  bridge 
(accessory  pathway)  connecting  the 
atria  and  ventricles;  the  other  is  the 
normal  AV  node-His  conduction  sys- 
tem. In  the  well-known  Wolff-Parkin- 
son-White  syndrome,  anterograde  ac- 
cessory pathway  conduction  is 
detected  on  the  surface  electrocardio- 
gram during  sinus  rhythm  as  a delta 
wave  (ventricular  preexcitation); 
sometimes  an  accessory  pathway  may 
still  mediate  reentrant  tachycardia  (by 
conducting  retrograde  only)  but  be 
“concealed.”  In  patients  whose  acces- 
sory pathway  conducts  well  in  the  an- 
terograde direction,  a rapid  ventricu- 
lar response  during  atrial  fibrillation 
may  be  life-threatening. 

AV  nodal  and  atrioventricular 
reentrant  tachycardias  are  common 
causes  of  supraventricular  tachycardia. 
These  occur  frequently  in  young  pa- 
tients with  normal  ventricular  func- 
tion. The  former  tachyarrhythmia  may 
be  cured  with  a highly  successful  surgi- 
cal technique  developed  by  Cox  (23), 
which  involves  making  discrete  cryole- 
sions  in  the  right  atrial  perinodal  endo- 
cardium, while  sparing  AV  conduction. 
It  is  often  advisable  to  ablate  accessory 
pathways  in  patients  with  recurrent 
atrioventricular  tachycardia  or  poten- 
tially life-threatening  atrial  fibrillation. 
Pathways  are  mapped  in  the  EP  labo- 


ratory and  their  location  confirmed  at 
the  time  of  surgery.  Surgical  cure  of 
these  arrhythmias  now  approaches 
100%  with  an  operative  mortality  rate 
of  less  than  1%  (24). 

Percutaneous  catheter  ablation  us- 
ing radiofrequency  (RF)  energy  is  an- 
other approach  to  treat  these  and  oth- 
er supraventricular  tachycardias.  This 
ablation  is  performed  in  the  EP  labo- 
ratory and  may  be  done  during  the 
initial  EP  study.  The  success  rate  can 
be  as  high  as  92%-99%  with  low  risk 
(9,10).  Extended  follow-up  will  be 
necessary  to  assess  whether  long-term 
side  effects  (such  as  ventricular  ar- 
rhythmias, which  have  been  reported 
after  direct-current  catheter  ablation) 
occur  following  radiofrequency  abla- 
tion. RF  ablation  may  become  the 
preferred  initial  therapy  for  these 
supraventricular  tachycardias. 

Conclusion 

Advances  in  our  understanding  of  EP 
testing,  pharmacology,  the  AICD,  com- 
puterized mapping,  and  surgical  and 
catheter  ablative  techniques  have  con- 
tributed to  our  ability  to  successfully 
treat  patients  with  recurrent,  symp- 
tomatic, and/or  life-threatening  ventric- 
ular and  supraventricular  ventricular 
arrhythmias.  The  University  of  Texas 
Medical  Branch  at  Galveston  is  com- 
mitted to  continue  studying  these  im- 
portant clinical  entities  and  providing 
care  to  patients  who  suffer  from  them. 
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Mental  illness 
has  warning  signs,  too. 

Withdrawal  from  social  activities. 
Excessive  anger.  These  could  be 
ihe  first  warning  signs  of  a mental 
illness. 

I Unfortunately,  most  of  us  don’t 
[recognize  the  signs.  Which  is 
Itragic.  Because  mental  illness  can 
be  treated.  In  fact,  2 out  of  3 people 
jArho  get  help,  get  better. 

! For  a free  booklet  about  mental 
jillness,  write  to  or  call: 

American  Mental  Health  Fund 
P.O.  Box  17700, 
Washington,  DC  20041 

1-800-433-5959 

Learn  to  see  the  sickness. 


Headache 


Let  Us  Take 
The  Hassle  Out-L 
of  Your  Billing 


r.j>- 


\ 

CENTRAL  TEXAS  PROFESSIONAL 
BILLING  SERVICE 


FOR  MORE  INFORMATION  REGARDING  OUR  SERVICES, 
CALL:  800/621-7009 
Waco  817/754-4700 
FAX  817/754-4161 


1992  SPEQAL  FOCUS: 

THE  ENVIRONMENTAL  ASPECTS  OF 
AGING  AND  THE  ENDOCRINE  SYSTEM 


The  American  Environmental  Health 
Foundation  presents: 

THE  TENTH  ANNUAL 
INTERNATIONAL  SYMPOSIUM  ON 
MAN  AND  HIS  ENVIRONMENT  IN 
HEALTH  AND  DISEASE 
February  27  - March  1 Dallas^  Texas 
The  Southland  Center  Hotel 

Recent  research  points  increasingly  to  environmental  factors,  especially  chemicals,  as 
significant  causes  of  accelerated  aging  and  end-organ  disease  and  failure.  This  conference 
will  explore  some  of  the  latest  data  on  this  subject  and  provide  a forum  for  dialogue 
regarding  markers,  triggers  and  prevention. 

Faculty  of  more  than  30  U.S.  and  International  Speakers  Includes; 

Allan  L.  Goldstein,  Ph.D.,  Washington,  D.C.;  George  Washington  University.  Edward  J.  Masoro, 
Ph.D.,  San  Antonio,  Texas;  The  University  of  Texas  Health  Science  Center.  Satoshi  Ishikawa,  M.D., 
Kanagawa,  Japan;  School  of  Medicine,  Kitasato  University.  Russel  J.  Reiter,  Ph.D.,  San  Antonio, 
Texas;  The  University  of  Texas  Health  Science  Center.  Georges  J.  M.  Maestroni,  Ph.D.,  Locarno, 
Switzerland;  Istituto  Cantonbale  di  Patologia.  William  J.  Rea,  M.D.,  Dallas,  Texas;  Environmental 
Health  Center  - Dallas.  Jean-Paul  Cuitay,  M.D.,  Paris,  France;  Journos  de  Medrane  Nutritionnelle. 
Alfred  R.  Johnson,  D.O.,  Dallas,  Texas;  Environmental  Health  Center  - Dallas. 

Includes  Sodal  Hour,  Luncheon  and  Dinner  Gala  . . . $345  ($395  at  door)  . . . 
Non-Physicians  . . . $295  ($345  at  door) 

For  Course  Brochure  Contact: 

AEHF,  8345  Walnut  Hill  Lane,  Suite  200,  DaUas,  TX,  75231  or  FAX  to  214/691-8432. 

(Call  214/368-4132  for  more  information  or  to  charge  by  VISA  or  MasterCard.) 


Texas  Physicians’ 
Directory 

Allergy  Dermatology 


HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-Allergy-Nutrition-Stress) 

Established  in  1984.  (Concept  of  treatment  outlined  & published  in  International 
Rhinology  Supp.  2 1987)  S.  Hoover  MD 

(Oto-Rhino-laryngologist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recurrent 
Headaches  (namely:  Class,  Migraine,  Clusters,  tension,  premenstrual,  sinus, 
everyday,  and  headache  of  relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives, 
muscle-relaxants,  cafe-ergot,  methylsergide  nor  B Blockers 

1/45  N.  Frwy.  7324  SW  Frwy  @ Fondren 

1 50  W.  Parker  Rd.  Arena  Tower  II  #755 

Houston,  TX  77076  Houston,  TX  77074 

713  694-8188 
FAX  713  650-1941 


CORPUS  CHRISTI  ALLERGY  & 
ASTHMA  CENTER 
JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christ!,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 


EDWARD  A,  TALMAGE,  MD,  PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MEDICINE;  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks 
Intra-Spinal  Opiates 
Dorsal  Column  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
77082;  713  496-1006 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J,  GONZALEZ,  MD,  FAOA 
XOCHITL  B.  SANCHEZ,  MD 

Anesthesiology  — Dolorology  — Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 
Thermography,  Dorsal  Column  Stimulation 

7777  Forest  Lane  Suite  C-538  (21 4)  661  -4890 

Dallas.  Texas  75230  Answered  24  hours 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDIGINE 
AT  HERMANN 

Hermann  Hospital,  641 1 Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients.  The  center's  total  management  of  each  patient's  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

JOSEPH  C.  GABEL,  MD 
Acting  Director 

ROBERT  A.  FINNEGAN,  MD  AARON  CALODNEY,  MD 

Coordinator.  Outpatient  Services  Coordinator,  Inpatient  Services 

Diplomates  American  Board  of  Anesthesiology 


JOHN  ADNOT,  MD 

Mohs  Micrographic  Surgery  for  Skin  Cancer 

4200  S.  Hulen  #400 

Ft.  Worth.  Texas  76109:  817  377-0626 


DAVID  R.  WEAKLEY,  MD,  FACP 
DENIS  L.  BEAUDOING,  MD 

Dermatology  and  related  Allergy 

Dermatologic  Surgery,  Cosmetic  and  Laser  Surgery 

Diseases  of  the  skin,  dermabrasion,  chemical  peeling,  collagen,  sclerotherapy, 
lipoinjectlon,  allergy  and  cosmetic  counseling 

Medical  City,  Dallas  Suite  214A,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661  -7460 


DERMATOLOGY  ASSOGIATES  OF 
SAN  ANTONIO 

James  Lewis  Pipkin,  MD 

Diseases  of  the  Skin,  Skin  Oancer, 
Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209; 

512  222-8651, 222-2001 


MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661  -4537 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410:  806  797-6631 


Family  Practice 

DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  F/\AFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  felds  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment, biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 
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Hand  Surgery 


Nuclear  Medicine 


L.  LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave..  Suite  450.  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN, 


KENNETH  D.  GLASS,  MD,  LAOS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631  -7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230:214  661-4797 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALU\S 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  8116,  Dallas.  Texas  75230; 

214  661-7010 


REGIONAL  HAND  CENTER  FOR  WEST  TEXAS 
AND  EASTERN  NEW  MEXICO 

Royce  C.  Lewis,  Jr.,  MD 

3502  9th  street.  Suite  G10 

Lubbock.  Texas  79415-3300;  806  744-7003 


Neurological  Surgery 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 
HERBERT  0.  ALLEN,  MD,  FACNM 

Texas  Medical  Center,  641 1 South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology.  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,,  MD,  FACNM,  Director— 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Ophthaliinology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Avenue,  Dallas,  Texas  75231 ; 214  692-6941  800  695-6941 

3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 

900  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-9625 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


ROBERT  D.  GROSS,  MD,  FAAP 

Children’s  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  761 04-7304 
(817)  336-0900,  Metro  988-7700  and  (800)  733-0460 


DOCTORS  SMITH,  WHEELER,  PARKER, 
AND  CRAVENS,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
George  F.  Cravens,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


BRUCE  0.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 


DALIJ\S  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
Gamma  Knife  Radiosurgery 

Charles  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

Morris  Sanders,  MD  Richard  H.  Jackson,  MD 


Presbyterian  Professional  Bldg.,  8230  Walnut  Hill  Lane,  Suite  610; 
Dallas,  Texas  75231 ; 214  369-7596 


Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

RETINA-VITREOUS  ASSOCIATES 
W.  Rex  Hawkins,  MD 

Diabetic  Retinopathy-Macular  Degeneration-Retinal  Detachment 


St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd., Suite  620 
Dallas,  Texas  75235;  214  637-0420 


1200  Binz,  Suite  400,  Houston,  Texas  77004 
713  528-1122  or  1 -800-638-01 14 
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Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 


W.Z.  Burkhead,  Jr,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


A Prr^focciAnsil  Accooiatinn 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385:  214  220-2468;  FAX  214  720-1982 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Louis  J.  Levy,  MD,  PA,  Retired 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


Physical  Medicine  & 
Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

1 02  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


WARM  SPRINGS  REHABILITATION  HOSPITALS 

Specialized  in-patient  and  out-patient  rehabilitation  programs  and 
electrodiagnostic  evaluation  for  adults  and  children. 


Brain  Injury 

Spinal  Cord  Injury 

Stroke  and  Neurological  Disorders 

Orthopedic 


Gonzales:  PO  Box  58,  Gonzales,  Texas  78629 

J.  Price  Brock,  Jr,  MD  800/792-9278,  512/672-6592-Admissions  Coordinator 

Robert  L.  Dickey,  MD 

Larry  Browne,  MD,  Medical  Director 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE  William  F.  Blackerby,  PhD,  Director  of  Brain  Injury  Services 

1701  Pine  street,  Abilene,  Texas  79601;  915  677-6219  Robert  McNeW,  Administrator 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.W.  Bendel,  Jr,  MD 

E.E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Dipiomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALU\S 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD  Kurt  W.  Rathjen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116 
Dallas,  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  AND  ANKLE  SURGERY  * DAL^S,  p.a. 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231 ; 214  369-4361 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas,  Texas  75235  21 4 350-7500 


Richard  E.  Jones,  MD 
Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Kevin  Gill,  MD 
Marvin  E.  Van  Hal  MD 


Charles  E.  Cook,  MD 
Scott  O.  Paschal,  MD 
L.  T.  Johnson,  MD 
Kenneth  Driggs,  MD 
James  L.  Ough,  MD 


2001  N Mac  Arthur,  Irving,  Texas  75061  214  254-8000 

Mark  S.  Greenberg,  MD  Robert  E.  Bayless,  MD 

Charles  E.  Cook,  MD 


San  Antonio:  5101  Medical  Drive,  San  Antonio,  Texas  78229  800/688-3577 
51 2/61 6-01 00-Admissions  Coordinator 


Alex  C.  Willingham,  MD,  Medical  Director 

William  F,  Blackerby,  PhD.  Director  of  Brain  Injury  Services 

Rick  Marek,  Administrator 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

in  the  Texas  Medical  Center,  Houston,  Texas 


Comprehensive  care  hospital  specializing  in  rehabilitation  care  for  persons  dis- 
abied  by  injury  or  disease.  Inpatient  and  outpatient  services. 


Spinal  Cord  Injury 
Brain  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 
Restorative  Surgery 
Scoliosis 
Spina  Bifida 
Neuromuscular 


Accredited  by:  Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator:  713  797-5922  or  1 -800-44REHAB 


Plastic  Surgery 

HOUSTON  PUXSTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  Steven  M.  Hamilton,  MD 

David  J.  Katrana,  DDS,  MD,  FACS 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 
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Psychiatry 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  1 20 
Dallas,  Texas  75237;  214  296-6241 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  ABPN:  Psychiatry 
Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231 : 214  696-0964 


DAY  TREATMENT  CENTER  OF  DALU\S 

Gonzalo  A.  Aillon,  MD 
Medical  Director 

AN  ALTERNATIVE  TO  PSYCHIATRIC  HOSPITALIZATION 
1326  Stemmons  Avenue,  Dallas,  Texas  75208;  (214)  943-1878 


Radiation  Oncology 


RADIATION  ONOOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FACS* 

ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 
Diplomates  American  Board  of  Surgery  and  Board 
of  Thoracic  Surgery 

• Also  certifcate  ot  special  qualification  in  general  vascular  surgery,  American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery 

51 5 South  Adams,  Fort  Worth,  Texas  761 04;  81 7 332-7878 

North  Hills  Professional  Building  Suite  303 

4351  Booth  Calioway  Road,  North  Richland  Hills,  Texas  76180 


RICHARD  E.  WOOD,  MD 
THOMAS  P.  MEYERS,  MD 
EDWARD  A.  BENDER,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 


Urology 

C.F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL. 

1 101  North  19th,  Suite  114,  Abilehe,  Texas  79601 
915  673-5726 

DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $80  per  column  inch  per  month  and  listings  must  run 
for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for 
six  months'  advance  payment.  New  listings,  changes,  or  can- 
cellations should  be  sent  to  Mark  Bizzell,  TEXAS  MEDICINE, 
401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the 
month  preceding  publication  month. 


Dallas  Medical  & Surgical  Clinic 
4105  Uve  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 
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Tate  Advanta^  = 
rfa  Good  Thing 


The  Medicare  Maze 

Texas  Medical  Association  has 
developed  a user-friendly  manual 
that  can  help  you  and  your  office 
staff  solve  or  avoid  common 
Medicare,  payment  and  claims 
review  problems.  And,  now,  you 
can  take  advantage  of  a special 
discount  price! 

Keeping  up  with  and  understand- 
ing the  constant  flood  of  new 
regulations  is  one  of  Medicare’s 
greatest  hassles.  To  remedy  this. 
The  Medicare  Maze  is  published 
in  a looseleaf  format,  and  regular 
updates  will  provide  you  with 
information  on  how  current 
Medicare  regulations  affect 
your  practice. 

Topics  include: 


“The  Medicare  Maze  is  now 
an  integral  part  of  our  practice 
— excellent  for  training  new 
office  personnel.  ” 

5 

“Easy  to  read  — easy  to  : 

understand  ” ! 

“Finally,  someone  has 
provided  us  with  the  tools  i 

to  deal  with  our  Medicare  i 

issues.  The  Medicare  Maze  ! 

is  invaluable!” 

Special  TMA  Member 
Discount  Price! 

Order  a Medicare  Maze  before 
December  31,  1991  at  a special 
discount  price.  Regular  price  is  $7!, 
per  manual.  Special  price  is  $60 
per  manual,  plus  sales  tax  and 
shipping  and  handling.  See  order 
form  below. 


• How  to  avoid  “medically 
unnecessary"  denials 

• Medicare’s  utilization  screens 

• Red  flags  that  can  tngger  a 
Medicare  audit 

• Multiple  provider  numbers  and 
other  MAAC  dilemmas 

• A dollars  and  cents  approach 
to  participation 

• Living  with  PRO 


^ Te> 

Lt 


TexasMcdical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


Special  Discount  Order  Form: 


Please  send copy(ies)  of  The  Medicare  Maze:  A Siu-vival  Manual  for  Texas 

Physicians.  Payment  should  include  $60  per  manual,  plus  8%  state  sales  tax  ($4.80) 
per  copy,  and  $3.00  shipping  and  handling  fee.  Please  print  or  type. 


Name  

Mailing  address 


To  order,  call  512/370-1422  or 
mail  order  form  and  check  or 
credit  card  information  to: 


(no  P.O.  boxes  please) 

City Zip 

Office  telephone  ( ) 


Texas  Medical  Association 
Practice  Management  Services 
401  West  15th  Street 
Austin,  TX  78701-1680 


Payment: 


O Check  enclosed  payable  to  Texas  Medical  Association 


Special  discount  price  valid  until 
December  31,  1991. 


O Visa  O MasterCard 

Card  No.  

Cardholder  Name Exp.  date 

Signature 


For  TMA  Office  Use  Only 

Check#  

Date  

Rec’d.  by 


rik  DO  YOU  KNOW 
VP  A DOCTOR- 
WHO  NEEDS 
^ OUR  HELP? 


If  you  can  answer  "yes"  to  any  one  of  the  ques- 
tions below: 


Do  you  know  a doctor  who— 

• is  experiencing  problems  coping  with  patients 
or  with  the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 
—then,  you  may  know  a doctor  who  needs  our 
help.  If  you  feel  that  you,  a colleague,  a resident 
or  student  need  coimseling  or  treatment,  won't 
you  give  us  an  opportunity  to  help?  (Strictly  con- 
fidential contacts  can  be  made  through  our 
HOTLINE.  Call  us  anytime.) 

HOTLINE:  (512)  370-1640 

TMA  Committee  on  Physician  Health 
and  Rehabilitation 

Edgar  P.  Nace,  MD,  Dallas,  Chainnan 
(214)  381-7181,  ext.  278 

Gretchen  L.  Megowen,  MD,  Dallas,  Vice  Chairman 
(214)  696-8227 

Greer  W.  Craig,  MD,  El  Paso 
(915)  532-6591 

Roy  J.  Hotz,  Jr.,  MD,  Kingsville 
(512)  595-5556 

Robert  N.  Jones,  MD,  San  Antonio 
(512)  222-0196 

Herbert  C.  Munden,  Jr.,  MD,  Austin 
(512)  327-1679 

Elizabeth  L.  Stuyt,  MD,  Lubbock 
(806)  796-5375 

John  M.  Tabnadge,  MD,  Denton 
(817)  383-4660 

Georgia  A.  Thomas,  MD,  Houston 
(713)  792-2204 

AUan  McCorkle,  MD,  Lubbock, 

Resident  Representative 
(806)  743-2800 

Ivlrs.  Jack  Smith,  Corpus  Christi, 

Auxiliary  Representative 
(512)  991-1331 

Winston  Whitt,  Lubbock,  Student  Representative 
(806)  791-1127 

Elik  Severud,  Houston,  Alternate  Student  Representative 
(713)  741-1062 


I 


TexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


Integrated  Medical  System 


Sales  • Installation  * Training  * Support 
Medical  Office  Management  Software 


Claimstronic  Software 

Patient  information  • Claims  • State- 
ments • A/R  • Reports  • Multi-com- 
pany • Multi-doctor  • Electronic 
Claims  • Graphs/Charts  • Word  Proc- 
essor. 


Billing  Service  (DFW  Area) 

Full  Service  • Fax  machine  provided 
Answer  patients  and  insurance  com- 
panies inquiries  • Statements  • Follow 
up  on  claims  • All  reports  • Monthly 
meetings 


2225  E.  RandolMiU 
Suite  305 
Arlington,  TX  76011 
(817)  640-9860 
FAX  (817)  649-3383 


The 

Texas  Legal 
Resource  Center 
on  Child  Abuse 

and  Neglect 

An  information  service  for 
professionals  who  represent, 
manage,  or  advocate 
for  child  abuse  cases 

Reference  & research  services 
Online  database  searching 

Bibliographies 
Current  news  articles 

Call  Toll  Free: 

1-800-543-8398 
In  Austin,  Texas: 

(512)  471-6543 
FAX  (512)  471-8398 

Tarlion  Law  Library 
727  E.  26th  St.,  Austin,  TX  78705 


Classified 

Advertising 


Opportunities  Available 

Academics 


Physician  with  Texas  license  needed  to  practice 
general  medicine  at  Student  Health  Center.  Forty-hour 
week.  Monday-Friday.  Minimal  call  duty.  Fringe  benefits. 
Contact  Sheila  Meyer.  Director.  University  of  North  Texas 
Health  Center.  PC  Box  5158.  Denton.  TX  76203.  817 
565-2786.  Equal  Opportunity/ Affirmative  Action  Employer. 

El  Paso,  TX  — Director  of  Student  Health  Center  for 
the  University  of  Texas  at  El  Paso.  Responsible  tor  medi- 
cal care  of  students,  administrative  duties  and  supervi- 
sion of  staff.  Background  in  primary  care  specialty 
desired.  Excellent  salary  and  benefits.  Contact  Personnel 
Department,  Administration  Bldg.  #216,  El  Paso,  TX 
79968-0535.915  747-5202. 

Associate  Director/Medical  Services  (Medical 
Director)  — The  University  of  Texas  at  Austin  Student 
Health  Center.  Requires  MD,  board  certified  or  board  eli- 
gible in  a primary  care  specialty  with  two  years  or  more 
of  post-residency  primary  care  experience  in  an  ambula- 
tory care  setting  including  one  or  more  years  of  senior 
administrative  experience.  Must  have  or  obtain  license  to 
practice  medicine  in  the  State  of  Texas.  Send  letter  of 
intent,  CV  and  three  letters  of  reference  by  January  31, 
1992  to:  Jeanne  Carpenter,  Chair,  Search  Committee, 
PO  Box  7339,  University  Station,  Austin,  TX  787 1 3-7339 
The  University  of  Texas  @ Austin  is  an  Equal  Opportu- 
nity/Affirmative  Action  Employer. 

Clinical  Director  — Texas  A&M  College  of  Medicine 
has  a position  available  for  a board  certified  internist  to 
function  as  clinical  director  of  a demonstration  project  on 
a long-term  care  for  psychiatry  inpatients.  The  project 
has  a major  emphasis  on  psycho-pharmacology  and 
geriatrics.  The  position  is  permanently  funded,  carries  a 
full  faculty  appointment  and  will  be  located  at  the  VA 
Center,  Waco,  TX.  Salary  and  appt.  level  are  dependent 
on  qualifications  and  experience.  Interested  applicants 
should  forward  a CV  and  names  of  three  references  to: 
Demonstration  Project  Search  Committee,  c/o  W.J. 
Wagner,  MD,  VA  Medical  Center.  4800  Memorial  Dr, 
Waco,  TX  76711  TAMU  and  VA  Medical  Center  are 
Equal  Opportunity  Employers. 

Allergy 

Central  Texas  — BC/BE  conservative  patient-oriented 
clinical  allergist  wanted  to  join  busy,  mature,  established 
solo  practice.  Generous  guarantee  salary/fringes  first 
year  then  financing  available  for  possible  buy-out  after 
one  year.  For  info  send  CV  to:  TMA  Advertising,  Ad  Box 
793,  401  West  15th,  Austin,  TX  78701 . 

Cardiology 


Cardiologist  — Invasive/Non-Invasive  BC/BE  to  join 
two  BC  cardiologists  located  in  southwest  Houston. 
Good  salary,  fringe  benefits,  partnership  after  two  years. 
Send  CV  to  P.  McKenzie,  7737  Southwest  Frwy.,  Suite 
900  Houston,  TX  77074. 

Dermatology 


Houston  — 60  physician  Internal  Medicine  group  has  a 
Dermatology  position  available.  For  further  information, 
send  CV  to:  Robert  B,  Hall,  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  TX  77030. 

Emergency  Medicine 


Needed:  Emergency  physicians  — North  Central 
Texas  area,  full  and  part-time.  For  an  application  call 
817-336-8600  or  write  Emergency  Medicine  Consul- 
tants, PA:  1525  Merrimac  Circle,  Suite  107,  Fort  Worth, 
TX  76107. 


San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for 
4-day  week,  13  hr.  days,  50  weeks/year.  Profit  sharing 
above  guarantee.  Contact  Wayne  Williams,  MD,  915- 
942-861 1 , Shamrock  Clinics,  4208  College  Hills,  San 
Angelo,  TX  76904. 


Texas 

Medicus 

P.A. 


Medicus  is  a group  of  career  emergency 
and  primary  care  specialists  who  combine 
high  standards  in  physician  staffing  with 
expertise  in  emergency  department  and 
primary  care  management.  We  offer 
outstanding  directorship  and  staff 
opportunities  for  qualified  physicians 
with  lucrative  compensation,  incentives 
and  paid  malpractice.  We  currently  staff 
over  25  facilities  in  ideal  locations 
throughout  Texas  & Louisiana. 


Call  our  recruiting  department  today  or 
send  your  C.V.  for  career  opporhmities  in: 
Dallas,  Ft.  Worth,  East  Texas,  Houston 
area,  HiU  Country,  North  Texas. 


Texas  Medicus  P.A. 

10210  North  Central  Expressway,  Suite  310 
Dallas,  Texas  75231 
(800)  755-3763  (214)  369-4440 


Texas,  Lubbock  — BC  EM  independent  contractor 
physician  needed  for  Level  I trauma  center.  40,000  ED 
visits  per  year  with  double  and  triple  coverage.  Physicians 
practicing  EM  at  this  facility  have  an  academic  appoint- 


ment with  Texas  Tech  University.  Remuneration  starts  at 
$181,000.  This  opportunity  offers  an  exciting  career  in  a 
relaxed  academic  community.  For  more  information  about 
the  above  or  other  opportunities,  please  call  or  send  CV 
to  Susan  Yarbro,  Coastal  Emergency  Service,  PA,  3010 
LBJ  Freeway,  Suite  1010,  Lock  Box  #43,  Dept  SD.  Dallas, 
TX  75234-2709.  1 -800-745-5402. 


Dallas-Ft.  Worth 

Excellent  Emergency  Medicine  group 
committed  to  quality  patient  care  as  well  as 
individual  growth  and  professional  fulfillment 
desires  emergency  physicians  for  CAREER 
opportunities.  Formore  information,  please 
call  or  submit  CV  in  confidence  to; 

Jerry  Weissman,  Metroplex  Emergency 
Physicians,  841 1 Preston  Road,  Suite 695, 
LB  34,  Dallas,  Texas  7523 1,214  373- 1115. 


Family  Practice 


Practice  in  the  mountains  of  Texas.  Small  college 
town.  One  or  two  physicians.  Lease  or  purchase  busy 
practice.  Good  income  potential.  817  927-1201  work  or 
817  236-4224  home. 


We're  offering  physicians  the  opportunity  to 
practice  medicine  , without  administrative 
headaches  that  go  along  with  it. 

:j  Competitive  guaranteed  income  with 
fee-for-service  potential 

J Professional  liability  available 


□ On-site  administrative/billing  personnel 
provided 

J Excellent  health,  life  and  disability 

insurance  options  for  full-time  independent 
contractors 


For  additional  information  on  opportunities, 
specialties  and  nationwide  locations,  contact: 

Ryan  Tedrow  Glenn  Farmer 

Physician  Recruiter  Chief  Operating  Officer 


(800)  527-2145 
(214)  761-9200 


GOVERNMENT  SERVICES,  INC. 


Austin,  Texas  — Physician(s)  needed  for  full  time,  part 
time,  weekdays,  weekends  to  staff  a free  standing 
urgent  care  center.  Remuneration  commensurate  with 
experience.  Send  CV  and  application  to  Austin  Medicen- 
ter,  c/o  Sheila  Twyman,  Medical  Administrator,  6343 
Cameron  Rd.,  Austin,  TX  78723  or  call  512-457-2052 

Physician  needed  for  Saturday  family  practice  cov- 
erage in  Texas  cities,  some  weekdays  available.  Up  to 
$350  for  4-7  hours  coverage.  Contact:  Physician 
Recruitment,  6208  Montgomery  NE  Suite  D,  Alber- 
querque,  NM  87109. 

Family  Practice  — BE/BC  family  physician  needed  to 
join  with  4 other  family  practitioners  in  a thriving  practice 
in  Beaumont.  Texas.  Modern,  full  service  clinic  offers  a 
guaranteed  salary  plus  percentage  of  production  and 
benefits.  Send  CV  to  Nancy  Bloomfield,  4010  College, 
Suite  200,  Beaumont,  TX  77707. 
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“TEMPORARIES” 

we  are  not. 


INTERIM 


NETWORK 


LOCUM  TENENS  STAFFING 
SINCE  1982 


1-800-531-1122 


FP  Doctor  Needed  Immediately  for  Austin  suburb, 
growing  community,  invigorating  life-style.  For  further 
information,  contact  Jerry  Lewis,  The  Lewis  Group  1 - 
800-666-1377. 

Great  Opportunity  — Become  a partner  or  owner  of 
an  established  Family  Practice  in  the  beautiful  city  of 
Austin.  Good,  flexible  hours.  No  call.  Send  CV  to:  Family 
Medical  Center.  6801  S.  IH-35  Suite  E.,  Austin,  TX 
78744  or  call  512  443-4777. 


Family/General  Practice 

Crane  Memorial  Hospital  is  seekinq  two 
physicians.  CMH  is  a modern,  28-bea  facil- 
ity and  has  a new  professional  office  build- 
ing next  door.  Large  referral  hospitals  are 
only  30  miles  away.  We  are  able  to  offer 
income  guarantee,  moving  allowance,  pro- 
fessional liability  insurance,  free  rent  and 
utilities,  and  call  pay  for  weekend  E.R.  du- 
ties. Crane  County  qualifies  as  a Medically 
Undeserved  Area.  For  more  information  or 
to  arrange  visit,  call  or  write; 

Stephen  Goode,  Administrator 
Crane  Memorial  Hospital 
1310  S.  Alford  St.,  Crane,  TX  79731 
(915)  558-3555. 


Faculty  Positions  — Department  of  Family  Medicine, 
Texas  Tech  Regional  Academic  Sciences  center  in  Amar- 
illo is  seeking  board  eligible/board  certified  family  physi- 
cians at  Assistant  or  Associate  Professor  level.  Respon- 
sibilities include  clinical  practice,  teaching  third  year 
medical  students,  teaching  residents,  administrations 
and  research.  Faculty  development  opportunities  avail- 
able for  those  without  prior  teaching  experience.  Excel- 
lent fringe  benefits.  Salary  commensurate  with  experi- 
ence. Send  CV  to  C.V.  Wright,  MD,  Department  of  Family 
Medicine,  1400  Wallace  Blvd.,  Amarillo,  TX  79106,  Texas 
Tech  is  an  equal  opportunity/affirmative  action  employer, 

AMARILLO  — NO  NIGHTS!  — NO  OVERHEAD!  — 

Director  and  staff  positions  available  for  the  right  FP/GP 
physician.  This  level  III  emergency  department  is  located 
within  a modern  280-bed  acute  care  hospital.  The  com- 
munity of  $163,000  has  a superb  climate  and  is  the 
commercial,  cultural  and  recreational  center  for  the  area: 


an  outstanding  range  of  affordable  housing  options  is 
available.  Benefits  include  a $65/HR.  minimum  guaran- 
tee with  fee-for-service  incentive  (additional  stipend  for 
Director),  CME  assistance,  liability  insurance,  flexible 
scheduling  and  distribution.  A full  benefits  package  is 
available.  Send  your  CV  in  confidence  to  Ali  VValters,  Fis- 
cher Mangold.  PO  Box  788,  Pleasanton,  CA  94566,  or 
call  1-800-227-2092. 


BC/BE  FAMILY  PRACTITIONERS 

Invited  to  join  an  Expanding  Family 
Practice/Occupational  Medicine  multi-clinic 
system  in  the  greater  Houston  area  with 
potential  of  $120K/year  plus  vacation, 

CME,  malpractice,  heath  and  life  insurance 
and  ownership. 

Call  or  write  to  Dr.  or  Mr.  Z,  MediClinic, 
6604  Southwest  Freeway,  Houston,  Texas 
77074,  (713)  783-4707. 


Family  Practice,  Southeast  TX  — Join  busy  prac- 
tice or  set  up  solo.  $100K+  income  guarantee.  For 
details,  contact  Practice  Dynamics,  11222  Richmond, 
Suite  125,  Houston,  TX  77082;  800-933-0911  or  713 
531 -091 1 . 

Internal  Medicine 


Fredericksburg,  TX  — Immediate  practice  opportunity 
available  for  internist  or  family  physician  in  an  established 
practice.  Write  J.  Hardin  Perry  MD,  Cherry  Creek  Bend, 
Fredericksburg,  TX  78624  or  call  evenings  512  997-2420. 

Dallas  Area  — Begin  your  solo  paractice  in  a service 
area  of  over  350,000  with  support  from  the  Baylor  Medical 
Center:  or  begin  a solo  practice  as  part  of  a multispecialty 
group  as  they  expand  business  via  a satellite  office.  Either 
opportunity  offers  a competitive  salary  and  thriving  practice 
in  a "family  community".  Contact  Donna  McMahel  @ 1- 
800-626-1857. 

Gold  Mine  for  Internist  — Wanted,  aggressive  and 
energetic  physician,  BE/BC  to  do  consultations  for  a group 
of  family  physicians.  Must  be  able  to  do  procedures.  Very 
competitive  fee  for  service  income  available,  including  ben- 
efits. Salary  is  based  on  percentage  of  collections  with  a 
base  salary  guarantee.  Send  CV  to  Nancy  Bloomfield, 
4010  College  St.,  Suite  200,  Beaumont,  TX  77707. 

Progressive  internist  needed  — Central  Austin, 
Texas.  Fully-staffed  and  furnished  attractive  office  space. 
Affability,  flexibility,  and  personality  a must.  Unbeatable 
deal,  very  flexible,  Anita  Bradley,  Office  Manager,  512 
477-3282. 

Houston  — 60  Physician  Internal  Medicine  group  has  an 
Internal  Medicine  position  available.  For  further  informa- 
tion, send  CV  to:  Robert  B,  Hall,  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  Texas  77030. 

Internal  Medicine,  Colorado  — Internist  with  or 
without  subspecialty,  busy  practice  45  minutes  north  of 
Denver  in  community  of  50,000.  Base  salary  plus  per- 
centage. CV  to  Peter  Holt,  MD,  1319  Frontier  St.,  Long- 
mont, Colorado,  80501 . 

Dallas  Area  — High  volume,  3-member  IM  group 
located  in  a progressive  community  within  30  minutes  of 
metropolitan  Dallas  seeks  an  associate/partner.  This 
opportunity  offers  a chance  to  join  the  premiere  group  in 
the  area;  a guaranteed  salary  leading  to  full  partnership; 
and  high  income  potential.  Office  space  is  available  in  a 
modern  medical  arts  complex  adjacent  to  a progressive 
76-bed,  full  service/acute  care  hospital  affiliated  with 
Baylor  Medical  Center.  This  high  growth  area  attracts  a 
young,  dynamic  medical  staff  who  enjoys  a quality,  pro- 
fessional environment  in  a small-town  atmosphere  with 
easy  access  to  all  the  amenities  of  Dallas.  Contact 
Donna  McMahel  @ 1-800-626-1857. 


Neonatology 


Neonatology  — Houston.  Join  two  physician  group  cov- 
ering Level  II  and  Level  III  nurseries.  Salary  commensurate 
with  experience.  Partnership  after  1 year.  For  details,  con- 
tact Practice  Dynamics,  11222  Richmond,  #125,  Houston, 
TX  77082;  800-933-091 1 or  713  531  -0911. 

Neurology 


Houston  — 60  Physician  Internal  Medicine  group  has  a 
Neurology  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hall,  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  TX  77030. 

OB/GYN 


SOUTH 

TEXAS 

Obstetrician/Gynecologist,  board 
eligible  or  certified,  to  join  an  incor- 
porated practice  of  2 board  certified 
Ob/Gyns.  Subtropical  Gulf  Coast 
area  with  excellent  water  sports, 
hunting  and  fishing  all  year  round. 
Gender  no  barrier.  Excellent  salary, 
full  range  of  benefits.  Send  CV  to 
Ad  Box  785/Advertising,  401  West 
15th,  Austin,  TX  78701. 


Expanding  15-physician  multi-specialty  group  has 
excellent  opportunity  for  an  OB/GYN  physician  in  friendly 
West  Texas  community  of  25,000.  Adjacent  to  a 153- 
bed  modern  hospital.  Excellent  guaranteed  salary  with 
no  first  year  expenses  in  addition  to  benefits.  Moving 
allowances  also  available.  Direct  inquiries  or  send  CV  to 
Gail  Knous,  Malone  and  Hogan  Clinic,  1501  W,  11th 
Place,  Big  Spring,  Texas  79720  (91 5)  267-6361 . 

Occupational  Medicine 


Occupational  Medicine  — Office  seeking  qualified 
doctor  to  substitute  during  physicians  absence.  Call  1 - 
800-782-7653  ext.  234,  ask  for  Edie. 

Occupational  Medicine/Family  Practice  — Join 
multispecialty  clinic  in  Houston  with  growing  occupa- 
tional medicine  department.  For  details  contact  Practice 
Dynamics,  11222  Richmond,  Suite  125,  Houston,  TX 
77082;  800-933-0911  or  713  531 -091 1 . 

Oncology 


Houston  — 60  Physician  Internal  Medicine  group  has 
an  Oncology  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hail,  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  TX  77030. 

Orthopedic 


Orthopedic  Surgeon  to  join  group  with  6 orthopods. 
Established  practice  in  north  Houston  suburbs,  excellent 
opportunity  with  salary  plus  incentive  leading  to  partnership  in 
one  year,  bonuses  and  paid  benefit  package.  Send  resume 
to:  Doctors,  9816  Memorial  Blvd,  Ste  102,  Humble  TX  77338. 

Orthopedic  Surgeon,  immediately  busy  practice 
near  Houston,  TX.  Population  base  of  86,000,  75 
miles  southwest  of  Houston,  TX  . Has  proven  need  for 
an  Orthopedic  Surgeon.  Expected  1st  year  income  in 
excess  of  $300,000.  Hospital  sponsored  position  with 
complete  support  of  medical  staff.  Excellent  hunting  and 
fishing.  For  details  contact  Practice  Dynamics,  11222 
Richmond,  Suite  125,  Houston,  TX  77082;  800-933- 
0911  or  71 3 531 -0911. 
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Pediatric 


ABILENE 

PEDIATRICIAN 

A Pediatrician  is  needed  to  establish 
practice  in  a medical  complex  next  to 
our  160-bed  hospital  in  the  high -growth 
section  of  Abilene.  This  is  on  opportunity 
to  establish  o thriving  practice  with  on 
attractive  support  package  from  our 
hospital.  For  more  information  send  your 
CV  to:  Gordori  Crawford,  Moriager,  Pro- 
fessional Relations  Humana,  [Dept . II- 1 2r-, 
P.O,  Box  1438,  Louisville,  KY  40201  1438 
Or  call  TOLL-FREF  1 -800-626  1 590 


Pediatrics  — Bay  City,  TX  is  recruiting  to  sponsor  a third 
pediatrician  in  town.  Competitive  income  guarantee  and 
relocation  package.  Stable  economy,  casual  lifestyle.  For 
details  contact  Practice  Dynamics,  11222  Richmond,  #125, 
Houston,  TX  77082;  800-933-091 1 or  713  531  -091 1 . 

Physiatrist 


College  Station,  Texas  — In  August  1990  the  com- 
munity's first  Physiatrist  established  practice  here  and  he 
is  already  overwhelmed.  Another  Physiatrist  is  now 
needed  to  associate.  Our  hospital  here  established  a 
Physical  Medicine  & Rehabilitation  Institute,  with  water 
therapy,  this  summer.  Send  CV  to:  Gordon  Crawford, 
Professional  Relations,  Humana  Inc.,  Dept.  11-1 2B,  PO 
Box  1438,  Louisville,  KY  40201-1438,  Or  call  Toll  Free  1- 
800-626-1590. 

Primary  Care 


Primary  Care  Houston  — Clinic  focusing  on  workman’s 
comp/personal  injury  needs  associate.  Income  based  on 
productivity;  full  benefits.  Should  make  in  excess  of 
$110,000  per  year.  No  weekend,  no  call.  For  details  con- 
tact Practice  Dynamics,  1 1 222  Richmond,  #1 25,  Houston, 
TX  77082;  800-933-091 1 or  713-531-091 1 . 

Psychiatric 


MpUNTAlNVlE'Ji' 

^HOSPITAL 


PSYCHIATRISTS  • NORTH  ALABAMA 

Immediate  Salaried  or 
Private  Practice  Positions 

Central  to 

Chattanooga,  Birmingham,  Rome, 
Georgia,  Huntsville,  Atlanta 

Locally  Owned  and  Operated  Psychiatric 
Hospital  among  Medical  Facilities 

Excellent  Practice  Opportunities 
And  Benefits 

Quality  Setting  and  Accessibility 

Contact  Jon  Orr,  Mountain  View  Hospital, 
Gadsden,  Alabama  1-800-245-3645. 


Clinical  Director  — Dallas  Area,  Clinical  Director  posi- 
tion, JCAH  accredited  psychiatric  facility  located  30 
miles  east  of  Dallas;  residency  program  affiliated  with  UT 
Southwestern  Medical  School.  Requires  Texas  license 
with  completed  psychiatric  residency.  Board  certification 
preferred.  Excellent  fringe  benefits  with  salary  negotiable 
to  $120,000,  depending  on  qualifications.  Contact 
Superintendent:  Terrell  State  Hospital,  PO  Box  70,  Ter- 
rell, TX  75160,  214-563-6452,  EOE. 

Pulmonary 


Houston  — 60  Physician  Internal  Medicine  group  has  a 
Pulmonary  Disease  position  available.  For  further  informa- 
tion, send  CV  to:  Robert  B.  Hall,  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  TX  77030. 

Radiology 


Radiology  — Immediate  opening  for  BE/BC  Radiologist 
in  Dallas  area  outpatient  practice.  All  modalities,  mostly 
neuroradiology.  Send  CV  to  PHYMED  Imaging,  9603 
White  Rock  Trail  #100,  Dallas,  TX  75238. 

Expanding  15-Physician  multi-specialty  group  has 
excellent  opportunity  for  a radiologist  in  friendly  West 
Texas  community  of  25,000.  Adjacent  to  a 153-bed 
modern  hospital.  Excellent  guaranteed  salary  with  no 
first  year  expenses  in  addition  to  benefits.  Moving 
allowance  also  available.  Direct  inquiries  or  send  CV  to 
Gail  Knous,  Malone  & Hogan  Clinic,  1501  W 11th  Place, 
Big  Spring,  TX  79720,  915  267-6361. 

Houston  — 60  Physician  Internal  Medicine  group  has  a 
Diagnostic  Radiologist  position  available.  For  further  infor- 
mation, send  CV  to:  Robert  B.  Hall,  Administrator,  Diag- 
nostic Clinic  of  Houston,  6488  Fannin,  Houston,  TX  77030. 

Houston  Radiologist  — looking  for  associate.  Flexible 
work  schedule.  25-30  hours  weekly.  Hospital  based 
practice,  no  buy  in  for  partnership.  For  further  informa- 
tion, contact  Jerry  Lewis,  1-800-666-1377. 

Radiologist  Houston  — Group  in  Medical  Center 
adding  associate.  Must  have  MRI  experience.  Salary 
plus  full  benefits  leading  to  partnership.  For  details  con- 
tact Practice  Dynamics,  11222  Richmond,  #125,  Hous- 
ton, TX  77082;  800-933-091 1 or  713  531  -091 1 . 

Rheumatology 


Houston  — 60  Physician  Internal  Medicine  group  has  a 
Rheumatology  position  available.  For  further  information, 
send  CV  to:  Robert  B.  Hall,  Administrator,  Diagnostic 
Clinic  of  Houston,  6448  Fannin,  Houston,  TX  77030. 

Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 

On  all  specialties) 

Texas  & Sunbelt  States 
Call  1 -800-254-4660 

Houston:  785-3722  Reuben 

orsendCV:11140Westhelmer  Bronstein 

Suite  144  

Houston,  TX  77042  fii  Associates 


Position  Available  — Seeking  BC/BE  Family  Practice, 
General  Internist,  Endocrinologist,  OB/GYN  to  join  estab- 
lished multi-specialty  clinic.  Excellent  benefits  and  guar- 
antee. Send  CV  to  Leroy  W.  Kitch,  Administrator,  Skinner 
Clinic,  124  Dallas  St.,  San  Antonio,  TX  78205. 

Houston  — 60  Physician  Internal  Medicine  group  has  a 
Gl  position  available.  For  further  information,  send  CV  to: 
Robert  B.  Hall,  Administrator,  Diagnostic  Clinic  of  Hous- 
ton, 6448  Fannin,  Houston,  Texas  77030. 


rivate  Healthcare  Systems 
Ltd.  is  a national  managed 
healthcare  organization 
representing  17  healthcare  insurers 
with  over  7 million  in  covered  lives. 
We  are  currently  looking  for  a 
Medical  Director  who  wants  to  share 
in  our  growth  as  a state-of-the-art 
managed  care  company.  Join  us  in 
the  following  opportunity: 

Medical  Director 

As  a physician  in  our  utilization 
management  program,  you  will  pro- 
vide clinical  support  to  our  PPO 
indemnity,  Workers'  Compensation, 
and  EPO  networks  for  our  Dallas 
Regional  office.  You  will  also  partici- 
pate in  physician  education,  recruit- 
ing and  quality  assurance  programs. 

The  successful  candidate  will  be 
board  certified  with  at  least  2 years  of 
experience  in  Internal  Medicine, 
Family  or  General  Practice,  and  have 
a current  Texas  medical  license. 
Utilization  Management,  HMO,  PPO, 
or  insurance  background  is  pre- 
ferred. 


This  position  is  located  in  our  Irving, 
TX  regional  office.  We  offer  a com- 
petitive salary  and  comprehensive 
benefits  package.  Interested  candi- 
dates should  send  salary  require- 
ments and  curriculum  vitae  to: 
Private  Healthcare  Systems  Ltd., 
Dept.  MD,  20  Maguire  Road, 
Lexington,  MA  02173.  An  Equal 
Opportunity  Employer. 

PRIVATE  , 

HEALTHCARE  , 

^ SYSTEMS 

Bringing  the  best  together 


Practice  opportunities  available  In  communities 
within  60  mile  radius  of  Tyler,  Texas.  Both  clinic  and/or 
hospital  opportunities.  Affiliation  with  multi-hospital  sys- 
tem based  in  Tyler.  Send  resume  to  P.O.  Box  908,  Mine- 
ola,  Texas  75773,  or  phone  1 -800-828-81 51 . 

Excellent  opportunity  for  a General  Physician  II 

at  an  84  bed  JCAHO  accredited  Hospital.  Requirements 
include  Licensed  to  practice  medicine  in  Texas  by  the 
State  Board  of  Medical  Examiners,  certified  or  eligible  for 
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Endorsed  by  the  Texas  Medical  Association 


ANESTHESIOLOGY 


FORT  WORTH 

Anesthesiologists  needed  to  join  group  prxtice 
serving  429-bed  teaching  hospital  expenencing 
5,000+  cases  per  year.  Full  range  of  anesthesia 
required  (excluding  hearts);  supervise  CRNAs. 
This  position  will  offer  an  attractive  life  style  with 
limited  call.  Contact  Vicki  Truitt 


NORTHEAST  TEXAS 

Regional  medical  center  in  community  of 
approximately  24,000  (serving  referral  area  of 
195,000)  seeks  anesthesiologist  to  perform  full 
range  of  anesthesia  services.  Shared  call,  mod- 
ern facilities.  Area  well-known  for  recreational 
opportunities.  Competitive  income  guarantee  to 
qualified  physician.  Good  location;  accessible  to 
D/FW  Metroplex,  Contact  Vicki  Truitt. 


CARDIOLOGY 


NORTHEAST  TEXAS 

Cardiology  group  seeks  BE/BC  Invasive  car- 
diologist for  associate  practice  in  NE  Texas  com- 
munity. Referral  area  of  200,000.  Modern 
medical  facilities  in  town  with  more  than  100 
physicians.  Progressive,  family-oriented  com- 
munity with  strong,  diversified  economy,  ex- 
cellent schools.  Many  social  and  recreational 
opportunities.  Generous  compensation  and 
benefits  to  high  caliber  physician. 

Contact:  Vicki  Truitt. 


DIAGNOSTIC  RADIOLOGY 


PANHANDLE 

Excellent  private  practice  opportunity  for  BC/ 
BE  radiologist  desirous  of  living  in  a community 
with  excellent  quality  of  life;  great  place  to  rear 
children.  New  hospital  with  state  of  the  art 
diagnostic  equipment,  including  CT,  Well-trained 
medical  community  supportive  of  effort.  Generous 
incentive  package  to  qualified  candidate. 
Contact;  Jim  Truitt. 


FAMILY  PRACTICE 


DALLAS 

Established  fee-for-service  practice  available 
for  assumption.  Full  scope  of  family  medicine, 
except  OB.  Average  gross  $320K-v  annually. 
Bilingual  (Spanish)  skills  helpful.  Retiring 
physician  will  introduce.  Financing  available  to 
qualified  candidate.  Contact:  Jim  Truitt. 


WEST  TEXAS 

Board  certified  family  physicians  seek  asso- 
ciate for  busy  practice.  OB  preferred.  Friendly 
town,  good  schools.  Within  35  minutes  of 
larger  city.  Very  lucrative  financial  situation. 
Attractive  group  practice.  Contact:  Jim  Truitt. 


D/FW  METROPLEX 

Recently  trained,  BC  family  physicians,  sought 
for  private,  single  specialty  group  or  solo  (shar- 
ing call)  practice  in  growing,  northern  Met- 
roplex area.  Modern  hospital  will  sponsor 
qualified  physicians.  Excellent  schools  and 
quality  of  life  in  this  popuiar  area. 

Contact:  Vicki  Truitt. 

WEST  TEXAS 

Lucrative  pnvate  practice  opportunity  for  BE/BC 
family  practitioner  willing  to  do  OB  and  some 
surgery.  Many  outdoor  recreational  activities 
available.  Generous  incentive  package  available 
to  qualified  candidate 
Contact:  Barry  Strittmatter 


FORT  WORTH 

Comprehensively  trained,  board  certified  FFS 
needed  for  faculty  staff  positions  of  largest  family 
practice  residency  (on  one  campus)  in  the  coun- 
try, Varied  duties;  regular  hours;  minimal  call 
responsibility,  generous  compensation  and 
benefits  package;  academic  appointment  avail- 
able. Contact:  Vicki  Truitt. 


FORT  WORTH 

Single  specialty  group  and  solo  practice  op- 
tions available  for  board  certified  family  prac- 
titioner with  well-established  Metroplex  hos- 
pital. Competitive  incentive  package  will  be 
offered  to  qualified  candidates. 

Contact:  Barry  Strittmatter. 

HIGH  PLAINS 

Young,  well-trained  BC  FP  seeks  well-trained 
BC  FP  associate  for  rapidly  expanding  family 
practice.  Includes  OB,  Community  of  5,000  with 
sen/ice  area  of  approximately  15,000  Excellent 
quality  of  life;  good  schools  Abundant  outdoor 
recreational  opportunities  available,  including 
nearby  lake.  City  of  200,000  within  45  minutes. 
Generous  financial  package  will  be  offered  to 
qualified  candidates.  Contact  Jim  Truitt 


GASTROENTEROLOGY 


NORTHEAST  TEXAS 

Three  busy  gastroenterologists  seek  fourth 
associate  for  group  practice  in  NE  Texas. 
Shared  call,  comprehensive  benefit  package, 
early  partnership.  Modern  office  and  hospitals. 
Attractive  community  with  strong,  diversified 
economy  excellent  schools.  Many  social  and 
recreational  opportunities. 

Contact:  Vicki  Truitt. 


INTERNAL  MEDICINE 


PANHANDLE 

Excellent  private  practice  opportunity  for  BC/ 
BE  physician  in  community  of  8,000  (service 
area  of  20,000).  New  hospital  with  state  of  the 
art  diagnostic  equipment.  Well-trained  medical 
staff  supportive  of  this  ettort.  Many  outdoor  rec- 
reational opportunities  available.  Good  school 
system.  Excellent  quality  of  life.  Generous 
incentive  package.  Contact:  Jim  Truitt. 


THE  TEXAS  SPECIALISTS 


— Working  in  Texas  for  Texans,  since  1984  — 


NORTHEAST  TEXAS 

Two  Internists  seek  third  associate  for  busy  prac- 
tice in  NE  Texas  community  of  27,000  (referral 
area  of  200,000+)  Progressive,  family-oriented 
community  with  strong,  diversified  economy 
excellent  schools.  Social  and  recreational  oppor- 
tunities abound.  Modern  medicai  facilities 
Shared  call;  attractive  incentive  package 
Contact;  Vicki  Truitt, 


AMARILLO 

Busy  BC  IM  seeks  associate  for  rapidly  expan- 
ding practice.  Fully  equipped  office  facilities. 
356-bed  hospital  offering  competitive  incentive 
package.  Excellent  schools  and  quality  of  life; 
four  season  climate.  Ideal  location  for  the  out- 
door sports  enthusiast.  Easy  access  to  snow 
and  water  skiing,  boating,  fishing,  etc. 

Contact:  Jim  Truitt. 

WEST  TEXAS 

Four  American  trained,  board  certified  inter- 
nists seek  compatible  associate  for  busy 
group  practice  in  Texas  community  of 
1 00,000+ . Office  adjacent  to  modern  hospital. 
Excellent  call  arrangement,  salary  and  bene- 
fits. Full  associate  status  in  second  year. 
Contact.  Jim  Truitt. 

SOUTH  TEXAS 

Thirty  minutes  from  Padre  Island.  IM  group, 
specializing  in  critical  care,  seeks  fourth  com- 
patible associate.  Great  climate  and  lifestyle. 
Recreational  opportunities  abound.  Excellent 
income  potential.  Contact;  Barry  Strittmatter 


NEUROLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  senring  200,000  seeks 
BE/BC  neurologists  for  associate  practice  (or 
solo  sharing  call);  fee  for  service.  Modem  medi- 
cal facilities.  100+  doctors  in  town.  Progressive, 
family-oriented  community  with  strong,  diver- 
sified economy,  excellent  schools.  Many  social 
and  recreational  opportunities.  Generous  incen- 
tive package  to  qualified  physician. 

Contact  Vicki  Tmitt. 


OBSTETRICS/GYNECOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  sen/ing  200,000  seeks 
BE/BC  OB/GYN  for  private  practice  (to  share 
call  with  three  other  OB/GYNs).  Progressive, 
famiiy-oriented  community  with  strong  diver- 
sified economy,  excellent  shcods.  Many  social 
and  recreational  opportunities.  Competitive 
incentive  package  to  qualified  physician. 
Contact;  Vicki  Truitt. 


ONCOLOGY 


NORTHEAST  TEXAS 

Oncology  group  seeks  BE/BC  medical 
oncologist  for  associate  practice  in  NE  TX  com- 
munity with  referral  area  of  200,000.  Modern 
medical  facilities  in  town  with  more  than  100 
physicians.  New  cancer  center  under  construc- 
tion. Progressive,  family-onented  community 
with  strong,  diversified  economy,  excellent 
schools.  Many  social  and  reaeational  oppor- 
tunities. Generous  compensation  and  benefits  to 
high  caliber  physician.  Contact;  Vicki  Truitt 

FORT  WORTH 

Full-time,  medical  oncology  position  at  teaching 
hospital  in  D/FW  Metroplex.  Opporfunity  to 
direct  division;  develop  full  time  oncology  teach- 
ing service;  work  with  house  staff.  Modem 
facilities;  infusion  lab.  Regular  hours  and  limited 
call.  Competitive  income  and  benefits. 

Contact:  Jim  Truitt 


ORTHOPAEDIC  SURGERY 


DALLAS 

Modern,  acute  care  medical  center  (325-beds) 
recently  trained,  board  certified  orthopaedic 
surgeon  to  join  existing  practice  (or  solo  with 
coverage).  Service  area  greater  than  525, CXX). 
Many  social  and  recreational  activities  avail- 
able. Incentive  package  to  qualified  physician. 
Contact:  Barry  Strittmatter 


OTOLARYNGOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  200,000+ 
seeks  additional  otolaryngologist  for  private 
practice  opportunity.  Share  call  with  recently 
trained  BC  ENT,  Progressive,  family-oriented 
community  with  strong,  diversified  economy, 
excellent  schools.  Many  social  and  recreational 
opportunities-  Competitive  incentive  package  to 
qualified  physician.  Contact:  Vicki  Toi'itl 


PEDIATRICS 


D/FW  METROPLEX 

Young  American  trained,  BC  pediatrician  seeks 
associate  for  practice  in  affluent  suburban  com- 
munity in  the  heart  of  thriving  D/FW,  Office  on 
campus  with  modern  hospital.  Excellent 
schools  and  quality  of  life. 

Contact:  Vicki  Truitt. 


NORTHEAST  TEXAS 

Dynamc  group  of  American  trained,  BC  pedia- 
tricians seek  fourth  associate  for  group  practice 
in  attractive  community  of  27,000  (referral  area 
200.000)-  Progressive,  family-onented  com- 
munity with  strong  diversified  economy, 
excellent  schools.  Social  and  recreational  oppor- 
tunities abound.  Modem  hospital  with  Level  II 
nursery  and  designated  pediatric  care  unit. 
Shared  call;  excellent  income  and  benefits;  early 
partnership.  Contact:  Vicki  Truitt. 


SURGERY 


SOUTH  TEXAS 

Within  one  hour  of  San  Antonio.  South  Texas 
community  seeks  general  surgeon  for  service 
area  of  20,(XX).  Candidate  must  be  willing  to  do 
some  primary  care,  initially.  Hunting,  fishing 
(fresh  and  salt  water)  and  other  recreational 
activities  abound.  Forty-two  bed  hospital  will 
offer  generous  incentive  package  to  qualified 
candidafe.  Contact:  Barry  Strittmatter. 


NORTHEAST  TEXAS 

Regional  medical  center  serving  2CX).CXX)+ 
seeks  (non-cardiac)  thoracic/vascular  surgeon 
for  private  practice  opportunity  in  community  of 
27,000  Progressive,  family-onented  community 
with  strong  diversified  economy,  excellent 
schools.  Many  social  and  reaeational  oppor- 
tunities. More  than  1 00  doctors  in  town.  Shared 
call;  competitive  incentive  package  to  qualified 
physician.  Contact  Vicki  Truitt. 


UROLOGY 


D/FW  METROPLEX 

Urologist  needed  in  affluent  NE  Tarrant  County 
community.  On  campus  with  modern  hospital 
Competitive  incentive  package  to  qualified  can- 
didate. Excellent  schools  and  quality  of  life  with 
attractive  amenities  of  both  Dallas  and  Fort 
Worth.  Contact:  Vicki  Truitt. 


Classified  Advertising 


certification  by  an  American  Board  Specialty  (preferably 
internist/pulmonologist/family  practice).  Competitive 
salary,  educational  opportunities,  plus  other  excellent 
state  benefits  which  include  vesting  at  5 years.  Call  or 
write  to:  South  Texas  Hospital,  Attn:  Dalia  Tovar,  PO  Box 
592,  Harligen,  TX  78551 , 512  423-3420.  EEO/AA. 

IM/FP  Doctor  to  join  3 person  group  in  Houston  sub- 
urb. Good  hours,  good  salary,  partnership  potential.  For 
further  information  contact  Jerry  Lewis,  The  Lewis  Group 
@ 1-800-666-1377, 


Correctional  Healthcare 

Full  time  primary  care  Physicians  & Psychia- 
trists, statewide  aduit  correctionai  faciiity  ioca- 
tions,  competitive  salary/excelient  benefits/Phy- 
sician  student  repayment  program.  Inquirers: 
TDCJ,  Box  99,  Personnei  Annex,  Huntsvilie,  TX 
77342-0099  or  contact  Glynda  Baker, 

409  294-2755. 


The  Impaired  Professional  — A specially  designed 
program  created  to  meet  the  unique  needs  of  profes- 
sional and  corporate  personnel  caught  in  the  downward 
spiral  of  chemical  dependency.  Directed  by  Bob  Gehring 
MD,  certified  addictionist,  founding  member  of  “Doctors 
helping  Doctors,",.. and  a formerly  impaired  professional. 
For  more  information,  call  817/346-6043  or  800/594- 
4454.  CPC  Oak  Bend  Hospital,  7800  Oakmont  Boule- 
vard, Fort  Worth,  TX  76132. 

Corpus  Christ!  — A three-physician  group  here  Is 
seeking  to  add  a fourth  member.  Attractive  salary,  fringe 
benefits  with  partnership  negotiable  after  the  first  year. 
Also,  due  to  the  rapid  expansion  of  Humana  Health  Care 
Plan,  physicians  are  needed  to  establish  private  prac- 
tices in  offices  next  to  our  271 -bed  hospital.  The  suc- 
cessful candidate  will  be  offered  an  income  guarantee, 
marketing  support  and  other  financial  assistance.  For 
more  information,  send  CV  to:  Gordon  Crawford,  Man- 
ager, Professional  Relations,  Humana  Inc,,  Dept.  11-12, 
PO  Box  1438,  Louisville,  KY  40201-1438.  Or  call  TOLL- 
FREE  1-800-626-1590. 

OTO  Houston  — Join  three  physician  group  on  SW 
side  of  town.  First  year  income  potential  in  excess  of 
$300,000.  Buy-in  required  for  partnership.  For  details, 
contact  Practice  Dynamics,  11222  Richmond,  #125, 
Houston,  TX  77082;  800-933-091 1 or  71 3 531  -091 1 . 


For  Sale  or  Lease 

Medical  Equipment 


Quality  Used  Medical  Equipment  — 1986  Toshiba 
SSH-65A  Color  flow  Ultrasound,  1985  CGR  SOOT  Mam- 
mography, Olympus  CF  TYPE  10L  OES  series  Colon- 
scope,  Formalens  Lens  Casting  System,  GE  8800  CT 
Scanner  w/BIRP  Upgrade,  and  much  more.  Call  MedEx- 
change  at  21 4 824-5040  or  fax  to  21 4 823-9428. 

Practices 


Selling  Your  Practice?  We  offer  practice  evaluations 
& brokerage,  physician  recruiting,  and  partnership  buy-in 
services.  We  can  help  you  make  the  right  decisions.  For 
a free  brochure,  call  or  write:  Practice  Dynamics,  Dept  T 
11222  Richmond,  Ste  125,  Houston,  TX  77082:  713- 
531 -091 1 . 


Associate/Buy-in  Dallas/Lake  Highland  Area: 

Successful  retiring  physician  wants  family  doctor  to  take 
over  his  practice.  Net  six  figures.  PMA  Practice 
Sales/ Appraisals-21 4/327-7765. 

Corpus  Christ!  — Family  Practice  available.  Annual 
collections  about  $300,000.  High  net  income.  Lab  and 
x-ray  facilities.  For  confidential  information,  contact  Gary 


Advertising  Directory 


Schaub,  PO  Box  69155,  Portland,  Oregon  97201.  Tele- 
phone 503  223-4357. 

Lovely  Family  Practice  in  Fort  Worth.  Gross 
$400,000,  Net  $285,000.  Beautiful  building  can  be 
leased  or  purchased.  Reasonable  down-payment,  pay 
balance  out  of  profits.  Day  phone  817  626-8268.  Nile 
817  731-1017. 

Software 


COMPLETE  Medical  Software  $450 

Prints  HCFA  1500  forms  R Biling  A/R  Day  Sheets 
Financial  Reports  Unlimited  CPT  & ICD9  Codes  R history 
Unilim  Rs  R recall  Path/Lab  results  Stat  Reports 
Pop-up  Windows  Help  Screens  Phone  Support 
IBM  compt.  Networkable  Money  Back  Guarantee 

COMPUTER  SOLOUTIONS  904-427-0558 

6298  Turtlemound  Rd.  New  Smyrna  Beach,  FL  32169 


Business  and  Financial 
Services 

Physician’s  signature  loans  to  $50,000.  Up  to 

seven  years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitive  fixed  rate.  Physicians 
Service  Association.  Atlanta,  Georgia.  TOLL  FREE  1- 
800-241  -6905.  Sen/ing  MDs  for  over  10  years. 

Professional  Resume  Services  — Successfully 
serving  physicians  since  1 976.  All  levels  and  specialties. 
Curriculum  vitae  preparation.  Cover  letter  development. 
Career  planning.  Commitment  to  product  quality  and 
client  satisfaction.  Immediate  service.  Effective!  Profes- 
sional. Confidential.  Call  1-800-786-3037  (24  hours). 
Alan  D.  Kirschen,  M.A. 

UNSECURED  LOANS  $5,000  TO  $50,000. 

Deferred  principal  repayment  option  available  to  all 
physicians.  Financial  Resources  Company,  PO  Box 
29302,  Richmond,  VA  23229.  804  741-2841 . 

Joint  Venture  Clearinghouse  — Profit  in  "the  New 
World  Order”  and  comply  with  government  regulations. 
Includes  but  is  not  limited  to  cardiovascular  labs,  MRI, 
CT,  sonography,  mammography,  nuclear,  physical  ther- 
apy, and  DME  entities.  For  more  info.,  we  invite  manag- 
ing partners  to  call:  800-388-5977. 

Advertising  Rates  & Data  — Regular  classified 
advertising  sells  for  $2.00  per  word,  minimum  25  words 
or  $50,  per  issue.  We  do  not  count  articles  (a,  an,  the). 
Display  classified  advertising  sells  for  $95  per  column 
inch,  per  month.  A variety  of  typefaces,  logos,  and  bor- 
ders may  be  used  in  display  classified  ads.  Ad  box  num- 
bers can  be  substituted  for  formal  addresses  upon 
request  at  no  extra  cost.  Name  and  address  of  ad  box 
number  listings  cannot  be  given  out  unless  specific  per- 
mission to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  box  number  holders  except  by  mail. 
Federal  laws  prohibit  references  to  race,  color,  religion, 
sex,  natural  origin,  or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  1st  of  the  month 
preceding  publication.  Send  copy  to  Mark  Bizzell,  Clas- 
sified Manager,  TEXAS  MEDICINE,  401  West  15th, 
Austin,  Texas  78701 . 
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Where  Would  You 
Prefer  To  Do 
Your  Reading? 

(In  the  courtroom  or  in  your  office?) 

It’s  your  choice.  Stay  on  top  of  the  latest  medical  litera- 
ture and  provide  the  best  possible  medical  care— or 
don’t — and  risk  possibly  being  sued.  As  a member  of 
the  Texas  Medical  Association,  a simple  request  to  your 
medical  library  could  provide  you  with  up-to-date  infor- 
mation and  improve  patient  care  as  well. 

The  TMA  Library  staff  are  trained  professionals  who 
quickly  can  perform  a thorough  search  of  the  literature, 
saving  valuable  time  and  ensuring  that  the  information 
obtained  is  both  timely  and  correct. 

It’s  up  to  you  to  make  the  choice,  but  we  can  help 
make  it  easier.  Protect  your  patients’  interests  and  your 
own.  Next  time  you  need  information,  consult  your 
TMA  Library. 


Tcxa.sMcdical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


Texas  Medical  Association  Library 

401  West  15th  Street,  Austin,  Texas  78701-1680 
(512)  370-1550 


Classified  ads . . . 
as  easy  as  1, 2, 3. 


2. 

■ 

3. 


:| 

i; 


Please  print  or  type  the  ad  you  want  to  run  on 
a separate  sheet  of  paper 

Fill  out  this  form 

Place  both  In  an  envelope  and  mall  to: 

Mark  Bizzell,  Advertising 
401  West  15th,  Austin,  TX  78701 


Deadlines  for  publication  are  the  first  of  the  month  preced- 
ing the  month  of  publication.  For  example:  An  ad  to  be  run  in 

October  shouid  be  received  by  Texas  Medicine  by  September  1 . 

Classified  advertising  costs:  $2.00  per  word,  minimum  25 
words  or  $50.00.  We  do  not  count  articles  (a,  an,  the).  First  time 
advertisers  must  submit  payment  with  advertising. 


Texas  Medical  Association 

401  West  15th  Street,  Austin,  TX  78701-1680 
Advertising  Department;  (51 2)  370-1376 
FAX:  (512)370-1632 


Date 

Name 

Address 

State Zip  Code 

Signature 

Telephone 

Would  you  iike  the  ad  to  run  continuously  until  cancelled? 
□ YE5  aNO 

On  the  following  line,  please  specify  the  months  you 
would  like  the  ad  to  run. 


Method  of  payment 

□ Check  enclosed  for  $ 

□ MasterCard  or  Visa  (circle)  # 

Expiration  Date 

Signature 


Courses 


January 

Cardiology 

Jan  13-17,  1992 

Cardiovascular  Conference.  Snowmass, 
Colo.  Contact  American  College  of  Cardi- 
ology, Extramural  Programs,  Dept  5080, 
Washington,  DC  20061-5080  (1-800)  897- 
5400 

Emergency  Medicine 

Jan  23-24,  1992 

Pediatric  Advanced  Life  Support.  Temple. 
Contact  Scott  & White  Memorial  Hosp, 
Office  of  CME,  2401  S 31st  St,  Temple, 
TX  76508  (817)  774-4083 

Family  Practice 

Jan  19-24,  1992 

Practical  Approaches  to  Common  Problems. 
Park  City,  Utah.  Contact  Texas  Academy  of 
Eamily  Physicians,  8733  Shoal  Creek  Blvd, 
Austin,  TX  78766  (512)  451-8237 

Jan  24-26,  1992 

Advances  in  Family  Medicine.  League  City. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Oncology 

Jan21-Peb  2,  1992 

Imaging  in  the  Health  Sciences.  Houston. 
Contact  Conference  Services,  Box  131, 
The  University  of  Texas  M.D.  Anderson 
Cancer  Center,  1515  Holcombe  Blvd, 
Houston,  TX  77030  (713)  792-2222 

February 

Anesthesiology 

Eeb  27-Mar  1,  1992 

Texas  Anesthesia  Conference  for  Obstet- 
rics and  Pediatrics.  Houston.  Contact  Bay- 
lor College  of  Medicine,  Office  of  CME, 
One  Baylor  Plaza,  Houston,  TX  77030 
(713)  798-6020 

Cardiology 

Eeb  12-15,  1992 

Cardiovascular  Conference.  Snowbird,  Utah. 
Contact  American  College  of  Cardiology, 
Extramural  Programs,  Dept  5080,  Washing- 
ton, DC  20061-5080  (1-800)  897-5400 


CME  / Continuing 
Education  Directory 


Emergency  Medicine 

Eeb  21-22,  1992 

Advanced  Cardiac  Life  Support.  Temple. 
Contact  Scott  & White  Memorial  Hosp, 
Office  of  CME,  2401  S 31st  St,  Temple, 
TX  76508  (817)  774-4083 

Eeb  21-22,  1992 

Advanced  Pediatric  Life  Support.  Hous- 
ton. Contact  American  College  of  Emer- 
gency Physicians,  PO  Box  619911,  Dallas, 
TX  75261-9911  (1-800)  798-1822  or 
(214) 550-0911 

Eeb  21-22,  1992 

Emergency  Medicine  Review.  Austin.  Con- 
tact Scott  & White  Memorial  Hosp,  Office 
of  CME,  2401  S 31st  St,  Temple,  TX 
76508  (817)  774-4083 

Feb  22-24,  1992 

Managing  Your  Emergency  Department. 
La  Jolla,  Calif.  Contact  American  College 
of  Emergency  Physicians,  PO  Box  619911, 
Dallas,  TX  75261-9911  (1-800)  798-1822 
or (214) 550-0911 

Internal  Medicine 

Feb  21-22,  1992 

Advances  in  Gastroenterology.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Neurology 

Feb  13-15,  1992 

Recent  Advances  in  Neurology.  San  Fran- 
cisco. Contact  University  of  California  at 
San  Francisco,  Extended  Programs  in  Med- 
ical Education,  Rm  Ls-105,  San  Francisco, 
CA,  94143-0742  (415)  476-4251 

Pathology 

Feb  13-16,  1992 

Cytopathology  Review  Course.  Houston. 
Contact  Baylor  College  of  Medicine,  Office 
of  CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Psychiatry 

Feb  1-2,  1992 

Divorce  and  Remarriage  in  the  90s:  The 
Role  of  the  Professional.  Houston.  Contact 
Baylor  College  of  Medicine,  Office  of 
CME,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Feb  29,  1992 

Geriatric  Psychiatry  Review.  Dallas.  Con- 
tact The  University  of  Texas  Southwestern 


Medical  Center,  Office  of  CME,  5323  Har- 
ry Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

March 

Neuroscience 

Mar  3-4,  1992 

Symposium  on  Neuroscience.  Dallas.  Con- 
tact The  University  of  Texas  Southwestern 
Medical  Center,  Office  of  CME,  5323  Har- 
ry Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Ophthalmology 

Mar  13-15,  1992 

Cullen  Eye  Course:  Clinical  Advances  in 
Ophthalmology.  Houston.  Contact  Baylor 
College  of  Medicine,  Office  of  CME,  One 
Baylor  Plaza,  Houston,  TX  77030  (713) 
798-6020 

Orthopedic  Surgery 

Mar  11-15,  1992 

Orthopaedic  Pathology  Workshop.  Dallas. 
Contact  The  University  of  Texas  South- 
western Medical  Center,  Office  of  CME, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214) 688-2166 

Physical  Medicine  and  Rehabilitation 

Mar  9-19,  1992 

Review  Course  in  PM&R.  Houston.  Bay- 
lor College  of  Medicine,  Office  of  CME, 
One  Baylor  Plaza,  Houston,  TX  77030 
(713)  798-6020 

Plastic  Surgery 

Mar  7-8,  1992 

Rhinoplasty  Symposium:  An  Anatomical 
Approach.  Dallas.  Contact  The  University 
of  Texas  Southwestern  Medical  Center, 
Office  of  CME,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)  688-2166 

Psychiatry 

Mar  14,  1992 

Psychotic  Disorders  & Schizophrenia.  Dal- 
las. Contact  The  University  of  Texas 
Southwestern  Medical  Center,  Office  of 
CME,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235 (214) 688-2166 
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Practice  Management 
Workshops 


The  following  workshops  and  seminars  are 
sponsored  by  the  Texas  Medical  Associa- 
tion Department  of  Practice  Management 
Services.  For  further  information,  contact 
the  TMA  Department  of  Practice  Manage- 
ment Services,  401  W 15th  St,  Austin,  TX 
78701  (512)  370-1422. 

Dec  1991 

How  To  Get  Started  in  Medical  Practice 
Dec  6-7,  Houston 

How  To  Run  A More  Profitable  Practice 
Dec  10,  Dallas;  Dec  11,  San  Antonio;  Dec 
12,  Houston;  Dec  17,  Tyler;  Dec  18,  Dallas 

Calendar  of  Meetings 

•Denotes  Texas  meeting 

December 

Dec  7-12,  1991,  Dallas 
•American  Academy  of  Dermatology  An- 
nual Meeting 

Contact  AAD,  1567  Maple  Ave,  Evanston, 
IL  (708)  869-3954 

January 

Jan  30-Feb  2,  1992,  Fort  Worth 

•Texas  Society  of  Pathologists  Annual 

Meeting 

Contact  TSP,  401  W 15th  St,  Austin,  TX 
78701 (512) 370-1510 

February 

Feb  29,  1992,  Austin 

'Texas  Medical  Association  Winter 
Leadership  Conference 

Contact  Jon  Hornaday,  401  W 15th  St, 
Austin,  TX  78701  (512)  370-1345 


YOCONr 

YOHIMBINE  HCI 


Oescripttm:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug,  in 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warniim:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.F2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ''  ■3 
Dosage  and  Administiation:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  F3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Applied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

Reforences: 

1.  A.  Morales  et  al..  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed . , p . 1 76  - 1 88 . 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  et  al..  The  Journal  of  Urology  128: 

45-47, 1982. 

Rev.  1/85 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 


219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502  1-800-237-9083 
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Texas  Physician 
Placement  Service 


. . . A joint  venture  of  the  Texas  Medical  Association 
and  the  Texas  Academy  of  Family  Physicians. . . 

• Offering  a personalized  computer  assisted  service 
• Providing  a cost  effective  service 
• Improving  access  to  health  care  for  Texans 


Job  Hotline— (512)  370-1403 


One  NUMBER  Gives  you 

DIRECT  ACCESS  To  OUR  ENTIRE 
MEDICAL  Center. 


The  UT  Southwestern  Medical 
Center®  Clinical  Referral  Network  is 
now  available  to  link  practitioners 
with  UT  Southwestern  faculty,  patient 
care  programs,  and  facilities.  By 
simply  dialing  one  number,  you  will 
be  provided  direct  access  to  a 
comprehensive  network  of  physicians 
and  administrative  staff  who  are 
ready  to  provide  prompt  assistance 
and  personal  service.  The  program 
expands  the  services  currently 
available  through  Southwestern 
Information  System®  (SWIS®). 


UT  Southwestern  Ndedical  Center’ 
Clinical  Referral  Network 


In  Dallas  688-8678 
1-800-688-8678 


For  Professional  Use  Only 


The  University  of  Texas  Southwestern  Medical  Center  at  Dallas/ 5323  Harry  Hines  Boulevard /Dallas,  Terns  75235-7786 
An  equal  opportunity  institution 


SEASON’S  GREETINGS 

SCOTT  & WHITE 

Scott  & White  Memorial  Hospital  & Clinic 
2401  South  31st  Street,  Temple,  TX  76508 
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